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Executive Summary 

Background 

Nurses are central to providing frontline care and services to older people. With the 

rapidly changing demographics of the Irish population and the paradigm shifts in the 

way healthcare services are being delivered, it is imperative that nurses working with 

older people wherever they access health services are competent to provide the 

highest quality of nursing care (Baumbusch et al. 2012). Therefore, nurse education 

and curricula need to be responsive to the diverse and holistic needs of older people 

and changing care environments.  

Aim 

This research project aimed to determine the knowledge, skills and competence 

required to produce a nursing workforce that can provide quality person-centred 

care to older people wherever they access healthcare and in doing so, develop an 

educational framework that will enable nurses to acquire and maintain the 

necessary knowledge, skills and competence, at the appropriate level to deliver 

quality person-centred care to older people, throughout the Irish Health Service.   

Methods 

The educational framework was informed by a comprehensive review of literature 

and analysis of data from national focus groups. 

Firstly, a systematic review which aimed to identify, describe and appraise 

empirically tested models/frameworks for education that could be applied to 

gerontological nursing was conducted. The review was underpinned to the Preferred 

Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) statement 



12 

 

(Moher et al. 2009) and guided by systematic review methodology. A review of 

selected grey literature was also conducted to identify and describe publications that 

focused on describing models/frameworks for education that could be applied to 

gerontological nursing with a particular emphasis on frameworks describing 

pertinent competencies or standards.   

Secondly, a qualitative, descriptive design, loosely based upon a “World Café” social 

constructivist approach was used to underpin focus group interviews.  Focus group 

interviews were conducted in five venues with nurses who work with older people in 

acute, primary, community and continuing care settings, colleagues in education, 

health & social care professionals, service users and their representatives. The focus 

group discussions: were guided by a topic guide (covering areas identified in the 

study objectives); used open-ended questioning, were supported by a series of 

probes, and collected both written and narrative data. Three identified contexts of 

care were used to focus the discussions: (i) acute hospital care and rehabilitation; (ii) 

residential care; and (iii) community/home care. Each context of care was 

considered to be very different and the needs of the older person were thought to 

differ according to each context of care. Thus each context was considered 

separately during data collection and analysis. The focus group questions related to: 

participants’ vision for quality health and social care for older people; core nursing 

competencies (i.e. knowledge, skills, practices, attitudes, abilities, behaviours) 

required to deliver on the vision; what needed to happen to support nurses to meet 

the needs of the older people in the relevant context of care; nursing roles, and 

barriers and enablers to implementation of the articulated vision. 

Findings  

Systematic Review 

The review included 28 empirical studies and revealed a paucity of empirically tested 

models or framework for education that could be applied to gerontological nursing.  

Included studies focused on curriculum development in geriatric medical education 
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and the evaluation of educational programmes and types of learning related to 

gerontology.  The risk of bias/study quality was assessed using criteria relevant to 

study design and findings were mainly of high/moderate risk of bias and low quality. 

The studies meeting the research criteria were not solely focused on nursing 

competencies and few included nurses in their sample. Nevertheless, the evaluations 

of educational programmes focused on working with and care of older people, and 

provided evidence of positive outcomes. Additionally, on completion of the 

educational programmes students had a greater understanding of ageing and the 

associated challenges. It was clear from the review that time spent with older 

people, whether on placement or including older people as participants in the 

education programmes, had positive effects on student’s attitudes and their 

understanding of the lives of older people and their needs.  

Grey Literature 

The review of grey literature revealed seven published documents describing 

competency frameworks and standards necessary for working with older people. 

Three of the documents were focused on competencies/standards for nurses and 

the remainder focused on health or social care professionals. The included 

competency frameworks/standards were developed through expert consensus 

workshops/ validation panels, Delphi processes and/or interviews with stakeholders.  

There was a high level of similarity in the knowledge and competencies identified as 

necessary for professionals working with older people across the included papers 

with an emphasis on: knowledge about normal ageing; a strong focus on a 

biopsychosocial perspective; multidisciplinary team working and collaboration; 

person/relationship centred and holistic care and the importance of the involvement 

of older people in decision making. Knowledge/skills or standards in relation to 

assessment, care planning, co-ordination and organisation of care were also 

emphasised as were the need for respect and dignity and therapeutic relationships 

and skills in communication.  The results of the review were integrated with the 
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findings of the focus group study to form an educational framework for 

gerontological nurse education.  

Focus group results 

Focus groups were conducted across five locations, and 190 individuals participated 

in the focus groups. The majority of participants were nurses (55.3%), followed by 

older people themselves (20%), representatives from the general public, and the 

remainder comprising of health and social care professionals and service providers 

other than nurses. Findings are presented in relation to each context of care.  

Findings in relation to the residential care context 

The vision of participants for the residential care context was focused on a homely 

environment with a strong emphasis on integration between the residential setting 

and the local community. There was an emphasis on the need for a person-centred 

philosophy, where individual autonomy and choice are encouraged and respected. 

The environment should be safe and secure but flexible, less clinical and respectful 

of the privacy, dignity and personal preferences of residents.  

A nurse within residential care should: 

 Take the time to get to know the older person and their family/significant 

others 

 Be holistic, enabling and encourage independence for as long as possible  

 Have specific clinical competencies pertinent to the needs of residents, with 

the objective of preventing unnecessary admission to hospital 

 Be passionate and interested in working with older people 

 Be an advocate, an excellent communicator and interdisciplinary 

collaborator. 

To support this vision, participants suggested a sharing of nursing expertise such as 

Advanced Nurse Practitioner (ANP) and specialist gerontological nurses between 

residential care settings; support for professional development; expanded roles and 

clear career progression. Nursing roles in residential care should be promoted as an 
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attractive career with promotional opportunities and the public perception of 

residential care needs to change. 

Findings in relation to the home/community context 

The key elements emerging from the findings in this section are: that nurses working 

in a community or home setting need to be very cognisant of the context of care (i.e. 

the person’s home). In acknowledging what is often a wellness focus, nurses need 

the ability to see beyond illness. Consequently, nurses need to be creative in their 

care planning, incorporating interventions that are often social in origin. More 

community nurses need to have specialist education in the care of older people. 

Additionally, initiatives such as patient passport or a single assessment tool could 

facilitate integration across healthcare service boundaries. Ultimately the care 

delivered by nurses needs to be both passionate and compassionate. 

A nurse working within the home/community care setting needs to: 

 Recognise that they are going into the world of the person i.e. meet them 

where they are  

 Have an age friendly attitude  

 Have skills as a navigator; linking not just with the health services but other 

services in the community 

 Engage in holistic, person-centred and compassionate practice 

 Be community aware, have knowledge, understanding of and ability to access 

pertinent services 

 Have an understanding of the determinants of health. 

 

To support the vision for home/community nursing participants stressed the need 

for: more community nurses with education in gerontology and more specialist 

nurses, CNS and ANPs with educational preparation in working with older people; 

leadership support and incentives for nurses to work with older people in the home 

and community; career progression pathways to specialist and advanced roles, and 

support to create an environment in which nurses have time to provide nursing care. 
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Findings in relation to the acute care context 

According to participant’s, acute care environments need to be age-attuned and 

person-centred. The system needs to: prioritise the person whilst concurrently 

keeping safety and quality as core standards; facilitate streamlined access for those 

who need access to acute care or rehabilitation; be fully integrated within the acute 

service and with primary and secondary care services. The vision for quality health 

and social care in the acute care context encapsulates a shared philosophy of 

gerontology, places value on the person and their choices and values patients, 

families and staff. 

Nurses working within the acute care services need to: 

 Place the person at the centre of all communication and care activities 

 Take time to listen and care 

 Know the person and his/ her priorities/preferences 

 Be gentle, kind, compassionate 

 Shift from a predominantly illness focus to a combined health, illness, 

wellness and living focus. 

To support the vision for acute care to happen the environment and culture of the 

acute care services needs to become more age-attuned. There is a need for a shared 

vision and understanding of person-centred care underpinned by a holistic 

gerontological approach. The skills and competencies of nurses should be used to: 

promote admission avoidance where possible; streamline the journey of the older 

person through the hospital setting; ensure optimum functioning/quality of life of 

the person whilst in hospital, pro-actively plan discharge (from time of admission) 

where possible. 

The educational framework with domains of competence, associated standards and 

nursing roles, is presented in Tables 10 and 11. The framework was developed after 

a process of data integration and triangulation using the results of the systematic 
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literature review and analysis of the qualitative focus group data. The framework 

describes the domains of competence and associated cues necessary for all nurses 

working with older people. Domains of competence include: 1. Professional and 

ethical nursing practice and conduct; 2.  Nursing practice and clinical decision 

making; 3. Knowledge and cognitive processes 4.  Communication and interpersonal 

relationships; 5.  Organisation and management; 6 Leadership and professional 

scholarship.  

Nursing roles include: communicator; relationship builder; team worker, 

collaborator, navigator, and delegator; assessor and evaluator; planner, enabler and 

health promotor; care coordinator; care provider; advocate; manager; being a 

professional, ethical, reflective practitioner; compassionate caregiver; valuer and 

respecter of the person; gerontological nurse; life-long learner and educator, and 

leader. 

All registered nurses coming into contact with older people in their professional 

roles need to have an understanding, awareness and familiarity with the needs of 

older people and the challenges they face. The skills of nurses can be used more to 

optimise the older person’s experience of the health services at whatever point they 

interact with the service. This can be done by facilitating nurse autonomy, using 

nursing skills more and having an optimum skill mix of administrative staff, care 

support staff, nurses, specialist gerontology prepared nurses and advanced nurse 

practitioners. Specialist gerontology nurses have gerontological experience, 

specialist knowledge and education in gerontology, whilst advanced nurse 

practitioners have the ability to manage a case-load, demonstrate and share 

expertise as autonomous gerontological nursing practitioners thus enhancing the 

health service experiences of older people and their families. 
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Recommendations 
Purpose / 
application 

Recommendations 

Education R1. It is recommended that this framework be used as a resource to 
underpin: 

 The integration of gerontology into the undergraduate programme 
for nursing in Ireland. 

 The design and delivery of curricula for specialist and advanced 
gerontological nursing  

 The development and implementation of future professional 
regulatory framework requirements for gerontological nursing. 

 The development and implementation of future professional 
regulatory framework requirements for public health nursing. 

 Continuous professional development programmes for nurses. 
 The design of a continuing competence framework for 

gerontological nurses. 
 The use of innovative learning strategies e.g. simulation. 

 R2. Prioritise and integrate leadership theory and practice into 
postgraduate programmes in gerontology. 

 R3. The preparation of Health Care Assistants for their role in supporting 
a gerontological approach to care needs to be examined and 
regulated. The education provision needs to be standardised. 

Professional 
development 

R4. Utilise the competencies and cues within this framework to assist in 
identifying staff training and development needs. 

 R5. Promote the nurturing of key attributes linked to person-centred 
care and a passion for and commitment to working with older 
people among nurses and others (e.g. students, peers). Attributes 
include: having a consistent and positive attitude to aging; being 
compassionate, kind and gentle; the ability to empathise with the 
older person and “walk in their shoes”; being respectful, honest; 
being patient and giving of time, and moral courage. 

Public 
awareness 

R6. Increase awareness of the general public in particular those 
responsible for housing, community services, health and social care 
policy of the unique requirements of the older adult and the need to 
promote intergenerational contact, learning and integration. 

Gerontology & 
gerontological 
nursing  as 
specialisms 

R7. Celebrate all that is positive about working with older people and 
gerontological nursing. Value Nurses. Actively promote the 
attractiveness of gerontological nursing as  a career choice. 

 R8. Use the framework to inform the development of specialist and 
advanced nursing roles in gerontology so that quality care can be 
provided for older people based upon clinical need, wherever, they 
access the service. There is a particular need to focus nursing roles 
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Purpose / 
application 

Recommendations 

on acute hospital admission avoidance, enhancing care at points of 
transition in and between services and in promoting integrated care. 
The needs of frail older persons need particular consideration. 

 R9. Implement specific career pathways in gerontological nursing to 
enhance the attractiveness of careers in gerontological nursing.  

 R10. Promote, value and protect the time the nurse spends with the older 
person. 

 R11. Agree and promote a shared philosophy and universally agreed 
gerontological approach to support the care of the older person 
wherever they access health and social care services. The shared 
philosophy needs to permeate all health and social care services and 
its impact be visible and measurable. 

 R12. Promote a health and wellness focus during all care interactions and 
nurses need to consciously shift from a disease focus to a health, 
well-being and living focus. 

 R13. Promote a focus on the person’s strengths, enabling the person to 
have an optimum quality of life. Support the person’s comfort, 
privacy and dignity in all care interactions. Enable a peaceful death 
in a place of the person’s choosing (in so far as is possible).  

Gerontology as  
a service 

R14. Place the older person, their priorities and needs at the centre of all 
communication, nursing care activities and organisational/system 
level decisions. Ensure the care environment in residential care 
settings, hospitals, rehabilitation and community settings meet the 
needs of the person and their family with a greater emphasis on 
consumer choice. The residential setting needs to adopt the ethos of 
“home from home” which incorporates smaller care units embedded 
in communities where consumers have choice and can be enabled to 
take positive risks. 

 R15. Safeguard the person through being person-centred and 
authenticating that the system and its’ staff listen, learn and respond 
in a timely fashion. Empower individuals to advocate for and with 
the older person. 

 R16. Clinical directors of nursing in the residential care setting be 
required to have a postgraduate qualification in gerontology. 

Research R17. Enhance and refine the educational framework through a process of 
seeking feedback from key stakeholders. 

 R18. Evaluate the usability, utility and impact of the framework in 
underpinning educational programmes.  

Implementation R19. Develop, agree and track deliverables to ensure implementation of 
the report recommendations. Outline the actions, partnerships, 
levels of engagement, timelines and outcomes associated with each 
recommendation. 
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Chapter 1: Introduction 

1.1 Background 

Due to longer life expectancy and the high birth rates of the 1950s and 1960s, it has 

been projected that by 2060 older people will make up the largest cohort of the 

population in Europe (European Commission and Economic Policy Committee, 2015). 

It is expected that people aged 65 and over will make up 1.4 million of the Irish 

population by 2041, which is three times more than 2011 numbers (CARDI, 2012). 

The cohort aged 80+ is set to rise from 128,000 in 2011 to approximately 470,000 in 

2046 (Central Statistics Office, 2013).  It is also a time of very significant changes in 

the Irish health service. Recent policy documents outlined the agenda for these 

changes including:  Quality and Fairness - A Health System for You (Department of 

Health and Children, 2006), National Standards for Residential Care Settings (HIQA, 

2016), Professional Guidance for Working with Older People (An Bord Altranais, 

2009), National Positive Ageing Strategy (Department of Health, 2013). The strategic 

programme for health reform has identified a primary care focus since 2001 and 

with the launch of the Primary, Community and Continuing Care (PCCC) strategy in 

2008 primary care became an inherent factor in the reconfiguration of health 

services (DOHC, 2001a,b; Higgins 2013). Providing a nursing service that responds to 

the health strategy principles of equity, access, accountability and person-

centredness (DOHC, 2001a, b) demands a new educational approach.    

Nurses are central to providing frontline care and services to older people. The 

growing older population worldwide has consequences for the nursing profession 

and for nurse education. An increasing demand for nurses to work with older people 

over a wide range of services including hospitals, residential care, health and 

community services is foreseeable (Coffey et al. 2015; Lin, Bryant & Boldero 2011). 

This increasing demand is set against a background of a shortage of skilled 

healthcare professionals globally (Engstrom & Fagerberg 2011), but more 
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importantly a lack of interest or desire from these professionals to work within a 

gerontological context. According to the World Health Organisation (2016) all health-

care professionals need the right competencies to care for ageing populations. In 

addition, the recommended education programmes should include competency-

based curricula and inter-professional education (WHO, 2016). If nurses are to gain a 

holistic perspective on working with older people and gain expertise in this specialist 

area of care, their preparation and ongoing professional development will therefore 

need to focus on the competencies required for working with older people. 

Nurses must be educated to meet the challenges of the changes, in particular, the 

need to provide responsive, high-quality care (Deschodt et al. 2009).  Healthcare is 

complex, rapidly changing and encompasses all activities that promote, maintain and 

protect optimum quality of life and health for the patient (Department of Health, 

2012). Increasingly sophisticated patient care and a constantly changing nursing 

environment, requires nurses to acquire new knowledge and competence that will 

enable them to practice safely and effectively in an ever-changing healthcare system 

(NMBI, 2015). 

Gerontological nursing is a major and developing specialty (McGill, 2010). The need 

for the development of gerontological nursing was first identified by the Commission 

of Nursing report (Government of Ireland, 1998) when there was a concern 

identified that nursing with older people was viewed in some quarters as a 

‘Cinderella’ service. One of the key recommendations was for the development of 

education programmes to meet the needs of nurses working in older adult care 

settings. The Southern Health Board’s “Ageing with Confidence” (1998) policy also 

recommended the development of educational programmes to meet the needs of 

nurses working with older people. Developments in post-registration programmes 

have also been, and will continue to be influenced by changes in Irish Society and in 

the health services. Gerontological nursing has consistently been found to be the 

least popular career option among nurses and other healthcare professionals 

(Boswell, 2012; Higashi et al. 2012). Negative views about working with older people 
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appear to stem from little or no clinical experience with older people, a perception 

of less desirable working environments and the lack of opportunity for career 

advancement (Kydd & Wild, 2013; Stevens, 2011). The attitude of nurses to working 

with older people is an important variable to consider when planning for future care 

and services. In the UK staff attitudes were identified as a component in low 

standards of care for older people in acute hospitals (Care Quality Commission, 

2012). Personal experience with older people has been linked to positive attitudes 

(Neville & Dickie, 2014) and intent to work in gerontology (Browne et al. 2008). 

Research with student nurses by Browne et al. (2008) and Nolan et al. (2006) 

identified the care environment as a significant influence on attitudes and intent to 

work with older people. These researchers described enriched clinical learning 

environments as those where staff articulated their enthusiasm for working with 

older people and had expertise in gerontological nursing (Nolan et al. 2006).  

Targeted educational activities to include positive socialisation of students with older 

people have been recommended (Neville & Dickie, 2014). In addition, Koh (2012) 

suggested that nursing curricula needed to include a greater focus on the promotion 

of psychological well-being in later life, mental health and emphasis on frailty for 

older people in the community. A challenge in gerontological nurse education is the 

translation of theory into application in practice when caring for older people. This 

means that educational content should move away from the mainly bio-medical 

approach to promoting a biopsychosocial model. Holroyd et al. (2009) found that the 

most important influences on student nurses’ attitudes to older people were: the 

level of gerontological education in their curriculum, and the completion of clinical 

placements in settings where the focus was specifically on care of older people. 

Potter et al. (2013) asserted that gerontological nursing content should not be 

relegated to a one-time experience but spread across the curriculum and taught by 

educators with specialist knowledge and skills in older person care. With the rapidly 

growing older adult population and the dynamic healthcare services of today, it is 

imperative that nurses working with older people wherever they access health 
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services are competent to provide the highest quality of nursing care and maintain 

professional standards of care (Baumbusch et al. 2012). Therefore, nurse education 

and curricula need to be responsive to the diverse and holistic needs of older people 

and changing care environments. It is imperative that the future of gerontological 

nurse education is designed to equip nurses with the knowledge skills and 

competencies necessary to meet those needs.   

1.2 Aim 

As requested by the HSE National Clinical Programme for Older People (NCPOP), this 

study aimed to determine the knowledge, skills and competence required to 

produce a nursing workforce that can provide quality person-centred care to older 

people wherever they access healthcare and in doing so, develop an educational 

framework that will enable nurses to acquire and maintain the necessary knowledge, 

skills and competence, at the appropriate level to deliver quality person-centred care 

to older people, throughout the Irish health service.   

1.3 Objectives 

This study had the following objectives:  

 To conduct a systematic literature review of empirical and grey literature. 

 To support the Director of Nursing at NCPOP to conduct five focus groups 

with nurses who work with older people in acute, primary, community and 

continuing care settings, with colleagues in education, Health & Social Care 

Professionals and service user representatives.   

 To critically analyse and synthesise data from both the systematic review and 

focus groups to develop a strategic vision and educational framework that 

will enable nurses to develop and maintain the necessary knowledge, skills 

and competence, at the appropriate level to deliver quality person-centred 

care to older people throughout the Irish health service. 
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1.4 Structure of the Report 

This report is presented in six main chapters. Within Chapter 1 background 

information, followed by the study’s aims and objectives are provided. The study 

methods for the systematic review are outlined in Chapter 2 and the findings of the 

review of empirical and grey literature are presented in Chapter 3. Within Chapter 4 

methodology underpinning the national focus group including the study design, 

recruitment process, and data collection and analysis are described. A summary of 

the key themes arising from the focus group discussions are outlined under three 

main headings within Chapter 5. Data from the systematic review and focus group 

findings are integrated and presented, culminating in the presentation of a strategic 

vision and educational framework. The conclusion and recommendations are 

outlined in Chapter 6.   
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Chapter 2: Systematic Review Methods 

Introduction 

The aim of this systematic review was to identify, describe and appraise 

models/frameworks for education that could be applied to gerontological nursing.  

2.1 Review Methods 

This desk-based secondary research evidence review was conducted in line with the 

Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) 

statement (Moher et al. 2009) and guided by systematic review methodology 

(Higgins & Green 2011a; Centre for Systematic Reviews and Dissemination, 2008).  

2.1.1 Selection Criteria for Studies 

The PICOCS framework (Table 1) was used to develop a search strategy and to 

support selection criteria for the study (Davies, 2011).   

Table 1: PICOCS Framework Guiding Selection Criteria 

Population  Nurses and allied health professionals  

Interventions 

Any educational intervention/programme/course/module/ 
framework or curricula focused on educating healthcare 
professionals in relation to gerontology/ gerontological 
competencies. 

Comparator No specific search criteria applied for comparator. 

Outcomes No specific search criteria applied. 

Contexts Health and education. 

Studies 

Systematic reviews, meta-analyses, meta-syntheses, primary 
studies of any design addressing education for nurses and allied 
health professionals (if relevant) for working with older 
people/gerontology. 
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Studies excluded were those that: 

 Focused on educational frameworks not directly relevant or applicable to 

gerontology 

 Focused on support staff 

 Focused exclusively on attitudes towards older people 

 Reported on studies or reviews at protocol, feasibility or pilot stage 

 Were published before November 2011 

 Were published in a language other than English 

 Narrative literature reviews  

 Were books, book chapters or book reviews 

 Were discussion papers, opinion pieces or editorials 

 Reported findings in a thesis or dissertation or as a poster or conference abstract 

 Focused on the psychometric properties of a tool 

 Were set in countries categorised as either medium or low Human Development 

Index (UNDP, 2015). 

2.1.2 Search Strategy 

The following databases were searched: CINAHL, MEDLINE and PsycINFO.  For each 

database, in consultation with the librarian on the team, a specific search strategy 

was developed combining key word terms and their variants in title/abstract/subject 

headings as appropriate.  Two members of the team checked the search strings for 

accuracy.  The full search terms and combinations are presented in Appendix 1.   

2.1.3 Study Selection and Review Process 

All records (n=5015) retrieved during the database search process were exported to 

Covidence (an online software programme to enable screening of records for 

systematic reviews) following which duplicates were identified and removed both 

automatically and by hand.  The total search output (n=3815) was divided between 

six team members (AC, PLM, VM, TW, PF and KMcL) and each record was individually 

screened by title and abstract, according to the inclusion criteria with consideration 
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for which papers needed full text review by two reviewers.  The potentially eligible 

full text papers (n=245) were then read independently by two reviewers and through 

a process of consensus they agreed on the papers to be included in or excluded from 

the review. Disagreements were resolved by consensus within each paired team and 

if necessary involved a third reviewer. All decisions were recorded and records were 

maintained in Covidence.  A summary of the search outputs from the review process 

is provided in Figure 1.  A total of 28 studies met the inclusion criteria. 

 

 

Figure 1: PRISMA Flowchart outlining the search, retrieval and screening process used for 
the systematic review 
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2.1.4 Data Extraction 

Data were extracted from all papers meeting the inclusion criteria (Appendix 2).  The 

review questions formed the basis for structuring the data extraction tables.  Data 

were extracted based on: authors, date and country of origin; type and level of 

evidence; aim of the study; outcomes assessed and effects; components of the 

intervention associated with improved outcomes; resource implications; enablers 

and barriers; conclusions and recommendations for education, research, policy 

and/or practice.   

2.1.5 Risk of Bias Assessment  

Risk of bias was assessed by ES using criteria relevant to study design as follows:  

 Cochrane Collaboration tool  for RCTs (Higgins et al. 2011b) available at: 

http://www.bmj.com/content/bmj/343/bmj.d5928.full.pdf 

 Sanderson et al.’s (2007) criteria for observation studies (pre-post-test, quasi-

experimental, and cross-sectional designs)  available at: 

http://ferran.torres.name/download/shared/statements/Sanderson%20666.pdf 

 Mixed Method Appraisal tool (Version 11) for mixed methods study (Pluye et al. 

2011) and qualitative studies using qualitative quality criteria only, available at: 

http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/84371689/

MMAT%202011%20criteria%20and%20tutorial%202011-06-

29updated2014.08.21.pdf  

2.1.6 Data Synthesis 

Given the heterogeneity of the studies obtained and outcomes measured, a meta-

analysis of data was not possible. The data extracted was summarised according to 

the research questions.  

The findings of the systematic review are presented within Chapter 3.  

http://www.bmj.com/content/bmj/343/bmj.d5928.full.pdf
http://ferran.torres.name/download/shared/statements/Sanderson%20666.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/84371689/MMAT%202011%20criteria%20and%20tutorial%202011-06-29updated2014.08.21.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/84371689/MMAT%202011%20criteria%20and%20tutorial%202011-06-29updated2014.08.21.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/84371689/MMAT%202011%20criteria%20and%20tutorial%202011-06-29updated2014.08.21.pdf
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Chapter 3: Systematic Review of Evidence 

Introduction 

This chapter outlines the findings associated with the systematic review of empirical 

evidence.  An overview of the characteristics of all included studies is presented.  

This is followed by a summary of data associated with each of the themes.  

3.1 Characteristics of included studies  

A total of 281 studies were included in this evidence 

review. The studies reviewed included one RCT 

(Leung et al. 2012), four pre-post-test with 

comparison group or quasi-experimental designs 

(Schoenborn et al. 2015; Koskinen et al. 2015; 

Aldeen et al. 2014; Hwang et al. 2013); ten pre-post-

test designs without comparison groups  (Redfield et 

al. 2016; Diwan et al. 2016; Law et al. 2016; Atkinson et al. 2014; Barbas et al. 2014;  

Mehdi et al. 2014; Reilly et al. 2014; Wilkerson et al. 2014; Yuasa et al. 2013; Tumosa 

et al. 2012); four cross-sectional designs (Wilson et al. 2016; Petronovich et al. 2014; 

Smith et al. 2014: Page & Hope, 2013); six mixed method designs (Sawin et al. 2016; 

Lam et al. 2015; Pesut et al. 2015; Braude et al. 2015; Lea et al. 2014; Söderlund et 

al. 2013), and three qualitative designs (Annear et al. 2016; Kent et al. 2014; Lasater 

et al. 2014). A summary of study designs is presented in Table 2. 

                                                      

 

1
 One study intervention was reported on in two publications (Smith et al. 2010; Smith et al. 2014) 

Included 

studies 

A total of 29 

papers (28 studies) 

were identified for 

inclusion. 
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Table 2: Methodology used in the included studies 

Methodology RCT 
PPT comp 
or QExp 

PPT no 
comp 

Cross-
sectional 

Mixed 
Methods 

Qualitative 

Number of studies 1 4 10 4 6 3 

RCT, Randomised Controlled Trial; PPT comp, Pre-post-test with comparison group; QExp, 

quasi-experimental; PPT no comp, Pre-post-test without comparison group 

 

3.2 Risk of Bias Assessment  

Overall, the risk of bias was difficult to determine because of poor reporting. Given 

the timeframe of the review, no attempt was made to follow up with authors for 

additional details. Assessment summaries are presented in Tables 3 and 4. A 

narrative account only is provided for the Randomised Controlled Trial (RCT) since 

just one study in this design category was included. The risk of bias assessment for 

each category of study is presented below. 

3.2.1 Randomised Controlled Trial    

Most criteria were assessed as ‘unclear’ for the RCT (Leung et al. 2012); as the 

criteria were not clearly reported in the paper i.e. the methods of randomization 

(selection bias), blinding of researchers (performance bias), assessment of outcomes 

(detection bias), and completeness of outcome data (attrition bias).  However, a 

‘low’ risk of bias was found for reporting since all pre-specified outcomes were 

reported. For the criterion of ‘other bias’, it was found that although a valid 

measurement was used, this was not previously used in the Chinese population and 

therefore assessed as ‘unclear’ because the psychometric properties when used in 

this study remain unknown.  

3.2.2 Pre-post-test (with comparison group) and quasi-experimental studies  

Selection bias was evident for three of the four studies primarily because of 

convenience sampling and non-equivalent comparison groups (Table 3).  
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Table 3:  Risk of bias assessment using Sanderson et al. (2007) criteria 

Criterion   Study Design  High Unclear Low 

Selection of participants                                                               

PPT comp/QExp  

PPT no comp         

CORREL                  

3 

10 

4 

1  

Measurement of variables   

PPT comp/QExp  

PPT no comp         

CORREL                  

1 

2 

 

3 

6 

3 

 

2 

1 

Design specific bias  

(excl. confounding)  

 

PPT comp/QExp  

PPT no comp         

CORREL                  

3 

8 

1 

 

2 

3 

1 

 

 

Control of confounding  

 

PPT comp/QExp  

PPT no comp         

CORREL                  

3 

1 

 

1 

9 

4 

 

Statistical methods  

(excl. confounding) 

 

PPT comp/QExp  

PPT no comp         

CORREL                  

 

2 

1 

 

4 

2 

4 

4 

1 

Conflict of interest 

PPT comp/QExp  

PPT no comp         

CORREL                  

 

2 

5 

4 

2 

5 

PPT comp, Pre-post-test with comparison group; QExp = quasi-experimental; PPT no comp = 

Pre- post-test without comparison group; CORREL = Correlational design 

 

The use of appropriate measures was either ‘high’ risk or ‘unclear’ because 

instruments were not validated or details of psychometric properties were not 

reported. Only one study was ‘low’ risk for design specific sources of bias because 

attrition rates were accounted for. Three studies were assessed as having ‘high’ risk 

for reasons such as inappropriate methods to deal with performance bias or attrition 

rates, or inconsistency in blinding for outcome assessment.   

Bias in relation to control of confounders was ‘high’ in three studies and unclear in 

one study. All four studies were found to have appropriate use of statistics for 
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primary analysis of effect. Conflict of interest was seen to be ‘low’ in two studies 

with explicit statements to this effect whereas in the remaining two studies there 

was no reference to conflict of interest, hence this was assessed as ‘unclear’.   

3.2.3 Pre-post-test (without comparison group) and correlational studies  

For all ten studies in this category, selection bias was ‘high’ because of convenience 

sampling (Table 3). The use of appropriate measures was assessed as ‘low’ risk for 

two studies with the risk of bias for the remaining studies being ‘high’ (n=2) because 

of not using validated measures or ‘unclear’ (n=6) in relation to psychometric 

properties. Studies were assessed as ‘high’ risk (n=8) or ‘unclear’ risk (n=2) for design 

specific sources of bias.  

There was a lack of clarity on methods for control of confounding factors in all ten 

studies. While four studies were found to use appropriate statistics for primary 

analysis of effect therefore having ‘low’ risk of bias, others were ‘unclear’ (n=4) or at 

‘high’ risk (n=2). A statement of no conflict of interest was explicit in five studies, 

hence assessed as ‘unclear’. The risk of bias for the four correlation studies were 

assessed as ‘high’ or ‘unclear’ for all criteria with the exception of measurement 

variables in one study and appropriate use of statistics for primary analysis of effect 

in another study.   

3.2.4 Mixed Methods studies  

In using the Mixed Method Appraisal Tool, methodological quality of study designs 

was assessed and not the quality of reporting, a recommendation made by Pluye et 

al. (2011). The quantitative component of all six studies was assessed using criteria 

for non-randomised designs since each of the studies evaluated pre-post-test 

implementation of education programmes (Table 4). Appropriate selection of 

participants was not met due to convenience sampling in all studies.  Only two 

studies used measurements that were valid and reliable.  Apart from one study 

whereby the pre-test group remained unchanged from the post-test group in terms 

of demographic data, the comparability of pre-post-test groups was not possible to 
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tell (n=3) or were not comparable (n=2) because details of variation were not 

provided or had changed respectively. Three studies had a response rate of over 60% 

and complete outcome data analysed. It was not possible to assess the response rate 

and completion of outcome data in the remaining three studies because these 

details were not provided.   

Table 4: Risk of bias assessment using Mixed Method Appraisal tool (Pluye et al. 2011) 

Criterion Yes Can’t tell No 

Quantitative component 

Appropriate Selection of participants/sampling strategy                                                               6 

Measurement of variables   2 1 3 

Comparable Groups   (if applicable)1  1 2 3 

Acceptable outcome data (80% or more) & response rate 

& follow up (60% or more)1 

3 3  

Qualitative component 

Data sources relevant to research question 5  1 

Process of data analysis relevant to research question  4 2  

Consideration given to how findings relate to context  6   

Consideration given to how findings relate to researcher 

influence.   

 6  

Mixed method component 

Design relevant to the research questions  2 3 1 

Integration relevant to address research question.   2  4 

Consideration given the limitations associated with the 

integration of data 

 6  

1 For non-randomised studies control component including pre-post-test comparisons.   

 

For the qualitative component of mixed method studies, data sources were 

appropriate for research questions mostly drawing on subjective experiences and 
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evaluations of programmes. Data analysis was appropriate for four studies with the 

remaining two difficult to assess due to limited detail provided. None of the studies 

provided details on reflexivity, therefore, making it difficult to assess the 

consideration given to how findings relate to researcher influence. 

For the mixed method component of studies, two of the three criteria were met by 

just two of the studies relating to appropriate design of mixed methods and 

integration relevant to the research questions.   

3.2.5 Qualitative studies  

For consistency, the qualitative criteria of the Mixed Methods Appraisal Tool were 

used to assess the 3 qualitative studies included in this report (Table 5).  Two studies 

did not meet the criterion on the relevance of data sources to research questions 

because of researchers inadvertently missing an open ended qualitative question 

with some participants or conducting focus groups with distinct professional student 

groups (e.g. medical, nursing), yet the educational programme was interprofessional. 

All three studies were found to have appropriate methods of data analysis and gave 

consideration to how the findings related to context. Only one of the two studies 

detailed the researcher influence on the findings with reference to educators 

directing students to clinics concerning a programme designed to develop an 

interprofessional aged care student clinic. This direction may have influenced the 

results. 

Table 5:  Qualitative studies risk of bias assessment using Mixed Method Appraisal tool 
(Version 11) (Pluye et al. 2011) 

Criterion Yes Can’t tell No 

Data sources relevant to research question 1  2 

Process of data analysis relevant to research question  3   

Consideration given to how findings relate to context  3   

Consideration given to how findings relate to researcher 

influence 

1 2  
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In summary, and taken as a whole, the risk of bias/quality of designs for most studies 

reviewed is best described as high/not met or unclear/can’t tell. Although, the 

qualitative studies appear favourable in terms of quality, caution is needed because 

as yet there is no consensus in the methodological literature on criteria for assessing 

risk of bias in such studies.  The findings from the Mixed Methods Appraisal Tool and 

Sanderson’s Criteria also need to be viewed with caution because of little use of 

these methods in assessing risk of bias in systematic reviews to date. However, both 

have been recommended for use and testing in mixed methods (Pluye et al. 2011) 

and observation (Sanderson et al. 2007) respectively. To date, the Cochrane Risk of 

Bias tool as used in this study is the most established and widely used assessment 

criteria, relevant only for RCTs.  

3.3 Review results  

The review of empirical studies found no studies involving a complete model or 

framework for gerontological education. To present the review findings, empirical 

studies were categorised into the following four areas:  

 Knowledge and Skills 

 Curriculum Development 

 Types of Learning  

 Evaluation of Education 

3.3.1 Knowledge and Skills  

One empirical study was found that focused on the measurement of knowledge and 

skills of nurses working with older people.  

This study conducted in the UK by Page and Hope (2013) examined experienced 

nurses’ perceived level of knowledge and skills in dementia care. The researchers 

sought to compare the perceived knowledge and skills of UK nurses (n=39) working 
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in Dementia care with the knowledge and competence in dementia practice 

expected at enhanced practice level in nursing. The sample of nurses was 

representative of several locations across the UK, more than half were registered 

over 20 years and specialising in dementia for over 10 years.  

The nurses were invited to consider the extent to which they had unmet training 

needs in each of six themed areas using a five point Likert scale. These areas were: 

the biomedical and psychosocial aspects of dementia; the assessment of dementia; 

interventions for dementia; the legal and ethical aspects and issues arising from 

national dementia strategies. Knowledge and competence were measured against 

the knowledge and skills expected at the enhanced dementia practice level. 

Respondents were asked to consider the extent to which there was an unmet 

training need for each item within the theme by assigning a score from 1 (strongly 

agree) to 5 (strongly disagree). More than half of the respondents (57.5%) had held 

their nursing qualification for over 20 years and the majority (69.2%) had specialized 

in dementia care for more than ten years, however only 43.5% (n=17) regarded 

themselves as competent to extremely competent and a further 41% perceived 

themselves as having knowledge in the very good to extremely good range. Overall, 

the median score for knowledge was 7 (range 1–10) and for competence was 7 

(range 2–10).  The strongest areas of unmet educational needs identified by 

respondents were in human rights and dementia care (97.2%), effective 

communication 97% (n=4), identifying ethical issues in dementia care (91.6%), the 

assessment of behaviours that challenge and the assessment of need (91.6%), 

creating a dementia-friendly environment (91.6%), promoting coping after a 

diagnosis (91.6%) and understanding mental capacity (86.1%). 

Most respondents (91%) recommended education in empowerment of people with 

dementia and building relationships on person-centred principles was recommended 

by a further 91%. A large majority identified unmet needs in pharmacological 

approaches to the behavioural and psychological aspects of dementia (84.6%) and 

interventions for people with depression and dementia (82%). Working within 
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multidisciplinary teams (88.8%), coping with increased demand on services (86.1%) 

and strategies for encouraging living well with dementia (83.3%) were also 

considered important. A further 76.9% suggested that they needed a better 

understanding of delirium and training around vascular risk factors for developing 

dementia and creating post-diagnostic services (75%). Although this was a small 

sample of nurses, according to the researchers the participants were representative 

of the body of nurses practising at a specialist level in dementia care, and therefore 

the perceptions that this sample of nurses hold about their own knowledge and 

competence regarding their specialist area of work was an important insight into 

their ongoing educational needs. Their reported proficiency was mainly derived from 

experience, therefore the researchers recommended that these unmet educational 

needs needed to be addressed and additional training and educational opportunities 

available so that a greater numbers of dementia care nurses can achieve effective 

practice at a higher level of competence (Page & Hope 2013).  

3.3.2 Curriculum Development 

Three studies conducted in the US (Barbas et al. 2014, Petrovich et al. 2014, 

Schoenboarn et al. 2015) and one UK study (Braude et al. 2015) focused on 

curriculum development. The healthcare professionals that these curricula were 

targeted at were mainly medical professionals. Studies included undergraduates 

(Schoenborn et al. 2015) and postgraduates (Barbas et al. 2014, Petrovich et al. 

2014) with Braude et al. (2015) including postgraduate nurses with their sample of 

medics. 

All four studies focused on the development of different aspects of geriatric 

curriculum. Barbas et al. (2014) and Petrovich et al. (2014) focused on surgical 

programmes, with the former aiming to implement a formalised geriatric surgery 

curriculum at an academic medical centre, and Petrovich et al. (2014) identifying 

topics of relevance to geriatric care that should be focused on within a general 

surgery residency programme. Braude et al. (2015) outlined the development of a 
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standardised, two-centred, curriculum-mapped training program using simulation, 

and Schoenborn et al. (2015) describes an innovative curriculum that incorporates 

prognosis in the care of the older person with multimorbidity.  Different study 

designs were used to conduct these projects with Braude et al. (2015) using a mixed 

methods approach, Barbas et al. (2014) and Schoenborn et al. (2015) used a survey, 

as did Petrovich et al. (2014) in addition to a chart audit. 

Barbas et al.’s (2014) geriatric surgery curriculum involved the recruitment of faculty 

members from an academic medical centre, to participate as expert lecturers and 

moderators. They tailored didactic sessions using an educational technique they 

chose including conventional lecture format and role-playing scenarios. Lecture 

series consisting of 16 hour-long didactic sessions were given covering topics such as, 

but not limited to, hospital-based palliative care, postoperative delirium, surgical 

intensive care, how to conduct a family meeting, pain management and 

rehabilitation in the elderly. This curriculum was delivered during time allotted for 

general surgery resident educational conferences over a two-year period. 

Post curriculum completion surveys were completed to assess curriculum impact.  

Residents felt better able to assess community resources, with a greater number of 

them recognising the significance of delirium and acute renal failure in elderly 

patients. In general, satisfaction of general surgery residents with their geriatric 

education improved following completion of the curriculum with 40.4% rating it as 

good or excellent compared to only 8.7% prior to establishment of the curriculum 

(p<0.001). However, almost 60% of residents still categorised geriatric education as 

either average, below average or poor, suggesting gaps still remain in their 

curriculum. 

Braude et al.’s (2015) standardised, two centre, curriculum-mapped training 

programme using simulation was delivered by medics, nurses and educationalists 

over one day at one of two sites.  The course comprised of six curriculum-mapped 

scenarios (management of acutely ill elderly patient, continence care, dementia care, 
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complex discharge planning, management of delirium, end of life care decision 

making).  Simulation techniques and key non-technical skills were incorporated.  

High-fidelity patient manikins, actors with integrated clinical skills using part-task 

trainers and role-play exercises, were used. Each course began with an introduction 

to simulation, a description of the course objective and a discussion about human 

factors, non-technical skills and patient safety. Attendees directly participated in at 

least one scenario and watched others via a live video feed. A group debriefing took 

place after each scenario which involved a facilitated detailed description of the 

scenario, clarification of clinical and treatment issues, broadening of analysis to 

included non-technical skills such as teamwork and communication, drawing out 

personal experience and examples from practice, exploring options and alternatives, 

and establishing concrete learning to take away. The programme was evaluated 

qualitatively and quantitatively. Thematic analysis of course participant’s feedback 

was supportive of simulation as a useful tool, benefiting both technical and non-

technical skills.  Simulation was seen to allow learning for areas rarely taught 

formally including continence assessment, end-of-life decisions and multidisciplinary 

situations.  Quantitative analysis of pre- and post-course questionnaires showed a 

significant improvement of self-reported confidence in managing geriatric scenarios 

(mean improvement 11.5% p<0.001). The largest change was in continence 

management where an improvement of 24% was seen followed by deploying non-

technical skills at 18%.               

Petrovich et al. (2014) aimed to identify topics of importance to improve the quality 

of geriatric training in general surgery.  A survey and retrospective chart audit was 

conducted.  This study took place in an urban academic medical centre with both 

faculty and residents from the Department of Surgery involved.  The perceived 

adequacy of their current programme was assessed using a 24-item Likert-scale 

questionnaire with 16 questions directly connected to Accreditation Council for 

Graduate Medical Education core competencies. A chart audit (n=22) was also 

conducted to identify patterns of geriatric care on the Trauma Surgery service.  
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There were 4 items that faculty assessed resident competency as less than 

acceptable (contraindicated medications, delirium management, medication 

adjustments, screening guidelines). Both faculty and residents identified medication 

management, management of comorbid conditions and evaluation and management 

of delirium as primary areas in need of further geriatric training.  The chart audit 

revealed most patients (68%) had healthcare directives documented in their chart, a 

goals-of-care discussion was only documented for one patient.  Code status 

discussion was only documented in 32% of the charts (n=7) and an evaluation for 

either delirium (1/22) or dementia (1/22) was rarely documented.  Use of at least 

one contraindicated medication (per institutional policy) occurred in greater than 

half the geriatric patients. 

Schoenborn et al. (2015) focused on an innovative curriculum that incorporated 

prognosis in the care of the older person with multimorbidity.  The curriculum was 

targeted at undergraduate medical students.  It included three small-group sessions 

and a clinical exercise, focused on life expectancy but also taught about condition-

specific prognosis or risk.  Session 1 introduced the student to the importance of 

prognosis, used case-based exercises to teach prognostic tools and how to apply 

prognosis to frame the benefits/harms of common clinical decisions in primary care.  

Session 2 used role play exercises to teach the skill to communicate the 

benefits/harms of a decision that is framed by prognosis and the skill to discuss 

prognosis explicitly.  In the clinical exercise, residents assessed prognosis for one of 

their primary care patients, used the estimated prognosis to frame a relevant clinical 

decision, and had a discussion with the patient either about the clinical decision or 

explicitly about the patient’s prognosis.  Session 3 involved participants sharing their 

reflections about the exercise and receiving group feedback. The prognosis 

curriculum was first implemented in January 2014 in one residency programme with 

20 first-year residents (intervention group) while the other programmes’ 52 first-

year residents served as controls.  The curriculum was implemented in an existing, 

required rotation that consisted of two 2-week outpatient blocks. Survey data 
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revealed that the intervention group respondents’ knowledge improved in the 

accuracy of prognosis estimates in both hypothetical patient cases, reaching 

statistical significance in one of the two cases (1/18 to 9/18 correct responses 

p<0.001).  The intervention group used evidence-based prognostication methods in 

more cases (1/18 to 14/18 and 2/18 to 14/18 both p<0.001). These were significantly 

different from the control group at follow-up. In both cases, the intervention group 

respondents improved in correctly answering clinical decision questions that 

involved applying prognosis information, reaching statistical significance in one of 

the two cases (9/18 to 17/18, p=0.01) but inter-group difference was not significant 

at follow-up. There was a significant improvement in the intervention group’s 

knowledge and ability to use evidence-

based tools to estimate prognosis.         

There was a general conclusion that the 

curriculum developed contributed 

positively to geriatric care (Barbas et al. 

2014, Petrovich et al. 2014, Braude et al. 

2015, Schoenborn et al. 2015).  Barbas et 

al. (2014) found implementing a geriatric 

surgery curriculum increased resident’s 

comfort with multidisciplinary care and 

recognition of clinical conditions 

pertinent to elderly surgical patients. 

Additionally, this initiative provided 

important experience for geriatric surgery 

curriculum development and the 

interactions between surgical residents 

and various faculty from other disciplines was invaluable to learning. Petrovich et al. 

(2014) concluded that geriatric-based education is an integral component of the 

general surgery training programme and that there is a need to secure curriculum 

Take home messages 

Need to secure curriculum 

time for geriatric-specific 

educational initiatives using 

inter-professional learning 

where appropriate. 

Need for an increased 

emphasis on areas such as 

management of 

comorbidities, risk 

assessment, postoperative 

delirium, dementia, end-of-

life and goals of care. 
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time for geriatric-specific educational initiatives. Novel curricula were seen as 

positive to addressing educational gaps in the care of the older person (Braude et al. 

2015, Schoenborn et al. 2015).  

Using simulation training programmes was seen as a feasible way of learning without 

compromising patient safety across two sites in geriatrics (Braude et al. 2015) and 

could even be implemented into national training curricula. The significant short-

term impact on prognosis knowledge and communication skills was seen as an 

important learning in relation to older people with multimorbidity (Schoenborn et al. 

2015). 

Recommendations for practice, further research and education were made in some 

of the papers (Braude et al. 2015, Petrovich et al. 2014).  In relation to education, 

Braude et al. (2015) believed that focusing on the areas of teaching that benefit from 

joint teaching and those that require single discipline sessions would enhance their 

programme. Conducting research using a control arm for those not attending 

simulation would allow the assessment of the retention of the skills gained from the 

course, allow the efficacy of simulation compared to more traditional teaching 

modalities to be explored and allow knowledge to be gained on the effects on 

patient outcomes. Further research should also focus on the effects of repeated 

simulation experiences on longer term learning outcomes with the inclusion of focus 

groups and formal observation and evaluation by independent assessors. Action 

research was proposed to allow an iterative reflective process. Petrovich et al. (2014) 

believed a multi-institutional study should be performed to appropriately inform 

national curricular directives on geriatric training within a general surgery residency 

programme. These researchers found that an increased emphasis in curriculum 

design as well as refinement to include areas of most need were required. These 

included further education in areas such as management of comorbidities, 

medication metabolism and side effects, risk assessment, postoperative delirium, 

postoperative fluid management, end-of-life and goals of care.    
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Limitations to curriculum design were discussed by three of the four papers (Barbas 

et al. 2014, Braude et al. 2015, Petrovich et al. 2014).  Barbas et al. (2014) reported a 

lack of objective testing with no measure to assess improved knowledge as a 

limitation to their study.  Lack of a control arm to compare those that did not attend 

a simulation session was a limitation reported by Braude et al. (2015). These 

researchers postulated that those who signed up for the simulation training course 

may have lacked skills in self-evaluation and thus would have a greater improvement 

after participation. Positive effects of the simulation training were limited by the 

nature of self-reporting and students were not provided with any pre-course training 

on how to identify their own strengths and weaknesses which may have reduced the 

usefulness of the post-course reflection and evaluation. The use of curricula from 

disciplines other than medicine would have helped to make the course applicable to 

a wider allied health professional audience. Low response rate, small sample sizes, 

single institution and clinical markers on a single clinical service were limitations 

identified by Petrovich et al. (2014).       

In summary, these studies demonstrated that curriculum development impacted 

positively on geriatric care. Geriatric-based education in the general surgery 

curriculum was seen as integral, along with a need to secure curriculum time for 

geriatric-specific educational initiatives. Novel curricula and simulation training 

programmes are considered positive approaches to addressing educational gaps in 

geriatric care. All studies identified the need for an increased emphasis on 

curriculum design, in areas such as management of comorbidities, risk assessment, 

postoperative delirium, end-of-life and goals of care.    

3.3.3 Types of Learning 

Eleven studies focused on types of learning specific to gerontology. These included 

the use of: placements (Lea et al. 2014; Pesut et al. 2015); inter-professional 

education (IPE) (Kent et al. 2012; Reilly et al. 2014); inter-generational participatory 

learning (Diwan et al. 2016; Hwang et al. 2013; Leung et al. 2012); simulation 
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(Lasater et al. 2014; Mehdi et al. 2014; Sawin et al. 2016) and other methods (Law et 

al. 2016). A range of countries were represented including Australia, United States, 

China, Canada and the UK. The level of evidence presented is low, mainly based on 

qualitative studies.  One RCT (Leung et al. 2012) was included. 

Three studies (Lea et al. 2014; Redfield et al. 2016; Pesut et al. 2015) examined the 

use of placements for nursing students with older people from a qualitative (Lea et 

al. 2014; Redfield et al. 2016;) and mixed method perspective (Pesut et al. 2015).  

One study was set in residential care services for older people (Lea et al. 2014) and 

one in the community (Pesut et al. 2015), with one at an off-campus location 

(Redfield et al. 2016).  The studies indicate improvements in nurse’s attitude (Lea et 

al. 2014; Redfield et al. 2016), and competency (Pesut et al. 2015) post placement. 

However, whilst improvement in knowledge was detected in two studies (Lea et al. 

2014; Redfield et al. 2016), no such improvement was reported in another (Pesut et 

al. 2015). 

Lea et al. (2014) used a quasi-experimental mixed method approach within an action 

research framework to identify the potential for a three-week placement in 

residential care services to improve the knowledge, understanding and attitudes of 

student nurses (n=49) toward older people. The Wicking Teaching Aged Care 

Facilities Program (TACFP) builds on best practice of placements in residential care 

services by including preparation of staff to mentor students, onsite support and 

opportunities for students to debrief and engage in critical reflection.  Activities were 

developed to meet the assessed needs of student’s pre course.  Lea et al. (2014) 

found that the approach resulted in mentors and students feeling prepared for the 

placement and students experienced enhanced teaching and learning derived from 

high levels of mentor support and increased autonomy. Students’ knowledge, 

understanding and attitudes around aged care and dementia improved. 

Pesut et al. (2015) focused on placements within the community, exploring whether 

a collaborative educational intervention could develop registered nursing (n=21) and 
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healthcare assistant (n=21) students' capabilities in supportive care while enhancing 

care of clients with advanced chronic illness in the community. Outcomes assessed 

pre and post placement included self-assessed competency and knowledge. Whilst 

there was no significant change in knowledge, there were statistically significant 

changes on all self-perceived competence scores with the greatest improvement 

observed in understanding spiritual needs, ethical and legal issues, and last hours of 

life.   

Redfield et al. (2016) focused on a health promotion programme where older people 

were randomly paired with two students (n=63) that met four times over an eight-

month period.  The aim of the pre-post evaluation was to examine changes in 

attitudes, knowledge and social goals of the students. Outcomes were assessed pre 

and post placement. Findings revealed that students increased in positive attitudes 

over the course of the year, with the increase decelerating slightly as the year 

progressed. With regard to knowledge, students demonstrated increased knowledge 

over time. Motivation to help older people (i.e. compassionate goals) did not 

change, but students’ motivation to defend their competence (i.e. self-image goals) 

declined.  

Only one of the studies reported on barriers or enablers. Lea et al. (2014) noted that 

the Wicking model required the need for timely advance planning for student 

placements as facility staff were required to act as mentors.  A supportive 

environment including welcome and orientation activities, debriefing and the 

opportunity for critical reflection for mentors and students was also required. 

Two studies focused on Inter-Professional Education (IPE) (Kent et al. 2012; Reilly et 

al. 2014) with undergraduates across a range of disciplines in residential care 

services for older people (Annear et al. 2016), community housing for older people 

(Reilly et al. 2014) and in the clinic (Kent et al. 2012).  All three studies indicate that 

IPE may offer students a greater understanding of disciplines within the healthcare 
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team and may also support the healthcare needs of older people (Annear et al. 2016; 

Kent et al. 2012). 

Annear et al. (2016) examined the reflective discourse of medical (n=61), nursing 

(n=46) and paramedic (n=20) students participating in IPE activities during their 

residential care service for older person undergraduate placement.  The IPE 

component of the placement ran for one week (five placement days) and involved 

up to 16 hours of collaborative assessment and group work in the residential aged 

care facility (RACF) context.  At the start of the week students attended an 

information session and were assigned a volunteer resident who had agreed to be 

the focus for their IPE assessment and care planning activity. IPE assessment and 

care planning activity involves students working together to assess their allocated 

resident using profession-specific techniques (observation, case history, family 

interviews etc.).  At the end of each placement week, students participated in a 1-

hour, profession-specific focus group where they shared experiences of IPE 

placement.   Qualitative analysis of focus group data to assess the experience of 

students indicated that within 1 week of clinical placement there was a possibility to 

develop reciprocal professional relations, affirm a positive identity within a 

collaborative healthcare team, and support the health of vulnerable older people 

with complex care needs.  The authors concluded that IPE is a potentially powerful 

context for undergraduate learning. 

Kent et al. (2012) evaluated the process and outcomes of developing an IPE aged-

care student clinic for undergraduate medical, nutrition and dietetics, nursing, 

podiatry, pharmacy, psychology, social work and speech pathology students.  

Student teams assessed recently discharged older people using a semi-structured 

interview, working together to determine the need for further follow up or referral 

to specific services.  The clinic aimed to provide an opportunity to learn 

communication, patient centred care, role clarification, team functioning and 

collaborative leadership skills.  Qualitative analysis found students considered this to 

be a positive experience and valued feedback received.  Students agreed that it 
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facilitated the development of patient-centred care, interprofessional 

communication skills, knowledge of the role and services provided by others and 

teamwork skills.   

Reilly et al. (2014) assessed change in students’ knowledge after participation in an 

interprofessional, team-based geriatric home training programme (IPGC).  The team 

comprised of students from 7 undergraduate health education programmes.  

Students met five times over the course of the academic year. The first meeting was 

a 4-hour, faculty-directed, intensive introductory didactic workshop prior to 

beginning the IPGC experience.  This was followed by three four-hour meetings held 

at the community-based, senior housing unit.  The 12 student teams were divided 

into two groups, so that at any given session, six teams worked with six elderly 

residents. Finally, the students met in a two-hour, faculty-directed workshop at the 

end of the academic year.  After IPGC, students were more likely to understand their 

role in an interprofessional healthcare team than before the IPGC experience (odds 

ratio 6.67, p < 0.001) however this difference disappeared when data was analysed 

by discipline.  No other changes on any other measure were detected. 

One of the three studies (Kent et al. 2012), discussed barriers or enablers, 

emphasising the need for a financially sustainable model to fund student led patient 

clinics and a robust infrastructure to facilitate establishment and student release. 

Three studies (Diwan et al. 2016; Hwang et al. 2013; Leung et al. 2012) focused on 

Intergenerational Participatory Learning as part of a one-day University Health Fair 

(Diwan et al. 2016) and a range of activities involving nursing students and older 

people spanning 20 hours (Hwang et al. 2013) to 10-weeks (Leung et al. 2012). Study 

designs included one RCT (Leung et al. 2012), a quasi-experimental study (Hwang et 

al. 2013) and a mixed method approach combining a survey and quiz (Diwan et al. 

2016). Outcomes assessed included knowledge and skills (Diwan et al. 2016; Leung 

et al. 2012), understanding the role of other disciplines and interprofessional co-

operation (Diwan et al. 2016), attitude (Hwang et al. 2013) and care (Hwang et al. 
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2013).  Studies suggest that through intergenerational participatory learning it is 

possible to significantly improve learning outcomes (Diwan et al. 2016); 

understanding of interprofessional co-operation (Diwan et al. 2016); improve caring 

behaviour (Hwang et al. 2013) and attitude (Hwang et al. 2013); knowledge of aging 

(Leung et al. 2012) and understanding of mental health needs of older people (Leung 

et al. 2012).   

Diwan et al. (2016) described and evaluated the impact of a 3-year, university-

community collaboration on interprofessional competencies among students 

across multiple professional programs using a senior wellness health fair (SWF) 

model.  Participation in the health fair enhanced student knowledge and skills in 

providing health promotion information to older people in an interprofessional, 

collaborative setting as indicated by mean scores on the Perceived Learning 

Outcomes Survey, an instrument developed specifically for this project.  Perceived 

learning outcomes were considered greater (p < .001) for undergraduate students 

(M = 32.06, SD = 3.2) than graduate students (M = 29.58, SD = 2.99); t (98) = 3.99.  

Furthermore, pre (M = 13.48, SD = 1.42) and post-test (M= 14.77, SD = 1.55) scores 

on the Multidisciplinary SWF Practice Learning Quiz, illustrated improvement in 

student understanding of other professions and the importance of interprofessional 

cooperation to promote and maintain healthy and post-test (t(53) = –4.705, p = .01).  

Students found interaction with seniors, community resources, interprofessional 

learning, and self-awareness to be the most useful elements of the health fair and 

reported being challenged by communication barriers, limited opportunity for 

interaction, and the physical environment.  

Hwang et al. (2013) used a quasi-experimental design to compare the effectiveness 

of intergenerational service learning for nursing students (n=126) across assisted 

living facilities (AL), nursing homes (NH) and veteran’s homes (VH) in China.  Two 

students and one elder were teamed up for the duration of the project. Nursing 

students attended for 6-hour pre-service training, a 12-hour supervised service, and 

a 2-hour interaction achievement presentation with elders through aging 
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simulations. The 12-hour supervised service section included participation in 

activities such as self-introduction and life story sharing through artwork and 

recreational activities.  The outcomes assessed included attitude, care and self-

transcendence.  At post-test, the model showed significant increases from pre-test 

scores for caring behaviours in all three groups (β range from 3.9 to 8.51, p<.005).  

Furthermore, attitude scores were significantly higher in the AL group than in the VH 

group at follow-up test (adjusted mean: AL = 110.09, VH = 101.23; p < .000). 

Leung et al. (2012) used RCT methodology to explore the long term effect of a 

service learning project (Generations as Partners in Education (GAPIE)) on 

undergraduate medical and nursing students’ (n=124) knowledge in aging and their 

attitudes toward older people (n=48) in China.  The intervention consisted of three 

components: a half-day introductory workshop, a 10-week interaction period and a 

half-day intergenerational sharing session. In the subsequent 10 weeks, each pair of 

participants (one older person and one student) met for one to two hours per week. 

Students were encouraged to work with the older people as partners to identify 

their learning objectives during this period. Topics such as age-related changes, the 

challenge of chronic illness in old age, and a healthy lifestyle in later life could be 

discussed. Each pair worked out their own activities so that they could participate 

together. The ultimate goal was to let students learn ‘what the reality of aging is’ and 

‘how their partners (older people) lived with the reality’.  The main outcome 

assessed was student’s knowledge about aging, measured by the modified 70-

question Palmore’s Facts on Aging Quiz completed before and after the intervention.  

The 10-week service learning activities in the GAPIE project significantly increased 

medical and nursing students’ overall knowledge of aging and their understanding of 

mental health needs in old age. After the intervention, students in the intervention 

group had significantly more knowledge of aging than the control group.  Although 

one month after the completion of the activities the intervention group students’ 

overall knowledge of aging score dropped slightly, their understanding of aging was 
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still significantly higher than that of students who had no interactions with 

community-dwelling older people in the project. 

Two studies made reference to barriers or enablers to intergenerational learning 

(Diwan et al. 2016; Leung et al. 2012).  The health fair, whilst running over 4-6 hours 

on one day required significant preparation in advance and the allocation of 

resources.  Such resources include co-ordination of student activity, physical space, 

advertising and running the event.  This activity may benefit from partnerships 

between academia and community agencies to successfully generating publicity, 

outreach to older people, and recruit a wide range of exhibitors from the 

community.  Similarily, Leung et al. (2012) described how older people were 

recruited from collaboration with two NGO’s.  Diwan et al. (2016) also notes that it is 

also important to consider the noise generated by a large number of people 

attending a health fair and this may be a barrier to effective practice.  

Three studies (Lasater et al. 2014; Mehdi et al. 2014; Sawin et al. 2016) considered 

the use of simulation in gerontological education. Outcomes assessed included 

clinical judgment (Lasater et al. 2014); confidence (Mehdi et al. 2014); knowledge, 

understanding and attitude (Sawin et al. 2016). Participant sample sizes were 

generally small.  There was no additional effect on clinical judgment observed by 

including an expert nurse role model as part of a simulated exercise (Lasater et al. 

2014) although participants considered role models to be an important element in 

their learning and development. A six-scenario simulation course for postgraduate 

doctors and nurses training in geriatric medicine improved confidence in managing 

clinical scenarios and non- technical skills and was positively evaluated by 

participants.  Furthermore, a simulation focused on caregivers, significantly 

improved nursing students’ knowledge and understanding of some key terms and 

improved attitude (Sawin et al. 2016).   

Lasater et al. (2014) examined the effect of an expert nurse role model on 

undergraduate clinical judgment in simulation and explored whether clinical 
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judgment skills transferred to the clinical setting in the context of older adult 

perioperative care using a mixed methods approach.  The treatment group watched 

a video of an expert nurse role model caring for a patient similar to the simulation 

patient, whereas the control group did not watch the video. Four weeks after 

simulation, participants cared for real-life, older perioperative patients.  Direct 

measurement of the four aspects of clinical judgment, defined by Tanner (2006) 

were assessed and participants across treatment and control and post simulation 

and post care groups were generally consistent in their ability to notice and identify 

the main patient issues i.e. pain, respiratory management, delirium and patient 

safety. However, they were not always as effective in knowing how to interpret or 

respond to the issues.  Whilst the quantitative data did not find any differences, the 

qualitative data emphasised the importance of a role model. 

Mehdi et al. (2014) assessed the feasibility and benefits of a bespoke simulation 

course for post-graduate specialist trainees in geriatric medicine (n=26) in London.  

Candidates participated in six scenarios followed by a video-assisted debriefing 

session.  Outcomes assessed included confidence in managing geriatric clinical 

scenarios and in key non-technical skills and the perceived educational value of the 

course.  Post-course confidence was significantly higher on all items, with an average 

improved confidence of around 12%.  Mean evaluation scores (post-course only) on 

whether the course was educational, interesting, relevant to practice and useful for 

reflection were highly correlated (α = 0.901; seven items). The mean evaluation 

score overall was 4.46 (95% CI 4.28–4.63; where 1 = very poor and 5 = very good).  

Qualitative analysis revealed three broad categories focusing on ‘geriatric medicine’, 

‘dealing with acutely unwell patients’ and ‘non-technical skills’. The majority of 

responses were related to non-technical skills, all of which were judged not to have 

been taught as effectively by other learning media. Candidates commented that 

simulation was a valuable training modality and that the course could be improved 

by incorporating longer scenarios and an increased use of video feedback. 
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Sawin et al. (2016) examined pedagogical effectiveness of the Life of A Caregiver            

(LOC) simulation and reported on its impact on nursing students’ knowledge, 

understanding, and attitudes.  Comparison of pre- and post-test scores on the 

Caregiver Knowledge Scale showed a significant increase in knowledge of commonly 

used caregiving terms. One study (Mehdi et al. 2014) referred to barriers or 

enablers, describing the resources required to run the simulation successfully.  These 

included role players, 

technicians, plants and de-

briefers. 

In summary, these studies 

evaluated the types of learning 

specific to gerontological 

education on learning outcomes. 

Types of learning varied from 

placements, inter-professional 

education, inter-generational 

participatory learning and 

simulation. Overall, the studies 

demonstrated an improvement 

in nurses’ attitudes, clinical 

judgement, and confidence in 

managing clinical scenarios, 

understanding of 

interprofessional co-operation, 

knowledge of aging and 

understanding of mental health 

needs of older people.  

Take home messages 

Placements in older person care 

settings improve self-perceived 

competence in student healthcare 

professionals. 

Inter-professional education (IPE) is 

a potentially powerful context for 

undergraduate learning and offers a 

greater understanding of 

disciplinary roles. 

Studies also suggest that through 

intergenerational participatory 

learning with older persons as 

partners, it is possible to improve 

caring behaviour and attitude, 

knowledge of aging and increase 

understanding of the needs of older 

people.  

Simulation can result in increased 

confidence in managing clinical 

scenarios. 
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3.3.4 Evaluation of Education Programmes 

Eleven studies focused on the evaluation of education programmes. In terms of 

country of origin, eight of these studies emanated from the United States (US); other 

countries represented included Ireland (n=1), Sweden (n=1) and Hawaii (n=1). 

In the US, Tumosa et al. (2012) evaluated the effectiveness and value of the Geriatric 

Scholar Program (GSP). This 1-year programme was a multimodal educational 

program targeted to primary care providers including physicians, nurses, social 

workers, other associated healthcare professionals and research scientists. 

Participants evaluated the programme very favourably and the programme was seen 

as beneficial to improving patient care for screening of geriatric conditions and 

better clinical efficiency. It was noted that the GSP programme developed a learning 

community which reinforced knowledge and skills. 

In the US, Smith et al.’s (2010, 2014) descriptive studies provide details of an 

evaluation of the Nurses as Advocates depression training program. The 

programme focused on improving access to depression education, increasing the 

skills and knowledge of providers who care for elders with depression, and 

improving the provision of quality, evidence-based depression care.  Mean scores in 

relation to the extent to which training increased knowledge ranged from 4.5-5.1 on 

a range of 1-6.  Approximately 22% of participants felt the depression training 

program influenced their knowledge or skills in other ways - such as assessment 

methods and scales, awareness of depression, importance of individualized care and 

nursing care and interventions. Smith et al. (2014) noted the importance of 

depression training for nurses and allied health providers who are not psychiatric-

mental health nurse trained but who provide daily care for older people with 

depression.   

In Sweden, Söderlund et al. (2013) explored nurses’ experiences of a 1-year 

validation method (VM) training program conducted in a nursing home for 

residents with dementia and to describe ratings of work climate before and after the 



54 

 

program. The programme included learning a confirmatory, empathetic approach as 

well as learning to use verbal and non-verbal VM techniques for communication.  

The focus for the training programme was to improve nurses’ skills in 

communicating, confirming the residents’ feelings and managing complicated care 

situations. Participants noted that the programme was extensive, instructive, 

stimulating, but demanding and programme duration was too long.  However, the 

program gave the nurses the ability to strengthen their efforts in caring for residents 

with dementia, especially in complex care situations with upset or aggressive 

residents but the extensive program may be too demanding for some nurses 

working in dementia care. 

In Hawaii, Yuasa et al. (2013) evaluated the effectiveness of a novel structured role-

playing didactic session followed by an on-call Nursing Home (NH) longitudinal 

clinical experience. Significant improvements were found in overall mean skills 

scores, greatest for; comfort in managing residents at the NH; managing feeding or 

gastrostomy tube dislodgement; identifying different availability of medications; 

laboratory studies; procedures in NH; describing steps to send NH residents to the 

emergency department.  Greatest improvements for NP (score change post-pre skills 

(0.9 (3.8-2.9)) and Family Medicine (FM) students (score change post-pre skills (0.9 

(3.7-2.9)) with significant improvements for the GM fellows (score change post-pre 

skills (0.8 (3.9-3.1)).  However, these skills are not older person specific. The authors 

conclude that this innovative on-call curriculum significantly improved learners’ self-

assessed skills in NH care for different types of learners. 

In the US, Aldeen et al. (2014) evaluated a training programme that focused on 

training nurses in geriatric assessment and care coordination skills. Whilst the 

sample size was small (n=4), it was noted that emergency department (ED) nurses 

who underwent a 3-month training program can develop geriatric-specific 

assessment skills.  Aldeen et al. (2014) highlighted that implementation of these 

skills by nurses in the ED may be associated with fewer admissions of older people.   
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Similarly, in the US, Atkinson et al. (2014) specifically evaluated a Gait and Falls Risk 

Workshop. Participants rated the experience highly and reported statistically 

significant gains in overall competence in gait and falls risk evaluation. The largest 

gains were observed for medical students, residents, and practicing physicians (P < 

.001 for all); geriatrics fellows reported a higher level of base-line competence and 

therefore had a lower magnitude of improvement, albeit still significant (P = .02). 

Finally, the majority of participants reported intent to disseminate the model in their 

institutions. 

From an undergraduate perspective, Koskinen et al. (2015) evaluated the outcomes 

of the Learning with Older People Programme (LOPP), a five-day intensive week 

consisting of 27 contact lessons delivered to nursing students. Whilst, the extent to 

which knowledge level improved was inconclusive, Koskinen et al. (2015) highlighted 

the involvement of older people offers a constructive approach to nursing education 

and provides students with opportunities to understand the lives of older people and 

the diverse nursing care needs of this particular group. 

In the primary care setting, Lam et al. (2015) evaluated the effects of a Care of the 

Elderly Certificate continuing professional development program for primary care 

practitioners that addressed the learning needs encountered. The course consisted 

of didactic lectures and case-based small group learning opportunities involving 4 or 

5 participants. The course specifically addressed the geriatric care learning needs of 

primary care practitioners. Lam et al. (2015) noted that having family physicians lead 

the teaching provided primary care role models with whom the participants could 

identify. Participants were asked to rate their knowledge of and confidence in 

managing the 42 geriatric topics presented in the course, both before and after each 

weekend which demonstrated that the results were statistically significant for all but 

1 of the 42 topics. The longitudinal structure and comprehensiveness of the course 

over 5 weekends, with face-to-face contact with the same familiar group of 

participants, is identified as a strength of the course. The study noted that 

preliminary evaluation has been favourable, demonstrating improvement in 
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participants’ self-rated knowledge of and confidence in managing common geriatric 

problems. Qualitative data also show positive changes in participants’ provision of 

geriatric care. 

In the US, Wilkerson et al. (2014) evaluated the effects of an online educational 

module that focused on Hazards of Hospitalisation (HOH) in medical interns. The 

aim of the 2-4 week programme was to improve the care of hospitalized older 

people. The educational and instructional strategies employed, including an online 

module and practical application. Evaluation of the programme highlighted that the 

programme had a measurable effect on the interns’ knowledge and improved 

learners’ behaviour outcomes. Knowledge scores significantly increased between 

learners’ pre and post-tests after completion of the HOH educational curriculum 

(n=36, p<0.001).  Participants reported significantly greater confidence in their ability 

to manage each HOH after completion of the curriculum. The online module made 

learning accessible and portable for the house staff and addressed several core 

competencies.   

More recently in Ireland, Wilson et al. (2016) evaluated the palliative care 

knowledge towards caring for the dying, of nurses working in care of the older 

person settings and to determine which type of palliative care education resulted in 

higher scores in palliative care knowledge and attitudes to dying. The education 

programmes reviewed were informal short sessions on palliative care in the 

workplace; study sessions on palliative care outside of work; the European 

Certificate in Essential Palliative Care (ECEPC). They reported the mean Palliative 

Care Quiz for Nursing (PCQN) score for nurses who had some form of palliative care 

education was 12.4 (2.79) and 11.3 (2.85) for those who had no palliative care 

education (not significantly different). Additionally, there was no significant 

difference in the scores for nurses who attended an informal session within their 

unit and those who attended a study day outside their unit (p=0.105) nor for those 

who completed ECEPC and those who attended a study day outside their unit 

(p=0.781).  The results indicate moderate knowledge of palliative care among nurses 
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working in older people care settings.  Those who had completed the ECEPC had 

significantly higher PCQN scores than those who had attended an information 

session within their unit.  

In summary, overall these studies positively evaluate the education programmes 

delivered. Programme delivery varied from online modules, workshops, didactic 

teaching, involvement of older people and continuous professional development 

programmes.  Specific challenges identified related to the duration of educational 

programmes with the findings specifically from Söderlund et al. (2013) study 

highlighting the educational programme being demanding of time.  

3.3.5 Conclusion to systematic review 

Conclusion and Take Home Messages 

This systematic review of empirical literature was conducted in line with the 

Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) 

statement (Moher et al. 2009) and guided by systematic review methodology 

(Higgins & Green 2011a; Centre for Systematic Reviews and Dissemination 2008). A 

total of 28 studies were included in the final review.  The design of studies reviewed 

were mainly quantitative i.e. pre post-test with comparison group or quasi-

experimental designs, mixed methods, cross-sectional and one RCT. Three of the 

studies were qualitative. Risk of bias assessment was conducted for each of the 

quantitative studies using criteria relevant to the study design. Overall, the risk of 

bias was difficult to determine because of poor reporting. The quality of designs for 

most studies reviewed is described as high/not met or unclear/can’t tell. The 

qualitative criteria of the Mixed Methods Appraisal Tool were used to assess the 

qualitative studies.  Although, the qualitative studies appeared favourable in terms 

of quality, caution is needed because as yet there is no consensus in the 

methodological literature on criteria for assessing risk of bias in such studies. 
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Review results revealed no empirically tested model or framework for nurse 

education in gerontological nursing. The majority of the studies focused on 

evaluation of educational programmes, types of learning and curriculum 

development. Just one study in the UK by Page and Hope (2013), examined nurse’s 

perception of their knowledge and skills but this was focused on dementia care.  

Interestingly, only 43% of the participants (n=39) who had an average of 10 years’ 

experience in dementia care regarded themselves as competent in all areas of 

dementia care. 

Studies examining curriculum development (n=4) mainly focused on aspects of 

geriatric curriculum. The healthcare professionals that these curricula were targeted 

at were mainly medics, undergraduates (Schoenborn et al. 2015) and postgraduates 

(Barbas et al. 2014, Petrovich et al. 2014) with Braude et al. (2015) including 

postgraduate nurses within their sample of medics. Using different study designs, 

Barbas et al. (2014) and Petrovich et al. (2014) focused on surgical programmes with 

the former aiming to implement a formalised geriatric surgery curriculum at an 

academic medical centre, and Petrovich et al. (2014) identifying topics of relevance 

to geriatric care that should be focused on within a general surgery residency 

programme.  Braude et al. (2015) outlined the development of a standardised, two 

centred, curriculum-mapped training program using simulation and Schoenborn et 

al. (2015) described an innovative curriculum that incorporated prognosis in the care 

of the older person with multimorbidity. Following the recruitment of expert 

lecturers in geriatric surgery (Barbas et al. 2014), residents felt better able to assess 

community resources, with a greater number of them recognising the significance of 

delirium and acute renal failure in elderly patients. In general, satisfaction of general 

surgery residents with their geriatric education improved following completion of 

the curriculum.  Petrovich et al. (2014) found that both faculty and residents 

identified medication management, management of comorbid conditions and 

evaluation and management of delirium as primary areas in need of further geriatric 

training. A training programme using simulation in Braude et al. (2015), showed 
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significant improvement of self-reported confidence in managing geriatric scenarios. 

A significant improvement in knowledge and ability to use evidence-based 

prognostic tools was also reported following an innovative curriculum incorporating 

prognosis in older people (Schoenborn et al. 2015). The curricula were examined in 

terms of their impact on student confidence and learning and contribution to 

geriatric care. Feedback from students was mainly positive in relation to confidence 

and knowledge improvement in the management of geriatric care however the 

evidence is limited due to lack of objective testing and the use of self-reporting. 

None of the studies focused on nursing curricula. 

Important to the aims of this review were the areas of learning identified as most in 

need by students and/or important elements of the geriatric curricula. These were: 

communication skills (Schoenborn et al. 2015), management of comorbidities, 

medication management, risk assessment, management of delirium (Petrovich et al. 

2014), management of acutely ill patients, fluid management, continence care, 

dementia care, complex discharge planning, end-of-life care (Braude et al. 2015) and 

recognition of clinical conditions pertinent to older people (Barbas et al. 2014). 

The types of learning specific to gerontological education that were evaluated were 

variable with mixed research methods, but all studies reported positive outcomes 

particularly in knowledge, understanding and attitudes in relation to older people. 

Placements of students in older person care settings resulted in improvements in 

nurse’s attitude (Lea et al. 2014; Redfield et al. 2016), and competency (Pesut et al. 

2015). A greater understanding of disciplines and their role in the healthcare needs 

of older people resulted from inter-professional education (Kent et al. 2012; Reilly et 

al. 2014; Annear et al. (2016). Inter-generational participatory learning resulted in 

more understanding of ageing and greater awareness of challenges for older people 

in relation to communication and the physical environment (Diwan et al. 2016; 

Hwang et al. 2013; Leung et al. 2012). Using simulation demonstrated an 

improvement in clinical judgement and confidence in managing clinical scenarios. 
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Potential barriers highlighted by two studies were related to preparation time and 

resources. 

 

Studies of education programmes specific to gerontology were positively evaluated 

in relation to student’s knowledge and preparedness to work with older people. 

Programmes varied from training in geriatric assessment (Aldeen, 2014), 

management of care (Yuasa et al. 2013) and training in communication skills with 

nursing home residents (Söderlund et al. 2013); screening for geriatric conditions in 

primary care (Tumosa et al. 2012); online modules on older people and hazards of 

hospitalisation (Wilkerson et al. 2014); gait and fall risk workshops (Atkinson et al. 

2014); short term didactic undergraduate programmes focused on learning about 

older people (Koskinen et al. 2015);  continuous professional development 

programmes related to care of older people (Lam et al. 2015); palliative care and 

care of the dying (Wilson et al. 2016).  An important enabler identified was the 

involvement of older people in the education programme as reported by Koskinen et 

al. (2015). This provided students with opportunities to understand the lives of older 

people and the diverse nursing care needs of this particular group. Specific 

challenges identified related to the duration of programmes and time demands 

(Söderlund et al. 2013). 

 

Although no empirically tested model or framework was identified from the review 

of empirical literature, important elements of a curriculum for the education of 

healthcare professionals were identified. Areas of knowledge repeated throughout 

the literature were those of communication and assessment and a number of age 

specific conditions such as delirium, dementia and multimorbidity. Knowledge of 

medication management and identification of acute conditions also featured. 

Various types of learning were evaluated, however it was clear that time spent with 

older people whether on placement or as participants in the education programmes 

had positive effects on their understanding of the lives of older people and their 
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needs and  students own attitudes. 

 

 

 

 

3.4 Grey Literature Review 

A review of grey literature was conducted to identify, describe and appraise 

frameworks for education that could be applied to gerontological nursing. 

3.4.1 Search strategy 

Searches were conducted in Google, NMBI, ADHERe, NGNA, NHS Evidence, Virginia 

Henderson Library, Finnish Nurses Association, Norwegian Nurses Association and 

Danish Nurses Association and The Swedish Society of Nursing. 

Search terms used were gerontology + competence(y) + framework. Therefore, only 

publications that focused on competencies or standards for working with older 

people were included. The outcome of the searches was uploaded in the shared 

folder on google drive and independently screened by two reviewers. Agreement on 

the papers to be included or excluded was through a process of consensus. Seven 

documents met the inclusion criteria. 

3.4.2 Review results 

Of the seven documents included, three emanated from the US and the remainder 

were from UK (n=1); Canada (n=1); Finland (n=1) and Ireland (n=1). One document 

from the UK reported on deficits in skills and competency in nurses while the 

remainder focused on the identification of essential knowledge, skills, competencies 

and standards of practice necessary for working with older people. 



62 

 

1) The Partnership for Health in Aging (2009) in the US developed a set of core 

competencies in the care of older people that were relevant to and could be 

endorsed by all health professional disciplines e.g. Dentistry, Medicine, Nursing, 

Nutrition, Occupational therapy, Pharmacy, Physical therapy, Physician assistants, 

Psychology, Social work. The Multidisciplinary Competencies in the Care of Older 

People at the Completion of the Entry-level Health Professional Degree were in six 

domains as follows:  

Domain 1: Health promotion and safety – advocate to older people and their 

caregivers interventions and behaviours that promote good health and quality of 

life; identify and inform about evidence-based approaches to screening, 

immunisations, health promotion, and disease prevention, assess risks and barriers 

to safety; recognize the principles and practices of safe, appropriate, and effective 

medication use in older people; apply knowledge of the indication and 

contraindications for risks of, and alternatives to the use of physical and 

pharmacological restraints with older people. 

Domain 2: Evaluation and assessment – define the purpose and components of an 

interdisciplinary, comprehensive geriatric assessment and the roles individual 

disciplines play in conducting and interpreting a comprehensive geriatric 

assessment; apply knowledge of changes (biological, physical, cognitive, 

psychological, social) commonly associated with aging; choose, administer and 

interpret a validated and reliable tool/instrument appropriate for use with a given 

older person to assess cognition, mood, physical function, nutrition and pain; 

demonstrate knowledge of the signs and symptoms of delirium; develop verbal and 

nonverbal communication strategies to overcome potential sensory, language and 

cognitive limitations in older people.  

Domain 3: Care planning and co-ordination across the care spectrum (including end-

of-life care) – develop treatment plans that are person-centred and directed care 

goals; evaluate clinical situations and modify with regard to the older person’s 
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preference and treatment/care goals, life expectancy, co-morbid conditions and/or 

functional status; develop advance care plans based on the older person’s 

preferences and treatment/care goals, and their physical, psychological, social and 

spiritual needs; recognize the need for continuity of treatment and communication 

across the spectrum of services, utilizing information technology where appropriate 

and available. 

Domain 4: Interdisciplinary and team care – distinguish among, refer to and/or 

consult with any of the multiple healthcare professionals to achieve positive 

outcomes; communicate and collaborate with older people, their caregivers, 

healthcare professionals and direct-care workers in care planning and 

implementation. 

Domain 5: Caregiver support – assess caregiver knowledge and expectations of 

advanced age on health needs; assist caregivers to identify, access and utilise 

specialized products, professional services, and support groups that can assist with 

care-giving responsibilities and reduce caregiver burden; know how to access and 

explain the availability and effectiveness of resources for older people and 

caregivers; evaluate the continued appropriateness of care plans and services based 

on older people’s and caregivers’ changes in age, health status and function. 

Domain 6: Healthcare systems and benefits – serve as an advocate for older people 

and caregivers within various healthcare systems and settings; know how to access, 

and share information about the healthcare benefits of programs; provide 

information to older people and their caregivers about the continuum of long-term 

care services and supports – such as community resource, home care, assisted living 

facilities, hospitals, nursing facilities, sub-acute care facilities and hospice care.   It 

was envisaged that there would be variations in the way the competencies applied 

to each discipline.  Each discipline would determine how the competencies would be 

incorporated into and taught by their training programs. 
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2) In 2010, GHK Consulting Ltd on behalf of Age UK, reported on components 

associated with improved outcomes for older people in the context of the recently 

passed Equalities Act. The authors assessed the extent to which the aspirations of 

older people for their care were being met by key workforce groups and their skills 

for delivering them. To gather evidence as to whether healthcare professionals’ 

competencies, skills and training had due regard to the needs and aspirations of 

older people and to identify further education/CPD needs, the authors conducted a 

literature/policy review, along with a workforce mapping exercise and interviews 

with stakeholders and practitioners responsible for workforce development in the 

health sector. The stakeholders and practitioners represented acute, primary care, 

mental health, community, independent providers and care trusts. Components 

associated with improved outcomes for older people were: the appropriateness of 

skills and competencies; reflections of the relevance and applicability of the 

aspirations; how the workforce was meeting the aspirations of older people. The 

nature of the perceived skills gaps in practice, attitude, communication and clinical 

skills were also identified. 

The nine aspirations for care and the associated skills and competencies were: 

Aspirations for care Skills and competencies 

1. Face-to-face 
personalized care 

Relationship building, trust building, continuity of care, and 
communication skills. 

2. Retain control in 
their home 

Enabling users to manage their own condition, listening skills, 
being able to elicit what a service user wants, understanding of 
specific service options and the ability to communicate these 
clearly and non-judgmentally, a ‘non paternalistic’ approach. 

3. Respect for 
preferences and 
belongings  

Respect, politeness, and consideration. 

4. Company and the 
opportunity to be 
listened to  

Relationship-based rather than task-orientated approach, 
ability to provide joined-up care, provision of information and 
advice, understanding of holistic services, maintaining dignity. 

5. Proactive 
healthcare and 
support  

Knowledge component, pro-activity going beyond what is 
requested by service users in order to explain, general 
communication skills, ability to promote understanding. 

6. Choice and control 
over daily routines 

Communication, services user-based rather than task-
orientated approach, focus on social interaction, flexibility in 
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dealing with service users and responding to service user 
preferences. 

7. A connected 
relationship 
between staff and 
patients  

Relationship-centred care, patient involvement in decision-
making, consideration, listening, wider communication skills. 

8. Maintenance of 
privacy in hospital  

Patient involvement in decision-making, consideration, 
empathy. 

9. Join-up care  Collaborative approach, team working, person-centred 
approach. 

Adapted from Healthcare Workforce Skills and Competencies for an Ageing Society, Age UK (GHK, 
2010) 

A number of barriers to the implementation of these competencies in practice were 

identified in the report e.g. the influence of national policy in practice, the volume of 

reform, the role of targets, and scarce resources.  The complexity of organisations 

and the role of key influencers were also identified as a challenge as were transitions 

between primary and acute care and interaction between health and social care 

(GHK, 2010, p45 - 52).  The need for career pathways and specialization was 

identified, as was training for non-regulated staff and workforce redesign.  Training 

of clinicians (both pre and post registration) and other staff, recruitment of staff and 

the sort of people who choose to specialize their careers in the care of older people 

was recommended. Specialisation in gerontology was seen as being a vital workforce 

area, however, a lack of popularity (particularly among younger clinicians) and 

difficulties associated with gaining specialised experience of this sort in the acute 

sector means this specialist experience is in low supply. Both pre and post-

registration training were seen as clear barriers to meeting the aspirations. The 

extent to which curricula (particularly for doctors) focused on the care of older 

people was insufficient. Recruitment practices are also viewed as a barrier to 

meeting these aspirations (GHK, 2010, p 53). The authors suggested that greater 

recognition of the central importance of older people as core users of health services 

was needed and the need to deliver not only on health outcomes, but underlying 

care quality dimension, which are what is at the heart of many of the aspirations. 

Other suggestions were to focus efforts on clinical leaders rather than on the non-

clinical workforce and HR Managers.  Focus attention on the lower workforce bands 
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(healthcare assistants).  Work with the Royal College of General Practitioners to 

increase GPs’ consultation time. Produce a bank of case studies on older people’s 

experiences of healthcare to be used as resources in workforce development 

activities. ‘Sense check’ future regulation and guidance – Age UK should work with 

General Medical Council (GMC) to ensure the care of the older people is properly 

represented in new policy.  Work with the British Geriatrics Society to address the 

barriers to clinicians specializing in this area (GHK, 2010, p55). 

3) The Canadian Gerontological Nursing Association (CGNA) (2010) reported on the 

Development & Review of Gerontological Nursing Competence and standards of 

Practice. According to CGNA (2010), gerontological nursing is a dynamic interaction 

between the client and nurse to achieve health and well-being. The client and the 

nurse both contribute to the interaction. Clients bring their unique experiences, 

personal knowledge and expertise about themselves whereas nurses bring their 

specific body of knowledge of gerontology and geriatrics, their skills and the art and 

science of nursing. The historical and current social and cultural climates, political 

influence and values of the community and society also influence the interaction. 

Research findings are incorporated through the application of theory and evidence 

based nursing therapeutics to meet clients’ goals and expected outcomes. 

Gerontological nurses identify clinical questions and conduct research so that 

nursing practice continues to expand beyond the boundaries of tradition. Nursing is 

both an art and a science. It uses a unique body of knowledge to guide the 

professional practice of nurses. Gerontological nursing adds a specialized and 

expanding body of knowledge of gerontology and geriatrics to general nursing 

practice. In gerontological nursing practice, nurses collaborate with clients to 

promote well-being, optimize functional abilities, and act as advocates for clients.  

 

The practice standards identified by the CGNA describe appropriate therapeutic 

health promotion, prevention, maintenance, rehabilitation or palliation activities of 

gerontological nurses to facilitate client health: 
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Standard 1: Physiological health to maintain homeostatic regulation through 

assessment and management of physiological care and to minimize adverse events. 

Standard 2: Optimizing Functional Health defined as integration of abilities that 

involve physical, cognitive, psychological, social, and spiritual status. 

Standard 3: Responsive Care approach which recognizes that certain behaviours are 

not necessarily related solely to pathology, but instead may be related to 

circumstances within the physical or social environment surrounding and maybe an 

expression of unmet need (Dupuis & Wiersma, 2012). 

Standard 4: Relationship Care Relationship-centred care is an approach that 

recognizes the importance and uniqueness of each healthcare participant’s 

relationship with every other, and considers these relationships to be central in 

supporting high quality care (Safran, Miller & Beckman, 2006). 

Standard 5: Health System: awareness of economic and political influences by 

providing or facilitating care that supports access to and benefit from the healthcare 

delivery system. Systems to support and sustain practice changes should be in place, 

including ongoing education, policies and procedures and job descriptions (Crandall, 

White, Schuldheis & Talerico, 2007). 

Standard 6: Safety & Security: responsible for assessing the client and the 

environment for hazards that threaten safety, planning and intervening 

appropriately to maintain a safe environment (Potter & Perry, 2009)2. 

                                                      

 

2
 Adapted from Development & Review of Gerontological Nursing Competence and standards of 

Practice CGNA, (2010 ) available at: 

http://www.cgna.net/uploads/CGNAStandardsOfPractice_English.pdf 

http://www.cgna.net/uploads/CGNAStandardsOfPractice_English.pdf
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4) The American Association of Colleges of Nursing (2011) reported on the 

development of Adult-Gerontology Primary Care Nurse Practitioner (NP) 

competencies through an Expert Validation Panel consensus (N=40). According to 

the AACN (2011), the adult-gerontology primary care nurse practitioner is a provider 

of direct healthcare services. Within this role, the adult-gerontology primary care NP 

synthesizes theoretical, scientific, and contemporary clinical knowledge for the 

assessment and management of both health and illness states. These competencies 

incorporate the health promotion, health protection, disease prevention and 

management focus of the adult-gerontology primary care NP practice. The focus of 

the adult-gerontology primary care NP is to provide patient-centred, quality care to 

the adult and older adult population. The adult-gerontology primary care NP applies 

evidence in practice designed to improve quality of care and health outcomes.  

Adult-Gerontology competencies would build on the graduate and APRN core 

competencies delineated in the AACN (2006) Essentials of Doctoral Education for 

Advanced Nursing Practice and the AACN (1996) Essentials of Master’s Education for 

Advanced Practice Nursing and on the NONPF (2006) core competencies for all nurse 

practitioners. The Panel agreed that the framework to be used for the Adult-

Gerontology Primary Care Nurse Practitioner Competencies would reflect that of the 

NONPF Nurse Practitioner Core Competencies. 

E.g. Nurse Practitioner Entry Level, Masters or Doctor of Nursing Practice (DNP) 

demonstrates competence in:  

Domain 1: Management of patient health/illness status with competencies in: 

A. Assessment of health status  

B. Diagnosis of health status 

C. Plan of Care and Implementation of Treatment 
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Cues of competence are provided in which the nurse demonstrates competence 

under each of these areas e.g. Competence A: performs a physical examination; 

Competence B: identifies both typical and atypical presentations of health problems; 

Competence C: develops, implements, and evaluates age-appropriate health 

screening and health promotion programs. A full description of competencies is 

provided (AACN, 2010, p 17-18). 

Domain 2: The nurse/patient relationship: The nurse provides support through 

effective communication and therapeutic relationships to enhance the individual’s 

sense of safety, autonomy, worth and dignity, advocacy. Communication is adapted 

to the individual’s needs; the nurse fosters a trusting relationship to facilitate 

discussion on sensitive issues. 

Domain 3:  Teaching – Coaching function: This competency describes the skill to 

impart knowledge to individuals, family and other caregivers and to interpret 

therapeutic interventions through advocacy and teaching. 

Domain 4: Professional Role: This competency involves commitment to enhancing 

the profession and advancing optimum care through critical thinking and 

collaborative relationships. 

Domain 6: Managing and negotiating health delivery systems: This competency 

refers to the achievement of improved health outcomes for individuals, 

communities, and systems by overseeing and directing the delivery of clinical 

services within an integrated system of healthcare. 

Domain 7: Monitoring and ensuring the quality of healthcare practice: This 

competency refers to monitoring own practice and engaging in peer review. 
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Domain 8: Cultural and spiritual competence: Nurse is competent to deliver patient 

care with respect to individual cultural and spiritual beliefs and diversity.3 

5) The Association for Gerontology in Higher Education (AGHE) (2014) in the USA, 

published Competencies for Gerontology for Undergraduate and Graduate 

Education. The competencies were developed by a competency workgroup following 

extensive feedback and consensus from faculty and students from over 30 

universities and colleges involved in gerontology education. According to the 

authors, the competencies are specific to Gerontologists and are not meant to be 

applied to a gerontology or geriatric specialisation within other disciplinary 

programmes e.g. geriatric nursing. The following definition of a gerontologist was 

provided: Gerontologists improve the quality of life and promote the well-being of 

people as they age within their families, communities and societies through research, 

education and application of interdisciplinary knowledge of the ageing process and 

ageing populations (AGHE, 2014, p8). The competencies address “the continuum of 

foci from macro to micro” and with a central focus on older people and “their 

involvement in all aspects of decision making” (AGHE, 2014, p9). The Gerontology 

competencies are organised into three categories. Within each category there are 

three domains - broad statement, core competency statements, and recommended 

competency content4. 

                                                      

 

3
 Adapted from Adult-Gerontology Primary Care Nurse Practitioner Competencies, AACN, March 

2010. 
   http://www.aacn.nche.edu/geriatric-nursing/adultgeroprimcareNPcomp.pdf  p14-25. 

 

4 Adapted from Competencies for Gerontology for Undergraduate and Graduate Education (AGHE, 

2014) https://www.aghe.org/resources/gerontology-competencies-for-undergraduate-and-graduate-
education 

http://www.aacn.nche.edu/geriatric-nursing/adultgeroprimcareNPcomp.pdf
https://www.aghe.org/resources/gerontology-competencies-for-undergraduate-and-graduate-education
https://www.aghe.org/resources/gerontology-competencies-for-undergraduate-and-graduate-education
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Category 1:  

 

Foundational competencies – 

essential to all fields of 

gerontology 

 

 Frameworks for understanding human ageing 

 Biological aspects of ageing 

 Psychological aspects of ageing 

 Social aspects of ageing 

 The humanities and ageing 

 Research and critical thinking 

 

Category 2:  

Interactional competencies 

- all fields of gerontology 

- capture the process of 

knowing and doing 

 Attitudes and perspectives 

 Ethics and professional standards 

 Communication with and on behalf of older 

people 

 Interdisciplinary and community collaboration 

Category 3:  

Selective competencies 

- capture the most relevant 

skills for contexts in which 

gerontologists work 

 

 Well-being, mental and social health 

 Program / service development 

 Education 

 Arts and humanities 

 Business and finance 

 Policy 

 Research application and evaluation 

According to the competency working group, future steps for colleges and 

universities, include levelling the competency expectations for different degree 

levels, building competency based curricula materials and competency based 

student outcomes measures (AGHE, 2014). 

6) In Ireland, the Nursing and Midwifery Board of Ireland (NMBI, 2015) developed a 

set of guidance standards for nurses working with older people in all healthcare 

settings. These standards were also intended as a source of information for the older 

person and his/her family. They defined the standard of nursing care that can be 
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expected by all older people, their family and informal carers who are in receipt of 

nursing care in the various settings and roles in which the nurse practices. The 

standards provided professional guidance and direction for nurses caring for older 

people across all healthcare in order to facilitate safe, competent and ethical nursing 

practice. They also provided a nursing framework for end of life care that embraced 

living and dying as part of the normal care structure and processes in all care settings 

along with guidance to assist the nurse in decision-making and self-assessment as 

part of reflective practice, guidance to the nurse in determining what knowledge and 

skills are required to provide quality care and promotion of ongoing practice 

development. It was envisaged that the standards would form the basis for the 

development of local protocols and policies specific to the various contexts of 

practice and promote continuous quality improvement through regular monitoring 

and evaluation (NMBI 2015, p5). The standards are: 

Standard 1: Person-centred Holistic Care: Comprehensive person-centred nursing 

care is provided within the organising framework of assessment, identification of 

needs, planning, implementation and evaluation. 

Standard 2: Therapeutic Relationship: A therapeutic relationship is developed with 

the older person that maximises the older person’s self-esteem and quality of life. 

Standard 3: Care Environment: A therapeutic safe care environment is promoted 

and maintained which supports dignity, respect, privacy and independence for the 

older person. 

Standard 4: End of Life Care: The older person receives comprehensive, 

compassionate end of life care that is person-centred and responds to the older 

person’s unique needs and respect for his/her wishes. 

Standard 5: Quality of Care: The nurse caring for the older person evaluates and 

enhances the quality and effectiveness of his/ her nursing care and practice. 
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Standard 6: Professional Development: The nurse acquires and maintains current 

knowledge to improve the quality of life and nursing care of the older person. 

The competencies are supported by Domains, performance criteria and cues: 5 

Domain 1: Professional/Ethical Practice 

Domain 2: Holistic Approaches to Care and Integration of Knowledge 

Domain 3: Interpersonal Relationships 

Domain 4: Organisation and Management of Care 

Domain 5: Personal and Professional Development 

Components of the framework are underpinned by the paradigm of nursing: person, 

health, environment and nursing the older person. The moral principles 

underpinning the guidance standards for care of the older person include: The right 

to quality nursing care; Respect for the dignity of the older person; the principle of 

beneficence; the principle of autonomy and control; justice and truth (NMBI 2015, 

p16). 

7) European Core Competencies Framework for Health and Social Care 

Professionals working with older people (ECCF) (2016). In 2016 with the support of 

the Life Long Learning Programme of the European Union, the ELLAN (European Late 

Life Active Network), a consortium of 26 countries published a Core Competencies 

Framework for Health and Social Care Professionals working with older people 

(ECCF). This framework was developed over the course of three years through a 

                                                      

 

5 Adapted from: NMBI (2015) Guidance standards for nurses working with older people  available at 

https://www.nmbi.ie/nmbi/media/NMBI/Publications/working-with-older-people.pdf?ext=.pdf 

 

https://www.nmbi.ie/nmbi/media/NMBI/Publications/working-with-older-people.pdf?ext=.pdf
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review of literature and a number of empirical research projects involving older 

people themselves and health and social care professionals. The framework used the 

following definitions of competence: competencies are job related description of 

action, behaviour or outcome that should be demonstrated in individual 

performance (McMullan et al. 2003). Competencies are person orientated referring 

to the person’s underlying characteristics and qualities that lead to professional 

practice (TRACE Project 2005)6. The competencies are described and presented 

according to the roles within the CanMEDS (2015) framework7 and were verified by 

two rounds of Delphi research among experts (n=21) and researchers (n=21) from 

countries across Europe. There are seven roles within the CanMEDS framework: 

Medical Expert, Communicator, Collaborator, Manager, Health Advocate, Scholar 

and Professional. The role of “expert” within the ECCF was modified from the 

original to represent profession specific expertise developed from professional 

knowledge and skills acquired during formal education. Role descriptions form the 

basis for the formulation of competencies for each role. Each competence is then 

delineated into performance cues and outcomes. An adapted overview of the roles 

and competencies in the ECCF are presented in Table 6. 

                                                      

 

6
 TRACE project (2005) An overview of European Competency Frameworks Europe 

http://www.menon.org/wp-content/uploads/2012/11/9.-TRACE-Overview-of-EU-competency-
frameworks1.pdf 
 
7
 CanMEDS (2015) Physician competency framework developed by the Royal College of Physicians and 

Surgeons in Canada to describe the knowledge skills and abilities that physicians need for better 
patient outcomes. 
http://canmeds.royalcollege.ca/uploads/en/framework/CanMEDS%202015%20Framework_EN_Redu
ced.pdf 

 

http://www.menon.org/wp-content/uploads/2012/11/9.-TRACE-Overview-of-EU-competency-frameworks1.pdf
http://www.menon.org/wp-content/uploads/2012/11/9.-TRACE-Overview-of-EU-competency-frameworks1.pdf
http://canmeds.royalcollege.ca/uploads/en/framework/CanMEDS%202015%20Framework_EN_Reduced.pdf
http://canmeds.royalcollege.ca/uploads/en/framework/CanMEDS%202015%20Framework_EN_Reduced.pdf
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Table 6:  ECCF Roles and competencies 

Role Competence 

1.  

Expert 

Assessment: Systematic data collection. Assessment of physical and mental well-
being, social factors. Identify the needs and wishes of the older person. 

Analysis and problem identification: Analyse the data and identify the problems for 
the older person and his/her family. Formulate conclusion and/or a diagnosis. 

Planning: Clear, timely, and appropriate plan; measurable objectives with the focus 

on best health, well-being and quality of life. Shared decision making. 

Carry out interventions based on professional standards: Provide care, help and 

support to the older person and his/her family 

Evaluation: Re-evaluate and adjust service or care plans on a continuing basis 

2. 

Communicator 

Maintaining relationships and effective communication: Build relationships based 
on empathy, trust, respect and reciprocity.  Considering the older person’s 
individuality, dignity, background and needs. 

Empowerment: Promote capacities and resources in older people and their 

families. Contribute to autonomy, independence, and quality of life.  

Coaching: Stimulate, motivate and coach the older person/related others in self-
management, self-reliance and co-reliance. 

3. 

Collaborator 

Integral cooperation and integrated services: Multi- and inter professional 
cooperation to achieve optimal support and care to optimize health and well-being 

Informal care and support: Work together with older people’s families, informal 

caregivers and their social network and stimulate informal care and support. 

4. 

Organizer 

Planning and coordination of care and services: Plan, arrange, and coordinate the 

care and services provided by formal and informal health and social care workers, 

across different organisations 

Programme of care: Contribute to the organisation of the existing care and services. 

Take an active part in developing, adapting and implementing long term policy 

actions. 

5.  

Health and 

welfare 

advocate 

Collective prevention and health promotion: Advocate for health with, and on 

behalf, of older people and their families, communities and organisations 

Social map and social networks: Access and share information about the social 

map, healthcare benefits, social support and public programs. 

6. Scholar Expertise: Expand their own professional expertise about working with older people 

and their families. Spread relevant evidence based research. 

Innovation of care and support: Implement and apply new insights, standards, and 

technologies in the content of promoting the quality, efficiency and effectiveness of 

care. 

7. Professional Professional ethics: Demonstrate commitment to best practice;  adhere to ethical 

standards and professional-led regulation; show high personal standards of 

behaviour. 

Professional commitment and personal awareness: Reflect on one’s own actions to 
improve own professional behaviour. Demonstrate commitment to the health and 
well-being of older people. Show awareness of diversity and cultural differences. 

Adapted from Dijkman et al. (2016) ECCF available at http://ellan.savonia 
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Table 7: Grey literature findings in relation to competencies for working with older people 

Publication 
& 
Origin 

Professional 
Focus 

Human 
ageing 
Biological/ 
Psychologic
al/ 
Social 

Health 
promotion 
and 
Safety & 
security 

Assessment 
Evaluation; 
Physiology 
Functional 
Health 

Care 
planning& 
organisation 
co-ordination 
Management 
of illness 

Inter-
disciplinary & 
MDT working 
Collaborative 
Approaches 

Family/ 
Caregiver 
support 

Information 
sharing/ 
Advocacy 
Empowerm
ent 

Health 
Systems 
Knowledg
e 
 

Personalised 
Person-
centred/ 
Holistic 
Relationship 
centred 

Communica
tion skills/ 
Promotion 
of under-
standing/ 
Advice 
Information 

Patient 
involvemen
t in decision 
making. 
choice User 
preference 

Respect 
Dignity; 
Therapeutic 
Relationship
s 

Ethics 
Prof-
essional 
practice 

Research 
Critical 
Thinking 
Scholarship 
Professional 
Developmen
t 

Partnership  
for Health in 
Aging (2009) USA 

All Health 
Professional
s 

√ √ √ √ √ √ √ √  √     

Competency of 
practitioners GHK 
AGE  
UK (2010) UK 

All 
healthcare 
practitioners 

  √ √ √    √ √ √ √   

Competence and 
standards of 
Practice (CGNA 
2010) Canada 

Nursing  √ √ √    √ √ √  √   

American 
Association of 
Colleges of 
Nursing (2011) 
USA 

Nursing, 
ANP Level 

√ √ √ √ √ √ √ √ √ √ √ √ √ √ 

AGHE) (2014) US 
Gerontol-
ogists 

√ √ √ √ √ √ √ √ √ √ √ √ √ √ 

NMBI (2015) 
Ireland 

Nursing √ √ √ √ √ √ √ √ √ √ √ √ √ √ 

ECCF (2016) Health & 
Social  

√ √ √ √ √ √ √ √ √ √ √ √ √ √ 
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3.4.3 Conclusion  

Take home messages 

A review of both empirical and grey literature was conducted to identify competencies 

necessary to underpin an educational framework for gerontological nursing.  

Although no model or framework was identified from the empirical literature review, a 

number of similarities relating to specific knowledge, skills and behaviours were 

highlighted throughout the findings. The evaluations of knowledge and skills, 

curriculum development, educational programmes and types of learning identified 

important elements and deficits in competency, that inform the development of a 

competency framework for nurses working with older people.  

Seven documents from the grey literature were sourced that described knowledge, 

skills and competencies or standards for health/social care professionals working with 

older people. The overview of the grey literature on Table 7 demonstrates that there 

are many similarities in the competencies mentioned. All papers included 

knowledge/skills or standards in relation to assessment, care planning, co-ordination 

and organisation. All papers allude to the need for respect and dignity, and all mention 

skills in communication. Most papers also emphasise multidisciplinary team working, 

person centred and holistic care and the involvement of older people in decision 

making.  

Three of the documents were focused on nursing competencies/standards and the 

remainder on all health/social care professionals. The development of the competency 

frameworks/standards resulted from expert consensus workshops/validation panels, 

Delphi processes and interviews with stakeholders. There was much similarity in 

knowledge identified as necessary for professionals working with older people across 

all papers with; an emphasis on knowledge about normal ageing and a strong focus on 

a biopsychosocial perspective. These results will be integrated with the findings of the 

focus group study to form the recommended competency framework for 

gerontological nurse education. 
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Chapter 4: National Focus Groups  

Introduction 

This Chapter describes the methods associated with the national focus groups 

organised by NCPOP and facilitated by researchers from UCC (JH, AC & HM).  

The focus groups sought to answer the question: 

 “What knowledge, skill and competence are required to produce a nursing 

workforce that can provide quality person-centred care to older people wherever 

they access healthcare?” 

4.1 Aims (as per tender) 

 To assist the Director of Nursing, the National Clinical Programme for Older 

People (NCPOP) in undertaking five national focus group sessions with nurses 

who work with older people in acute, primary, community and continuing 

care settings, with colleagues in education, Health & Social Care Professionals 

and service user representatives. 

 To conduct a thematic analysis of the findings. 

 To provide a report from the analysis. 

4.2 Methodology 

4.2.1 Research Design 

A qualitative, descriptive design, using focus group interviews loosely based upon 

“World Café” processes was used.  

Krueger (1994) described focus groups as carefully planned discussions facilitated by 

a moderator “designed to obtain perceptions on a defined area of interest in a 

permissive, non-threatening environment’’ (p6). Human reality is constructed in a 
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process of interaction with other human beings (symbolic interactionism) where the 

facilitator not only attempts to take the viewpoint of an individual or group but also 

uses the individual’s or group’s descriptors as a way of capturing their meaning of 

the world. Individuals respond to questions based on the meaning the issues raised 

within the question and associated discussion have for them, and these meanings 

are derived through social interaction and modified through interpretation (Blumer, 

1962). The World Café is a social constructivist approach which facilities interaction 

with design principles of: (a) setting the context; (b) creating a hospitable space; (c) 

exploring the questions; (d) encouraging everyone's contribution; (e) connecting 

diverse perspectives; (f) listening together for patterns and insights; and (g) sharing 

collective discoveries (Slocum, 2005).  

4.2.2 Preparation of focus group facilitators 

At the preparation stage (prior to the focus group), focus group facilitators were 

identified and invited for a briefing. These facilitators included health-care 

professionals with an interest in the topic area and university academic staff on the 

research team. The focus group facilitators were provided with information about 

the main aim of the study, focus group approach, and relevant background context, 

led by one of the researchers (JH).  

Facilitators were invited at each venue to provide feedback on the process and this 

was extracted from appropriate transcripts. The main feedback received was the 

need to provide groups with more time for discussion of key questions. 

Consequently, the questions relating to roles, barriers and enhancers were dropped 

to allow more time for the core competency question. Facilitators noted challenges 

with listening while recording notes and that it was sometimes difficult to keep 

participants focused on the specific question asked. Overall the process was very 

positively evaluated by facilitators and participants, and the focus groups were 

considered to be insightful and very well organised. 
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4.2.3 Sample  

A non-probability, convenience and volunteer sampling strategy was used to recruit 

participants (guided by the HSE partners in this study). The HSE in partnership with 

the research group circulated an open invitation to: (1) nurses working with older 

people in acute, primary, community and continuing care settings; (2) health & social 

care professionals; (3) service user representative groups; (4) researchers; (5) 

academics from the higher education sector and (6) policy makers. The invitation 

highlighted that all stakeholders with an interest in the topic area were welcome to 

participate in a focus group (Appendix 4). Places were allocated on a ‘first come, first 

served’ basis, confined by the capacity of venues and availability of facilitators. The 

invitation included details of listed venues and dates of focus groups. Focus group 

discussions took place in five venues (Tullamore, Sligo, Galway, Cork, and Dublin). 

At each focus group, participants self-selected into one of four categories of 

participants. Each category used different colour post-it notes to return individual 

level written data. These included:  

 Category 1: Patients, family, general public (green post-it);  

 Category 2: Nurses (in patient contact roles) (yellow post-it);  

 Category 3: Broader multidisciplinary team (pink post-it);  

 Category 4: Politicians, individuals whose principal role is in creation of policy, 

regulatory affairs, and senior health/social care decision makers/ administrative / 

management / leadership roles, educators, researchers. This included individuals 

in more outward facing roles (non-patient contact roles) (orange post-it). 

4.2.4 Data collection process 

The format of the focus groups was organised so that participants were allocated to 

a group with a mix of other stakeholders from different settings. For forty-five 

minutes the focus group participants engaged in discussion relating to the key 

questions and an identified context of care. After the first forty-five minutes, 

participants moved to another table to discuss the same key questions but with a 
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different context of care as the focus. The focus group discussions were guided by a 

topic guide (covering areas identified in the study objectives) using open-ended 

questioning, supported by a series of probes (Appendix 7).  Samples of the 

discussions were audio recorded (with the permission of participants).   

Initially, the focus group participants were briefed regarding the study, viewed a 

short video (Nora’s story), discussed ground rules (confidentiality, respect for each 

individual’s input), completed the consent form and the sociodemographic form 

(Appendix 5 & 6). Nora’s story was a short 5-minute video that captured the negative 

and positive experiences of an older person as she transitioned from home to 

hospital and to residential care. Within the video some potential future roles of 

nurses, healthcare professionals and the possibility of more integration across 

primary, secondary and tertiary care were explored. 

The focus group discussion started with a short icebreaker (If you were to create a 

slogan for your life, what would it be?). Focus group participants were then shown a 

folder containing a series of positive and negative pictures, images and brief 

statements to orient them to one of three contexts of care; (i) Acute hospital care 

and rehabilitation; (ii) Residential care; and (iii) Community/Home care. Each context 

of care was considered to be very different and the needs of the older person were 

thought to differ according to each context of care. Thus each context was 

considered separately. Questions related to:  

 Vision for quality health and social care for older people;  

 Core nursing competencies (i.e. knowledge, skills, practices, attitudes, 

abilities, behaviours etc.) required;  

 What needed to happen to support nurses to meet the needs of the older 

people in the relevant context of care (Appendix 7); 

 Roles and barriers and enhancers. 
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Roles and barriers and enhancers were dropped after the first two focus groups in 

the interests of time, as previously mentioned. In response to questions posed by 

the facilitator, participants wrote on coloured post-its, doodled on paper and then 

fed back individually to the facilitator. At the end of each question, the pieces of 

paper were collected into a scrap book by the facilitator (Figure 2).  

 

Figure 2: Sample of focus group responses collated within a scrap book 

 

The facilitator kept notes of the emerging discussion in the scrap book and used a 

concept map. For example, if the group agreed that being a “good communicator” 

was important, the facilitator probed further on what a good communicator meant 

in this context. If for example this meant being a “good listener” then the facilitator 

probed for the meaning in terms of behaviours, skills, and actions. A blank concept 

map sheet was used to capture this feedback (Figure 3). 
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Figure 3: Example probe and associated concept map developed by the facilitator to 
extrapolate the meaning of behaviours, skills, actions associated with listening 

At the final stage of the focus group, the forum’s lead facilitator (JH) led the focus 

group facilitators in summarising key responses for each question, in the presence of 

the larger group. This was an opportunity to validate participants’ inputs and for 

participants to provide any further input and feedback. This also served as a form of 

member checking before the forum was concluded. After the focus group concluded, 

each facilitator debriefed on audio-tape giving a synthesis of the key emergent 

themes for their group.   

4.2.5 Data Analysis 

Three different types of data were collected. These included: individual level posts-

its from focus group participants collected within scrap books; transcribed 

audiotapes of a select number of focus groups (n=6), and facilitator notes and oral 

summative debriefs. Data analysis was guided by a directed content analysis 

technique (Hsieh and Shannon, 2005); this ensured that all data were systematically 

compared to all other data to enable the recognition of emerging and embedded 

patterns. The data collection and analysis was iterative such that content of one 

focus group informed the process and questions at the next.  

Three of the research team (JH, AC, HM) were responsible for data analysis. To 

ensure consistency, the individual researchers analysed the content relating to each 
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context of care separately. This process resulted in the clustering and collapsing of 

codes and the final identification of themes. The three researchers then met and 

verified the codes, subcategories and themes during a series of three meetings. 

4.2.6 Ethical Principles 

Ethical approval was obtained from the Clinical Research Ethics Committee of the 

Cork Teaching Hospitals (Appendix 3). Informed consent was obtained from all 

participants (Appendix 5). All identifiers were removed from the transcribed 

interviews and a focus group numerical code provided. Only the researchers had 

access to the anonymised raw data. 

4.3 Focus group demographic analysis  

A profile of focus group participants now follows. 

4.3.1 Participant Demographics 

190 people attended the focus groups and participated in the focus groups across 

five locations (Table 8). The majority of participants were female (89%).  

Table 8: Number of people attending the focus groups in each of the five locations 

 

One-third of participants were aged between 50 and 59 years (33.5%); 15% were in 

the 60-69 age category, and 5.8% were aged 70 years or over (Figure 4). 

Location Number(n) of 

participants 

Number of facilitators at each venue Number of 

tables 

Tullamore 24 6 5 

Galway 39 7 6 

Sligo 33 7 6 

Cork 29 7 6 

Dublin 65 14 12 

Total (n) 190 Each table had a facilitator plus each venue 

had an overall convenor. 

35 
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Figure 4: Age range (years) of focus group participants (x-axis) 

Whilst the majority of attendees were qualified nurses (55.3%), there was 

representation from other groups including older people (5.2%), the general public 

(12.7%), and carers (2.3%). Fourteen (7.4%) attendees were members of a 

multidisciplinary team and included social workers (n=2), occupational therapists 

(n=2), dieticians (n=2), physiotherapists (n=4), psychologists (n=2), a consultant 

geriatrician (n=1), and a consultant in health (n=1). 

Five participants described themselves as advocates for older people. Five people 

attended representing policy and one person described themselves to best 

represent regulatory matters.  The majority of those attending were educated to 

degree level or above (85.6%). Of the 105 nurses who attended the focus groups, 

and for whom data was available, 67% were in the nursing profession for more than 

20 years (Figure 5). 
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   Figure 5: Number of years in the nursing profession 

 

A wide range of nursing grades and roles were represented (Table 9) and 53.8% 

reported being in their current role for less than five years. 

 

 

 

 

Table 9: Grades and roles of nurses attending the focus groups 

Grade / Role Percent 

Staff Nurse 7.6 

CNM 1 1.9 

CNM 2 18.1 

CNM 3 1.9 

Assistant Director of Nursing 7.6 
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Director of Nursing 18.1 

Clinical Nurse Specialist 10.5 

Advanced Nurse Practitioner 3.8 

Clinical Facilitator 1 

Director of Clinical Services 1 

Nurse Lead Clinical Care programme 2 

Nurse Manager 5.7 

Public Health Nurse 1.9 

Research Nurse 1 

Assistant Director of Public Health Nursing 2.9 

Community Mental Health Nurse 2.9 

Education /Practice Development 3.9 

Director of Public Health Nursing 2 

Homecare 1 

Project Officer 1.9 

Student PHN 1 

Nurse Tutor 1 

Retired 1 

Complaints Officer 1 

Total 95.4 

Not recorded 4.6 

 
100.0 

 

There was a high level of experience reported working with the older adult 

population amongst nurses who attended the focus groups, with half working in this 

sector for more than 15 years (Figure 6). 
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Figure 6: Years of experience working with older people self-reported by nurse participants 
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Chapter 5: Focus group thematic analysis 

Qualitative analysis of data from the focus groups was conducted by three members 

of the research team (JH, AC, HM). The findings from analysis in relation to each 

context of care (residential, community and acute & rehabilitation) are presented 

separately. 

5.1 Vision for optimum gerontological nursing care in residential settings 

Introduction 

Particpants were invited in focus groups to imagine their vision for the future of 

residential care. The overarching theme across all focus groups was that residential 

care settings should be a home from home8 and that residents should be able to 

access everything I have in my own home.  The major themes from the focus group 

analysis in relation to vision for the future are presented in the following paragraphs. 

5.1.1 The living environment – home from home 

There was a very high level of similarity in the responses nationally in relation to the 

environment in which this care should be provided. Participants described their 

vision as a home from home where the physical surroundings did not appear clinical 

or have the appearance of a hospital. It was suggested that staff should not wear 

uniforms. The décor should be warm, bright, clean and inviting with more open 

outdoor spaces provided for recreation such as gardening and other outdoor 

                                                      

 

8
 In this report, verbatim quotes or words used by respondents are italicized for easy identification 
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pursuits. Others suggested that the living space should be comfortable and cosy, a 

hive of tranquility, and that it should be safe and secure and a happy environment. 

One participant suggested that it should be a fun place to live. 

5.1.2 Connected to community 

A number of participants suggested that the living units should be small and should 

have the options for single rooms and the accommodation of couples as preferred. In 

one group the suggestion was made that the accommodation should not only be 

available to older people but also that young people should be invited to live there 

too. When further probed it was suggested that young people such as college 

students could also be accommodated as is the case in the Netherlands and this 

would promote intergenerational connectivity. Participants also suggested that there 

should be accommodation and unrestricted visting for family members should they 

wish to stay, and pets should be encouraged. The location of residential living was 

also discussed and most of the groups agreed that the residential care units should 

be located in the heart of the community and close to family. 

5.1.3 A sense of belonging 

Participants described a place of residence that is welcoming of all and a place 

where the resident has a sense of belonging and where the person feels valued and 

needed and the resident is known as a person and not a patient.  Individuals would 

be encouraged to maintain their uniqueness. Most participants wished for freedom 

of movement in and out of the residential home as well as freedom of expression.  

According to these participants the home should be a place where individual 

preferences are honoured and there is a non-paternalistic philosophy. Ideally, 

according to the participants, independence and enablement of the individual are 

promoted and the uniqueness of the individual is understood. 
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5.1.4 Personal control and freedom of choice 

The focus group participants stressed the importance of choice and variety in many 

things with an emphasis on meals and activities.  The choices should be real and 

cater for individual tastes. Participants stressed that activities should be meaningful 

to the individual. Control over own life choices and decision making was emphasised. 

In one focus group the importance for individuals of managing their own money and 

ease of access to banking facilities was highlighted.  

Ease of access to services and amenities was stressed in a number of group 

discussions. Access to Multidisciplinary services such as Occupational Therapy, 

Physiotherapy, Medical care were also emphasised as important particularly in 

relation to efficiency and equity of access. It was also suggested that access and use 

of latest technology smart phones, internet technology should be the norm and 

entertainment options such as cinema and the organisation of social activities should 

involve residents. Options should also include shopping and outdoor activities e.g. 

exercise suitable to the individual. One group of participants suggested that there 

should be access to education and learning and most groups suggested that there 

should be mental stimulation, that teaching and learning should also be available in 

a reciprocal way as older people can also teach and it should be a place where we 

learn from each other. As one participant stated residential care should really care 

for your mind not just your body. 

The overall vision was that residential settings should be holistic warm and caring 

where people are listened to, where people have an opportunity to discuss their 

preferences, that they have choice in terms of how they spend their day, and that 

their care is individualised, humanity is paramount and where older people feel both 

free and connected. 

5.1.5 Nursing input to this vision 

Overall according to participants, nurses in residential care settings should: have 

specific gerontological knowledge and clinical skills; be an excellent communicator; 
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genuinely care; be passionate and interested in working with older people. There was 

specific emphasis on the nurse as a promoter of person-centredness, choice and 

flexibility and being creative. He/she is enabling, and should concentrate on helping 

people achieve their potential. There was an emphasis on nurses as advocates for 

older people in promoting dignity and privacy, and advocating on behalf of residents 

with other disciplines, family and service providers. The importance of the role of 

nurses in promoting anti-ageist practices in everyday practice and in the overall 

philosophy of the residential setting was stressed.  

The need for advanced gerontological nursing competencies was particularly 

addressed. Participants emphasised the importance of all nurses in residential care 

having clinical skills pertinent to the needs of residents, with the objective of 

preventing unnecessary admission to hospital. A number of examples of knowledge 

were given in relation to comprehensive assessment skills and observation to 

facilitate the recognition of clinical deterioration, and the early recognition of health 

problems.  There was much discussion around the necessity to ensure strong nursing 

leadership. Participants felt that nurse leaders in residential care settings should 

have corporate knowledge – explained as knowledge of the organisation and 

systems to enable them to have an influence on how the services are managed. The 

nurse’s role in leadership was further articulated as: both enabling for staff and for 

residents; advocating for older people and articulation of service needs. There was a 

strong sense that the public perception of residential care needs to change and that 

the culture of care should be altered to reflect the vision of a home from home 

(Figures 7a and 7b).
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Figure 7a:  Visual representation of the Vision for Residential Care using a mind map  
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Figure 7b:  Visual representation of the Vision for Residential Care using a mind map
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5.1.6 Barriers and Enablers of vision for residential care 

Participants were asked about barriers and enablers in the first two focus group 

venues.  

One barrier to the vision for residential care highlighted by participants was a lack of 

honesty in terms of the older person's admission to residential care. A number of 

participants expressed concern that older people are not fully aware that the 

arrangement is long term and most are not fully involved in the decision. A lack of 

knowledge and competence related to the specific needs of older people was also 

highlighted and this concern was expressed not only in relation to nurses but also 

healthcare assistants. Another barrier was the persistence of task orientation and 

this related to other barriers such as not enough staff and time pressures. A number 

of participants specifically referred to having too much documentation and pressures 

related to HIQA inspections.  

Enablers of this vision were not articulated widely. However, at one of the focus 

groups the owner of a residential care setting described a small homely residence 

where the staff wore no uniforms and there exists a homely non-clinical atmosphere. 

This led to a discussion around the need for a change in culture in residential care 

and the difficulties of achieving balance between flexibility, autonomy and risk.  It 

was felt that strong leadership was needed to make this happen and more targeted 

education so that staff are proactive rather than reactive.  

5.1.7 Roles in Residential Care 

In the first three focus group venues, participants were asked about the nurse’s role 

changing and expanding in the context of the individual settings. The nurse’s role in 

residential care was envisaged by participants as one of an enabler. This involved 

creating a homely atmosphere and enabling older people to live life to the full. 

Participants viewed nurses in residential care as having specialist nursing roles with 

knowledge, skills and competence about older people. Person-centredness and 
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autonomy featured very strongly in all group discussions. Nurses should be able to 

lead and provide individualised care and be respectful of each person.   

In one focus group a participant that was a current resident in a nursing home was 

keen to stress that nurses should encourage independence for as long as possible 

and that nurses should endeavour to get to know the older person indicating that an 

interest in the resident’s biography or life story is an important part of forming a 

therapeutic relationship. Participants expressed that nurses in residential care 

should be passionate and proud of their roles and the role should not be viewed as a 

last resort. Working with older people in residential settings should be viewed and 

promoted as a career choice. 

5.1.8 Core knowledge, skills and competencies required for nurses in 
residential care 

The majority of the time in all focus groups was devoted to exploring what 

participants believed were the core competencies required for nurses in residential 

settings. In the first two focus group venues in particular there were a number of 

generic skills and competencies repeated time and time again e.g. Communication; 

Assessment; Clinical competencies; Professional competencies and Leadership; and a 

number of personal attributes were expressed as important particularly genuine 

interest in working with older people. In later focus groups these core competencies 

were used as central to the discussion in order to ascertain more depth of 

understanding of the meaning. The following diagrams (Figures 8a and 8b) depict the 

categories and subcategories that emerged. 
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Figure 8a:  Visual representation of competencies for nurses working with older people using a mind map 
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Figure 8b:  Visual representation of competencies for nurses working with older people using a mind map
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Knowledge 

Participants suggested that nurses working with older people in residential care 

should have wide knowledge in a number of areas such as: the normal ageing 

process; chronic disease management; legal issues; health promotion; advocacy; 

safeguarding; health policy related to ageing; evidence based practice; models of 

care; organisational knowledge; social gerontology; dementia specific knowledge. 

Participants suggested that all nurses in residential care settings should have 

knowledge about the normal ageing process in order to understand the specific 

needs of older people and be able to distinguish between normal and abnormal.  

In order to deliver appropriate care in the residential settings nurses should also 

have an understanding of the context in that it is the older person’s home. 

Knowledge of social gerontology was highlighted as essential in one of the focus 

groups particularly how social factors and social relationships influence well-being in 

later life. In terms of knowledge, a number of participants stressed that nurses in this 

context need knowledge of chronic diseases such as Chronic Obstructive Pulmonary 

Disease (COPD), Congestive Cardiac Failure (CCF) and Diabetes, and how to manage 

them. The concept of living with a chronic disease and the promotion of self-

awareness and self –management in as much as possible was highlighted.  

There was also an emphasis on personalised care planning and person-centred care.  

All participants focused particularly on dementia specific knowledge, as many of the 

residents suffer from dementia and the nurse needs to understand challenging 

behaviours and their management. Knowledge and skills in palliative care and end 

of life care were also identified as important by participants. 

Participants also highlighted the importance of nurses’ knowledge of health 

promotion and in particular their understanding of the determinants of health in this 

context (environmental, physical, psychological and social dimensions) for example: 

encouraging physical activity, maintaining connection with family and the wider 
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community were mentioned on numerous occasions as promoting health and well-

being.   

At all focus group discussions the participants that identified themselves as nurses or 

members of the multidisciplinary team spoke about knowledge of legal issues, 

advocacy and safeguarding as being important for nurses in this setting. Legal issues 

included advance planning, assisted decision making. Safeguarding policy and 

procedures particularly in relation to elder abuse recognition and reporting. 

Knowledge and understanding of advocacy and the nurses’ role as an advocate for 

older people in relation to services, with family and with the multidisciplinary team 

(MDT).  Organisational knowledge was also highlighted as important particularly 

how to access services (legal, medical, social and advocacy) for older people. Nursing 

knowledge in relation to models of care delivery that are particularly successful and 

evidence based was also deemed important. Nurses should have knowledge of 

alternative models of care in residential settings e.g. person-centred care; 

relationship-centred care; dementia specific models. 

Clinical Skills 

The clinical skills described by participants as required by nurses in residential 

settings were categorised as: assessment; communication and nursing observation. 

These were further articulated by participants in some cases as specialist/advanced 

skills. In relation to assessment, there was unanimity amongst participants in 

relation to a need for nurses to be skilled in holistic comprehensive assessment. 

Comprehensive Geriatric Assessment was mentioned on numerous occasions with 

emphasis on physical, psychological, social, spiritual, functional and cognitive 

assessments. Participants were in agreement that nursing assessments should take a 

Biopsychosocial and holistic approach. Skills in specific areas of assessment deemed 

relevant to older people were considered as core nursing skills e.g. assessment of 

nutrition & hydration; continence; falls risk and pain. A number of participants 

referred to nurse competencies in assessments of mental capacity in the context of 
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advanced planning; pain assessment in palliative care in dementia as specialist skills.  

Most participants also referred to the need for nurse prescribers.   

Communication skills were identified by all participants as core to all nurses working 

with older people. These involved both verbal and non-verbal communication skills 

specific to older people needs and cognisant of the likelihood of sensory deficits and 

the possibility of cognitive impairment and impaired literacy levels. As the number of 

residents with dementia is increasing, participants were keen to stress that all nurses 

working with older people should have the skills and knowledge to communicate 

effectively with residents with dementia. Core skills identified were those needed for 

written communication and documentation and communication with the MDT and in 

team working. Participants also identified skills in Information communication 

technology (ICT) and technology as core. A number of participants suggested that 

shared IT systems particularly in relation to documentation between acute, 

community and residential care would be advantageous to the quality of 

communication as it would reduce delays in treatments and referral.  Specific 

communication skills were identified as specialist or advanced and these related to 

leadership and management i.e. articulating a vision; conflict management; media 

communication; referral; delegation; negotiation; facilitation; business planning; 

advocacy and debriefing.   

Nursing observations and management highlighted by participants in this specific 

context were recognition of the deteriorating patient, recognition of sepsis and end 

of life care. Several participants stated that nurses should be able to note changes in 

mood, anxiety, sleep disturbances because residents can get lonely, they can get 

depressed. As one nurse participant stated nurses need to be in vigilant mode. The 

importance of education to enable nursing observational skills in this context was 

stressed by one participants as the eyes cannot see what the mind does not know. A 

number of participants specifically identified what they termed specialist or 

advanced nursing knowledge and skills as essential in the context of residential care 
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i.e. tissue viability/wound management; continence management; prescribing; IV 

cannulation; male catheterisation; PEG Feeding and palliative Care. 

Strong leadership was identified by participants as necessary in the context of 

residential care. Participants discussed the importance of a good leader to facilitate 

the vision and create the environment conducive to person-centred care. According 

to participants, nurse leaders in this context need to have corporate knowledge, 

which was further explained as knowledge of the systems and the organisation in 

order to identify and articulate service needs for residents and staff. Nurse leaders in 

residential care settings, according to participants, need to have the knowledge and 

ability to facilitate effective interdisciplinary communication; to produce business 

plans; manage a budget and possess skills in delegation and staff motivation. The 

leaders also need to be politically aware in order to influence policy developments. 

There was some discussion around the cultural competence of nurses as leaders. This 

was mainly in relation to the growth in numbers of international staff (nurses and 

healthcare assistants) that now work in residential care settings. Cultural 

competence was explained as an understanding and accommodation of staff and 

residents with belief and value systems that may be different.  

Professional competencies 

Within the professional competency category were: continuing professional 

development; holistic focus; promoting positive attitudes to ageing. In relation to 

Continuing Professional Development participants expected nurses in residential 

care to be competent professionals who continue to update and develop themselves 

professionally through education and maintain their competence and experience.  

There was a discussion in one of the focus groups about the possibility of returning 

to interview methods for the identification of candidates suitable to work with older 

people at entry level education. One participant elaborated on this point by 

articulating the need to identify people at graduate entry level who demonstrate a 

genuine interest in the fundamentals of nursing and what nursing is all about – care 
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and compassion. There was also much discussion about the levels of nursing needed 

i.e. generalist, specialist or advanced. Participants felt that all generalist nurses 

should have core competencies for working with older people and that there should 

be some specialist and advanced nurse practitioners (ANP) working with older 

people in residential care settings. It was suggested that specialist nurses in 

gerontology should manage and co-ordinate care for older people in this context and 

that ANP’s could be shared between residential settings.  

All nurses working with older people in this context should have a holistic focus 

towards older people; be person-centred and empathetic and promote dignity and 

privacy. They should be at all times focused on the quality and safety of residential 

care and promote positive attitudes to ageing through age friendly attitudes and 

actions. 

Attributes 

Throughout the focus groups a number of personal attributes necessary for working 

with older people in residential care were articulated by participants.  Nurses 

working with older people need to be genuinely passionate and committed to 

working with older people. They need to have a caring and compassionate attitude. 

To be kind and considerate and to believe in their role. Nurses need to like older 

people and like working with them. They need to be willing to change, be 

enthusiastic, innovative and creative. Several participants spoke about the need for 

nurses to take time to care. One participant stated that nurses should walk slowly. 

5.1.9 What needs to happen to support this vision in residential care 

All participants who were asked had an opinion in relation to what needed to 

happen to support nursing care within residential care settings. Categories that 

emerged from this data were: pooling of experience; support for professional 

development; career progression.  
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Participants suggested that a pooling of experience or sharing of expertise between 

residential care settings should occur. One participant suggested that an ANP could 

be shared within a group of nursing homes. Another suggested a potential model 

within the new primary care structure where there are groupings of nursing homes 

under the PCCC that ideally could pool expertise i.e. one nursing home might have a 

clinical nurse specialist in dementia, another nursing home might have a clinical 

nurse specialist in tissue viability. 

In relation to support for professional development, participants agreed that nurses 

in this context needed support by management and the health services to continue 

and maintain competence in their professional roles. As one participant said we need 

to be re-skilled regularly; technology changes, science is changing and we need to 

keep up with it. It was stressed that knowledge needs to be evidence-based and 

policies are needed to ensure that this is so. Best practice guidelines should become 

the standardised level of care. Participants wanted improved access to education 

and availability of relevant CPD courses. Particular mention was made of nurse 

prescribing; courses in advanced skills e.g. Percutaneous endoscopic 

gastrostomy (PEG) feeding; IV cannulation; male catheterisation. Participants also 

acknowledged the role of the healthcare assistants and the need to improve their 

skills and knowledge base for working with older people. Particular emphasis was 

placed on the need for education in communication skills with the older person and 

their family, and how to build rapport with them. 

In relation to the category career progression, participants stressed the need for 

clear roles and a pool of specialists in residential care. Good staffing levels were 

thought to be paramount to allow time to care for residents but also the possibility to 

release staff to go to educational days or programmes.  Participants felt that there 

should be policy to support the expanded role of nurses in this context. Nursing roles 

in residential care settings should be viewed and promoted as an attractive career 

with promotional and further education and development possibilities.  
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Summary 

Nurses within residential care should: 

 Take the time to get to know the older person and their family/significant 

others 

 Be holistic, enabling and encourage independence for as long as possible  

 Have specific clinical competencies pertinent to the needs of residents, 

with the objective of preventing unnecessary admission to hospital 

 Be passionate and interested in working with older people 

 Be an advocate, an excellent communicator and interdisciplinary 

collaborator 

The residential care setting should be like a home from home with a strong 

interconnection and integration between the residential setting and the local 

community. The philosophy should be of openness and transparency and person-

centredness, where individual autonomy and choice are encouraged and 

respected. The environment should be safe and secure but less clinical and 

respectful of the privacy, dignity and personal preferences of residents. The vision 

is of a warm inviting atmosphere where there is flexibility and freedom of 

expression encouraged and where residents have a sense of belonging.  

Nurses should have the confidence and competence to deliver care in this context. 

Nursing roles in residential care should be promoted as an attractive career with 

promotional opportunities and the public perception of residential care needs to 

change. 
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5.2. Vision for optimum gerontological nursing care in the community 

Introduction 

In the earlier focus groups (Tullamore and Galway) participants talked about the 

context of community and home as well as their vision. They referred to it in terms 

of being independent until care was needed and then on personal terms or within the 

confines of one’s frailty. Later focus groups emphasised the vision as that which is 

not be not defined by the HSE. By this it was meant that health is broader than 

illness, therefore in order to address the care needs of people, one needs to employ 

a more creative approach. This requires that those who organise care look outside 

the box and look at the bigger picture as opposed to the one that is traditionally 

visualised. There was a widespread perception that there is a multitude of non-

statutory services that are not used to best effect to maintain the independence of 

older people.  

5.2.1 Normality of ageing  

The category normality of ageing aptly captured the need for health and wellness to 

be a defining feature or – a place where I can get a little help with duties I might not 

be able to do and have activities outside the home to interact with others. Interacting 

with others and possessing strong networks was a recurring theme because the 

requirements to maintain independence could either be incredibly simple or 

complex.  

5.2.2 Staying connected 

Home and community were described as a place where staying connected was 

valued in terms of healthy aging. When additional or more formal supports or care 

packages to maintain independence were required, control and choice were 

important to participants who wished to have options for care choices in the 
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community. However, the vision was to enable, empower and assist by making 

community age friendly.  

5.2.3 Age friendly services 

These age friendly services can be delivered by adopting the view of one general 

public participant who said that; people are people whether five or 85 years old. Talk 

directly to the patient and explain what is happening in an age/anxiety appropriate 

way. Ultimately, integrated services should be accessible at a one stop shop and 

universal eligibility should be on the basis of need. 

5.2.4 Nursing input to this vision 

In terms of the nursing input to the vision for nursing in the home and community 

setting, the recurring themes were professionalism, community nursing 

competence, holism, anticipatory care, in the home, person-centred, and 

participatory care. Returning to normality and independence as mentioned above 

old people don’t see themselves as old yet clinicians see them as old’. Therefore, 

community nursing competence is required for practice to be truly person-centred. 

Another participant described this in terms of going to the world of the person when 

they were doing a visit in the home. Although anticipatory care was a recurring 

theme and considered very important, there were differences between nurse and 

non-nurse participants. Views were expressed suggesting that nursing may have a 

tendency to pathologise all older people. For example, a nurse participant suggested 

that there should be a policy to assess all (over 65 years) and plan to keep them safe. 

This was clearly not what older people want when they spoke about the normality of 

aging and the desire for care to be participatory. The preference was for an 

alternative and less intrusive approach of keeping an eye (on frail or vulnerable older 

people) and noticing problems earlier. Figure 9 below aptly illustrates the recurring 

terms: support, someone and care. 
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Figure 9: Vision for Nursing in the Home and community presented using a Wordle 

5.2.5 Barriers and enablers in home and community 

Participants were asked about enablers in the first two focus groups and the 

categories which emerged were: preparation; support to work effectively; equitable 

access for patients and team care (see barriers and enablers in figure 10 below). 

These ultimately released nurses to attend to patients who were able to access care 

delivered by a team. Nurses are seen as having a big part to play in all decisions 

because they see the situations and they (nurses) should not be rushed from place to 

place, indicating that continuity in practice is an important enabler. A lack of 

competent nurses with sufficient knowledge of older people was perceived to be 

one of themes which hindered the delivery of a quality service. One general public 

participant stated that there was not enough focus on older people and ageing 

demographics in nurse education. However, this view was not seen as the impetus to 

drive specialisation as articulated by a political representative; we should reduce the 

emphasis on specialists, as all nurses should display values of empathy and 

understanding and should have regular access to CPD programmes that have 

examples of the older person’s needs.  



109 

 

 

Figure 10: Visual representation of barriers and enablers to nursing in the home and 
community using a mind map 

 

The second barrier theme was the pressurised work environment stemming from 

pressure at high level – KPIs and other targets etc. …hierarchical systems. This 

resulted in reactive rather than proactive care, which meant for example, 

inadequate health promotion with groups such as an aging ID population who did 

not receive services to meet their needs. The public health element of the PHN role 

was under-utilised and underdeveloped. 

5.2.6 Roles in home and community 

In the first three focus group venues participants were asked about the nurse’s role 

changing and expanding the role in the context of the individual settings. The 

findings are presented in figure 11 below. Due to the diversity of community as 

context, it was unsurprising that Nurse as Navigator emerged as vital to the role. In 

particular, the nurse as referral agent requires them to have a good knowledge and 

understanding of the resources available within the care team and to be able to refer 

for assessment, provision of therapies and equipment. The PHN was seen as the key 

link between everything.  Specific specialist and generalist roles are vital to care 

delivery, with CNS working alongside PHN in primary care. There were however, 

other participants who expressed a view that the generalist role of the PHN needed 

to change and that nurses should focus on either older people or babies and children. 

Moreover, others suggested a need to develop specialist nursing roles with generic 

knowledge and skills around older people.  Regardless of role, experience featured 
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prominently, with one general public participant emphatically questioning if the 

present system (was) conducive to producing good nurses for the future, needs plenty 

of hands on experience – Nothing Beats Experience. 

Experience alone would not sustain a community nursing role and there were many 

participants who discussed the limits of competence. This requires nurses to 

acknowledge one’s limitations and need to know when to refer on – know what you 

don’t know. The community and home context was a place where nurses need to 

continue to refresh their skills. Currently nurses may lose their clinical skills (e.g. IV 

cannulation and IV therapy) … that they may have had back in acute care. This was 

especially important as participants gave examples of initiatives requiring expanded 

nursing roles such as OPAT (outpatient antibiotic treatment) and CIT (community 

intervention teams). It was considered vital that nurses working in the home and 

community setting were passionate about the role and that they chose it for more 

than pragmatic reasons. They wanted a sense of nurses delivering services where 

they are excited about themselves as providers of excellence, that gerontology is not 

just a second thought. A further example of the person-centredness was described 

from a participant’s personal experience, as a greater empathy for the older person 

by not directing the home help to put an 85-year-old lady in her pyjamas at 6.30pm if 

she doesn’t want to. 
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Figure 11: Visual representation of the potential roles of the nurse in the home and 
community setting using a mind map 

 

5.2.7 Core nursing knowledge, skills and competencies 

The bulk of time, where possible in each focus group, was devoted to exploring what 

participants believed were the core competencies required for nurses in the home 

and community setting. Some facilitators described how they were not sure whether 

they really go to the bottom of this and felt that some of what was identified was 

very generic e.g. communication, advocacy, organisation and management. When 

using the mind map exercise one stated that no matter what was put in the centre, 

the same thing came out e.g. knowledge in centre, compassion came out and vice 

versa. Nevertheless, the participants provided a large volume of data, some brief 

and some in more depth, which was conceptualised into the following themes: 

Personal attributes; knowledge; skills; attitudes; professional Issues and on-going 

Education. These and the categories from which they emerged are presented within 

the following figures (12a and 12b). 
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Figure 12a: Visual representation of themes relating to competencies for nurses working in 
the home and community context using a mind map 

 



114 

 

 

Figure 12b: Visual representation of themes relating to competencies for nurses working in 

the home and community context using a mind map
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Knowledge, skills and attitudes as constructs of competence were separated and 

used in questioning participants, and thus are a priori themes. Categories appearing 

in knowledge may also appear elsewhere in skills and attitude. The remaining 

themes were conceptualised from the remaining non-categorised data. 

Personal attributes  

The personal attributes of the nurse were a recurring theme and one that nearly all 

participants could both identify with and could almost create a pen picture of. 

Reducing the data created two categories i.e. inherent personal attributes that the 

nurse came to the profession with, and attributes to be nurtured which described 

that which academic and clinical education could enhance. Examples of the former 

were; Warmth, Motherly chatty nurse – engaging … and good sense of humour, 

common sense. Whereas examples of the latter included an age friendly attitude and 

confidence in self as a nurse. An interesting analysis by a facilitator related to 

political awareness in the suggestion that nurses need to be politically aware and 

able to inform …we (nurses) are not good at participating or informing at a national 

level or informing policy development. 

Knowledge 

In view of the diversity and complexity of care needs of older people in the home 

and community setting it is not surprising that participants would expect that nurses 

working in that setting would have wide knowledge requirements. These were 

categorised as: physiology of ageing; chronic disease management; community 

context; care delivery models; promoting healthy ageing; safeguarding; and legal 

and rights perspective.  

Participants suggested a need to have nurses in the community that focused on 

older person care… to be able to deliver the services. Important areas highlighted 

included assessing capacity, safeguarding and acknowledging those processes. Apart 

from the older person, the community context was the other key area because, 
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knowledge of home concept - this is where people want to be. In order to deliver 

interventions in the community, nurses need to have an encyclopaedic knowledge of 

local area, and a knowledge of where and what is available. In terms of knowing the 

Community context, one participant stated that; it’s about going back to the public 

health nurses’ old role, back to the basics of knowing who your catchment area is 

and they don’t feel that the nurses know that anymore. Another elaborated on the 

concept by describing; community awareness, community knowledge and 

community understanding, thus allowing the nurse to match client needs to 

resources. A participant described how this knowledge was operationalised:  

She (PHN) had a very clear vision of what every single day care or every single 

service offered and could match that with the needs of the client, not just 

clinical needs but e.g. a person’s husband was in hospital and she had 

difficulty driving in but she could drive to the outskirts of the city so the nurse 

said to her go in there (named) and you can park, you can get the link bus 

over, see your husband and get the link bus back, it works so it always comes 

down to that knowledge. 

Skills 

The skills described by participants as required by nurses in the home and 

community setting were categorised; leadership; communication; team working; 

comprehensive assessment; organisational/managerial; and care-delivery. Even 

when participants were challenged to specify skills required, they were clear that 

core nursing skills were needed that should be standardised and consistent. 

A key skill related to strong leadership. It was described both as a competency and a 

skill that many expressed opinions on. One facilitator stated that there was a lot of 

discussion about the right people being in the right job, and the right leaders 

possessed the capacity to maybe give nurses more scope to be more self-directed and 

have more autonomy. Communication was a recurring theme in all focus groups. It 
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was considered a key skill for nurses with older people in the home and community 

setting. It incorporated verbal, non-verbal and written communication. It requires 

one who actively listens, one who enquires, probes, one who follows up and one who 

can adapt communication styles according to the circumstances. Perhaps more 

advanced communication skills were required for open disclosure, which was also 

discussed. This was described as being about being non-judgemental, about being 

open and transparent, and disclosing when things go wrong so you learn and live 

from your mistakes and learn and admit mistakes. 

In terms of team working, it was suggested that the PHN and the nurse in the 

community should be working hand in glove with the GP and that nurses could act as 

the glue that brings all the team members together. Nurses needed to be capable of 

comprehensive assessment of patients’ physical and psychological needs. In the view 

of many participants, this was driven somewhat by the whole comprehensive 

geriatric assessment included in aspects of the current medical record booklets. The 

holistic approach was not just looking at the illness but at the older person as a 

whole and that includes the environment etc…and bringing the family into the 

assessment. Organisational and managerial skills incorporated how care was 

organised in an integrated way, or needed the skills to be delivered in a transitional 

way. Caseload management was considered a key skill as were; coordinating, 

advance care planning, mediation, managing complex cases, negotiation, promoting 

independence and self-care. 

Care delivery related to how nursing interventions were deployed and the skills 

used. Skills such as nurse as navigator or network person or a single point of contact 

and described how the nurse would be linking, not just with the health services but 

other services in the community so the active retirement group, the rural transport 

people anybody that can actually impact positively around older people’s services 

and the care of older people. This skill is informed by knowledge of community 

context as mentioned previously because there was acknowledgment that …how 

(else) do you navigate the complex health and social care system. Navigation skills 
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were not seen as culminating in identifying potential services, but in using them and 

doing so creatively.  

Creativity described thinking outside the box and having a bigger view, a wider view, 

being able to network, the one thing that came up a lot was communication, the 

visibility of the public health nurse, the knowledge, their personal knowledge of on 

the ground services and being able to address them in a broader way. An example of 

creativity related to encouraging and harnessing volunteers. One of the participants 

talked about somebody that was about to retire and her expertise is going to be such 

a huge loss, even just to harness that in some shape or form whether it is an 

advocate …they could still be used if at all possible. In addition to encouraging others 

to advocate, advocacy was also recognised as a key skill for nurses in the home and 

community setting.  

Care delivery was considered to require skills in clinical decision making as nurses 

functioning even as part of a team, they are still often alone making major decisions. 

Care delivery also requires a nurse to be a smart worker (in terms of) using IT skills 

and iPhones supported by excellent IT infrastructure. 

Attitudes  

The knowledge and skills of the nurse need to be delivered with an age friendly 

attitude. Care needs to be holistic and person-centred. One facilitator captured 

person-centredness succinctly as going to the world of the person – meeting them 

where they are. An overarching theme was compassionate care. This incorporated 

self-awareness, empathy, caring, genuine commitment, listening, kindness and a 

sense of humour, sensitive to carer stress and financial concerns. Similarly, the 

importance of reflective practice, i.e. being able to reflect on what has gone on or if 

you would manage things differently, why you might react in a certain way and in 

order to prevent compassionate burnout was identified.  
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Reflection as described above was closely aligned with self-awareness. There was a 

suggestion that if there isn’t self-awareness people might not even bother looking at 

the person or a whole list of people…not really looking at the big picture of the 

individual. Resilience was another attitude found. One participant discussed how the 

service was run like a really tight ship, everything was so tight and that they tried to 

make it run tighter, it meant work twice as hard like trying to face these challenges 

and keep facing them is difficult. 

Professional Issues  

Data informing this theme were categorised as developing competence, 

maintaining competence and experience. Developing competence originated with 

education in that nurses are expected to be educated, confident and competent 

health professionals. Effective education was stressed because there were examples 

given of people coming into nursing generally having very good skills (wanting to be 

with people) but there is a responsibility that in education these skills are 

maintained. Participants were not necessarily forthcoming about the nursing levels 

needed to be generalist, specialist or advanced. Instead there is a need for qualified 

enthusiastic staff who are working in the area because they want to be, not because 

it geographically suits them. These nurses need to be able to deliver quality care, and 

where specific training was mentioned, it was in for example training in breaking bad 

news, discussing and management end of life care. Specific roles were seen as 

requiring additional competence such as the case manager because they were seen 

as the interface between the PHN, multidisciplinary, geriatrician she would see the 

patient before they were discharged and basically join all the dots …and involved in 

constant tracking. 

Maintaining competence was discussed in the context of the need for more CPD. 

Ideally there should be opportunities for shared learning and there is a need to 

reframe nursing post training as complex needs require specialists. Experience 

naturally has an impact on professional competence. However, in the context of 
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home and community, one of things that there was a difference of opinion, you (a 

nurse) need to be experienced so you know your area, but you don’t need to be 

experienced the service user said to care but if you ask them do you need someone to 

be a network, well that’s the nurse. This suggests that care and community 

knowledge are both very important. 

5.2.8 What needs to happen in home and community 

All participants who were asked had an opinion in relation to what needed to 

happen to support nursing in the home and community setting. From this data 

emerged categories described as: value the uniqueness of community, strategic 

planning for old age, recruit and reward, and support. These categories represent a 

continuation of a thread, which originated in the context of care and the vision at 

the outset of the process. The categories and the data and sub-categories from 

which they emerged are presented in Figure 13. 

Participants’ descriptions pointed to a need to value the uniqueness of community. 

This context of care encapsulated a place where the majority of older people were 

not ill, therefore there needs to be an emphasis on health and wellness.  

There are a wealth of resources available in communities that people are unaware 

of, but not all communities are homogenous. To use community resources 

effectively in health and illness, there needs to be education of both nurses and the 

community. Other suggestions to facilitate dissemination of this knowledge were to 

use directories of services that were actively promoted and easily accessible. Where 

older people were vulnerable or at risk and needed more support, anticipatory care 

as previously identified was recommended, but in the context of a PHN population 

health approach. This was aptly described by a facilitator who stated that: 

The area should dictate what the role of the PHN is and they should go back 

to that surveillance piece where they all knew who was at risk in their 

community, that has come up every time (Facilitator Cork). 
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Figure 13: Visual representation of categories within what needs to happen in home and community using a mind map
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Understanding the social determinants of health was considered very important in 

maintaining older people in home and community and required an overall shift from 

a medical to a social model of care. Consequently, more nurses are needed who 

understand that ‘social needs’ can be almost as important as medical needs. Many 

older people on their own need someone to listen. There was a view that the HSE has 

gone overboard with not using non-professionals because they need Garda 

screening, child protection training and as a result it doesn’t happen, we have so 

much red tape …they have a huge amount to contribute. 

It is unsurprising that many participants identified the need for strategic planning 

for old age as the thrust of much of the responses putting the older person at the 

centre. Facilitator feedback from Galway captured participant sentiment as follows: 

it has to start at the top so strategic policy development from the Department of 

Health to ensure that needs could be met, that the actual outcomes were both 

realistic and smart in practice. Suggestions encompassed supporting people to live 

well by promoting health and better integration of services. Transitionary care needs 

to be enhanced with CITs, case mangers OPAT to mention but a few. Appropriate 

and timely specialist care deserves attention as ‘waiting times are (currently) too 

long for older people so we need more community geriatricians. Patient passport 

was mentioned starting with the first point of contact for the patient and that could 

be developed and follow the patient in a single assessment tool that would follow on 

in to the acute setting or in and out across, a span across the boundaries. 

In an effort to prioritise care of the older person, there were questions that perhaps 

this care should be mandated like child health is mandated for PHNs. While child 

health services are universal, there was some disagreement with regard to how such 

services for older people should be delivered. As stated earlier, while some 

participants firmly believed that all older people should be seen and assessed, there 

were just as many who held opposing views. It was suggested that ageism needed to 

be tackled far more effectively and that what needs to happen is a national 
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awareness campaign to change attitudes towards older people and going into the 

schools to educate children about old age. Older people themselves wanted to be 

involved in such initiatives. 

The one key word in the recruit category was ‘more’.  In addition to MDT roles such 

as more GPs and social workers and other allied health professionals in terms of 

nurses they included; more PHNs, more community staff nurses with gerontology 

diplomas, more PHNs trained specifically for older people, more specialist nurses, 

CNS and ANPs. Ultimately, there was a desire to return to proper staffing levels and 

that these should be safe staff levels in practice, not on paper. Encouraging nurses to 

work in the home and community with older people needs a reward/incentivise 

approach. There were questions by participants asking are we not doing enough to 

incentivise nurses to work with older people? Nurse participants suggested that 

community (nursing) should be promoted as an excellent attractive career.  

From the data emerged, three sub-categories describing what needed to be done i.e. 

educational preparation, career progression and creating the environment for 

nurses to nurse were identified. In this way it was perceived that nurses would, 

firstly, be educationally prepared (both initially and continuing mandatory CPD) for 

their role with older people in a community context. Secondly, they would have 

opportunities for career development in specialist and advanced areas, of benefit to 

themselves and their clients. Thirdly, nurses would be enabled and empowered to 

do what they were educated to do, which was to have time to provide direct nursing 

care to people. There was acknowledgement that services needed to get value from 

further education as educational funding is currently not used effectively. This would 

require providing opportunities for nurses who do master’s and other post graduate 

programmes to implement changes in their service areas with the support of their 

managers. 

Support was seen as a vital component to ensure nurses could provide effective care 

to older people in the home and community. Effective leadership for nurses, where 
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the right people are in the right roles. There was a suggestion that a good leader 

looks like a person who updates their practice, they listen, they act, they are decision 

makers, they recognise skills in people and help them to work on their skills and in 

order to attract leaders of this calibre it is necessary to provide scholarships for 

leadership and fire people who are not performing. Effective leaders with 

responsibility for devolved budgets would be able to effectively manage staff by 

rotating them, implement clinical supervision, and ensure caseloads are 

manageable. However, there would need to be proper facilities for staff to work 

from and clerical support to allow nurses to nurse as articulated above. There was a 

view that waste was a feature of current services, so reducing waste was a priority 

for the future. 
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5.3 Vision for optimum gerontological care in the acute care context 

Introduction 

The vision for optimum health and social care revolved around staff, environment 

and systems that were integrated, age-attuned, and person-centred with a 

concurrent shift from a disease focus to a health and living focus. A shared 

philosophy of care with a person-centred focus and a universally agreed 

gerontological approach to care was seen as important by most participants.  

Summary 

 
Nurses working within the home/community care setting should have the 

following core competencies including: 

 

 skills as a navigator linking, not just with the health services but other 

services in the community 

 an age friendly attitude  

 community awareness, community knowledge and community 

understanding 

 holistic, person-centred and compassionate practice 

 recognition that they are going to the world of the person – meeting them 

where they are.  

 an understanding of all determinants of health 

 

The key elements emerging from the findings in this section are: that nurses 

working in a community or home setting need to be acutely cognisant of the 

context of care (i.e. the person’s home). In acknowledging what is often a wellness 

focus, they need the ability to see beyond illness. Consequently, nurses need to be 

creative in their care planning, incorporating interventions that are often social in 

origin. More community nurses need to have specialist education in care of older 

people. Additionally, initiatives such as patient passport or a single assessment 

tool could facilitate integration across the boundaries. 

Ultimately the care delivered by nurses needs to be both passionate and 

compassionate.  
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Participants were asked for their vision for quality health and social care for older 

people in the acute care context. Whilst focus group facilitators sought to use a lens 

where the emphasis was on a futuristic vision with a broad health and wellness 

approach, participant discourse inevitably revolved around frustrations with the 

acute care services, principally access to services. “Waiting” was a term repeatedly 

used, waiting for review, waiting in the emergency department, waiting on a trolley, 

waiting for admission, waiting for a bed, waiting for their family to visit, and waiting 

to be fed. This narrative was accompanied by the perception that older people 

sometimes deteriorated whilst waiting. Such a hospital associated decline was partly 

explained by missed opportunities for nursing interventions resulting in inadequate 

hydration/nutrition, reduced mobility, and feelings of isolation/loneliness. Members 

of the public noted that the care was good on the wards but the struggle was to get 

to the ward in a timely fashion. 

5.3.1 Age-attuned 

In terms of age-attuned environments, the example of specialist paediatric units was 

quoted on a number of occasions. A paediatric unit is very distinctive in terms of the 

environmental differences as it is generally planned to meet the needs of the child 

and their parent/guardian with play areas and access to onsite play therapists. 

Similarly, age-attuned environments were variously described as: specialised fit for 

purpose spaces being co-designed with patients and their families; less rushed, 

where nurses had time to communicate; minimum level of noise, and traffic 

throughput; adequate space and access to equipment; tranquil places with a culture 

of warmth, where dignity, privacy and optimum patient functioning could be 

supported. The space would facilitate living as well as medical care as required. 

Living in this context related to space for social interaction and social activities, 

space for mobilisation, and space to engage in onsite therapies. The need for the 

space to address the particular needs of the person with intellectual disability, 

confusion, and dementia was also highlighted.  
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The transit experience of the older person through the emergency department (ED) 

was a shared concern for many focus group participants. Solutions offered included: 

community pathways and services which kept the older person away from the ED 

(admission avoidance); rapid access to diagnostics (streamlined access); specialised 

ED admission/care areas for older people; where possible. Key patient groups 

mentioned by participants who could be supported to avoid admission included: 

older people with ailments that could be diagnosed and treated in the residential 

care setting or at home; patients on waiting lists for elective procedures and the 

dying patient. 

5.3.2 Real gerontology 

The rigidity of the hospital culture setting was not seen to equate to real 

gerontology.  Gerontology was viewed as both a social model and a medical model 

combined. Nurses need to understand the importance of hope to the human spirit 

and work with an enabling humanistic approach which builds on strengths, 

acknowledges weaknesses and seeks to maximise quality of life. Focus group 

participants in particular nurses themselves and members of the public noted the 

need for more frontline nurses, nurses at the bedside, optimum skill-mix, and that 

nurses need to make time to nurse which could involve more streamlined 

processes, less administration and delegation of some duties. Nurses needed to 

refocus on what was important, that is: therapeutic communication with the person, 

understanding their needs, anticipating their care needs, explaining what is 

happening, attending to basic needs for example ensuring enough fluid/nutrition, 

easy and timely access to the toilet. Nurses also have important autonomous 

specialist roles that can streamline care processes and timely access to treatment 

including: triage of the patient in the ED, taking a history, diagnosing, ordering 

investigations, nurse prescribing, nurse facilitated discharge, and liaising with 

primary care. 
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However, the reality of many services operating in isolation or with limited defined 

navigation pathways was articulated by many participants. Thus, integration across 

the system, service and staff translated into:  

• Shared IT systems across acute, primary and tertiary care; unique patient 

identifiers; patient passport; common, generic documentation; avoidance of 

repetition of information requests by multiple staff and at multiple 

transition points in care;  

• Timely streamlined access to diagnostics, interventions, services, care and 

rehabilitation; 

• A focus on pre-determined bundles of care which maximise patient 

functioning across physical, social & psychological domains whilst in acute 

care services; 

• A concerted focus on discharge planning from admission, integrated care 

pathways with supportive care packages/bundles for patients who need 

support upon discharge;  

• Increased emphasis on supporting the older person towards being 

discharged to their own home as opposed to the alternative (i.e. admission 

to residential care), where possible; 

• Corporate leadership, staff and a system that listens to and acts on patient, 

family and staff feedback whilst ensuring quality, person-centredness and 

safety are core standards; 

• Greater emphasis on valuing and nurturing all staff members. 

 

Integration transcended the boundaries of multidisciplinary teams within the acute 

care environment and linked across the boundaries of acute and primary care. One 

older person articulated it as:  

I would like to think that the people caring for me although I understand there 

will be a team with different expertise in that they are really good at 
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understanding of each other’s roles and talking to each other. I would like to 

think that they were all in their own ways you know kind of maintaining my 

integrity as a person and that’s all psychologically, physically and then the 

same as in the community with your strengths base person-centred. 

Integrated with the community and not stand alone. 

The connection and integration between acute and primary care was seen as being 

particularly important so that patients in acute care had access to pre-planned, 

proactive home care packages, services, transport, and the multidisciplinary team in 

their own home. 

A system that listens translates into measurement of staff and patient satisfaction, 

staff happiness, and acting upon feedback received and service complaints. In 

addition, the system needs to identify, measure, and track trends in the key 

hallmarks associated with person-centred care and promptly address issues 

identified. 

Being person-centred, dignity, honesty and choice were phrases often articulated in 

the same sentence. For the older person, choice is important. Members of the public 

and patients very much viewed themselves as decision makers or decision partners. 

Older people acknowledged that acute care environments were often associated 

with being vulnerable and fearful and patients regularly felt disenfranchised and 

stripped of their personal identity. In particular, the wearing of hospital gowns, 

pyjama tops without bottoms, routinized care, mixed gender wards and the 

identification of patients as numbers or conditions added to the perception of loss of 

identity and dignity. Additionally, the lack of confidentiality was linked to patients 

not having their own space and privacy. One focus group participant (member of the 

public), outlined her vision of good quality acute care as: 

I would like to be attended to as a person and if I am in there because I am 

seriously ill, I would like someone to tell me and not fudge the issue. Know 

that I would be very fearful if am in there and that I am not a number so 
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because I have often heard in hospitals, your-one down in bed number sixteen 

is causing trouble again, so I need somebody to help me through that fear 

and because I am older I am probably closer to death and even in that I would 

like some hope.  And at the end of the day I would like you [the nurse] to help 

me to do what I can.  

One focus group facilitator after hearing input from six participants summed up 

person-centred care as: 

To be attended to as a person, for care to be delivered where people are 

honest with you and that you are integrated, you know that you are part of 

the decision making process, you are not a number, you would like to have 

hope even when you are facing death, you want holistic assessment and what 

that means is considering more than the physical so even though you might 

be ranked according to some kind of a physical acute illness, you want kind 

the assessments to take account of capacity and psychological and emotional 

and all the rest of it. 

Participants noted that patients’ rights are being compromised if they are being told 

they have to go to a nursing home because there isn’t a care package not because 

they can’t be at home but because there isn’t a care package for them. Nurses were 

described as the guardians of personhood who had the power to give patients back 

the control through being at the bedside, knowing the patient and their needs and 

priorities, giving of time and information, the inclusion of patients in all decisions 

and through advocacy. The needs of the individual were encapsulated by this 

quotation, the nurse needs to recognise that one size does not fit all - the person has 

to accommodate into the system, rather than the system accommodating the person 

- needs to be responsive to the person and their needs and their family’s needs and 

the society they come from. 
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The overall standards for acute care and rehabilitation were articulated as:  

 Have a shared philosophy and universally agreed gerontological approach to 

and environment for care of the older person in hospital or in rehabilitation; 

 Know the person, their priorities and needs; 

 Safeguard the person through being person-centred and authenticating that 

the system and staff listen, learn and respond in a timely fashion; 

 Start with ability first and build on that; 

 Shift from a sole disease focus to a health, well-being and living focus 

 Demonstrate patience and take time to care. 

 

5.3.3 Competence requirements of nurses in the acute care setting 

In terms of competencies the following were seen as absolutely critical to nursing 

with the older person: communication and relationship building; optimum 

assessment skills; specialist knowledge and skills; being professional, being a 

collaborative leader. In addition, optimum nursing care was facilitated through the 

nurse knowing the person, knowing the environment and knowing the system. 

Nurse as communicator 

Competence in facilitating communication and the development of interpersonal 

relationships was seen to be a fundamental or foundational competence. This 

included two nursing roles: communicator and relationship builder which are 

fundamental to the nurses’ role as team worker, collaborator, navigator, and 

delegator. One focus group facilitator in a de-brief noted that the closer you are [as 

healthcare professional] to the patients the more you value communication and time 

with the patient.  The further away you are from the patient the more you value 

maybe other things. 
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Focus group participants noted communication firstly involves knowing the person 

and their needs (Figure 14). One participant gave a practical example of this as 

knowing the importance of wearing lipstick every day and getting dressed in day 

clothes every day.  The person needs to be at the centre of the communication loop 

as opposed to being the subject of the communication. This in turn facilitates the 

person in feeling engaged, connected and encouraged. Environmental 

considerations in terms of facilitating communication mentioned by participants 

included better signage, wearing of uniforms with name badges, and ensuring a 

quiet environment to facilitate hearing. Also using multiple modalities for 

communicating critical information was noted to be important e.g. TV screens, 

multimedia, written information, text messaging etc. Key nursing skills included: 

listening, using verbal and non-verbal communication skills and having skills to 

recognise and respond to communication barriers. In addition, nurses transmit 

information between different individuals/groups thus this competence involves 

the ability to receive large volumes of information, decipher out the important 

pieces, synthesise the information and transmit the information to third parties in 

both verbal and written format. Thus both verbal and documentation skills are 

essential. 

Listening and hearing entails: understanding why listening is important; giving time 

and patience to listening; listening with interest; checking for understanding, and 

ensuring the person knows they have been heard. Non-verbal communication skills 

involve: the nurse being aware of their body language; maintenance of eye contact; 

smiling and use of therapeutic touch. Nurses’ verbal and nonverbal skills were seen 

to be equally important in terms of transmittance of messages. Negative non-verbal 

messages were seen as a barrier to communication. A positive attitude was 

associated with greater likelihood of effective communication. Verbal 

communication skills encompass: ensuring privacy for certain conversations; a 

greeting and introductions (name, role); awareness to and sensitivity to verbal tone, 

language and context of discussion, and respectful communication.  One older adult 
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participant noted staff should introduce themselves when they approach me, so to 

maintain my privacy.  Just because I am old, I am not deaf so don’t talk about me on 

the corridor, talk to me not at me or over me. 

The difficulty for older people in communicating with nurses whose first language 

was not English was highlighted; this in turn places an additional burden on such 

nurses to ensure that their message is heard and understood. 
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Figure 14:  Visual representation of the two subcategories of “know the person” and “know the person’s needs” 
using a mind map 
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Nurses in all contexts need to recognise ethnic, cultural, and religious differences 

and their impact on what was termed respectful and appropriate communication 

based upon those differences (Figure 15). The nurse needs to be able to recognise 

and respond to individuals with communication barriers e.g. hearing, visual and 

communication impairments. The level of responsiveness is graduated with 

experience and the acquisition of specialist skills. The nurse working with older 

people consistently needs to have the skills to communicate with patients with 

delirium, confusion, dementia, communication disorders that can result from stroke 

or brain injury.  

 

Figure 15: Visual representation of specialist communications skills using a mind map 

 

Information communication technology and informatics was seen as offering a 

process solution by which streamlined, effective integration of services could be 

facilitated. Thus nurses need to have an ICT awareness of and skills to: use mobile 

technology; access information; input information, create care plans, and basic data 

analytics to interpret quality metric trend data (Figure 16). 
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Figure 16: Visual representation of Information technology and informatics using a mind 
map 

 

The ability to build and maintain relationships, also termed relational skills, was 

mentioned by most participants. This involved building relationships within an ethos 

of understanding of roles, respect for roles and honesty in communications. The 

ability to build and maintain relationships is fundamental to the nurse as team 

worker, collaborator, navigator, and delegator. The extent of the network of 

relationships varies according to roles with those involved in navigator roles having a 

greater understanding of diverse pathways and referral processes (Figure 17). 
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Figure 17: Visual representation of the competence associated with building relationships and collaboration using a mind map 
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Nurse as assessor 

Nurses require knowledge, skills and competence to facilitate a holistic person-

centred assessment of the patient and their needs. These include: knowledge and 

skills relating to assessment and prioritisation of care needs. 

Assessment skills require knowledge of normal physiology, body functioning with 

concurrent observation, visual thinking, and problem solving skills to facilitate 

problem recognition, clinical judgment and ultimately diagnosis (Figure 18).  

 

Figure 18: Visual representation of skills related to problem recognition using a mind map 

 

The words comprehensive assessment were used in many contexts and reflected a 

diversity of meaning but generally involved the nurse completing a biopsychosocial 

assessment with the patient. One participant at the Sligo focus group noted that, the 

comprehensive geriatric assessment - a nurse should be able to assess holistically 

from a social, physiological, psychological and spiritual [perspective] but understands 

what that actually means and it is easy to actually say that and then use that “in 

place” assessment to then refer appropriately to the correct services but then you 

need to know what the correct services are, you need what the community services 

are, you need to know what proper discharge planning is so it is about matching it all 

up. The critique offered in terms of current assessment processes in the acute care 

context related to the predominant focus on physical assessment whereas for the 

person the psychological, social, existential are as important (Figure 19). The nurse 
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needs to be familiar with common assessment tools, be able to perform and record 

the assessment and prioritise care based upon the results of their assessment. Care 

interventions were to be prioritised without losing sight of the person, their 

preferences, and needs. Assessment was not viewed as a once off activity but 

reflected a constant state of vigilance where the nurse was alert for signs of clinical 

deterioration and constantly evaluated the effectiveness of interventions.  

 

Figure 19: Visualisation of the subcategory comprehensive assessment using a mind map 

 

Nurse as coordinator, manager, leader 

The nurse was viewed as: a coordinator of care who was actively involved in easing 

the person’s transitions in care; manager; and leader being a champion and being a 

leader at local level (Figures 20a and 20b). A distinction was drawn between acting 

as a leader and as a manager, while both may occur in the same role, the context 

and requirements at the time mean that the nurse will use different skills in different 

contexts.  
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Figure 20a: Visualisation of the subcategory of the nursing role as coordinator, manager 
and leader using a mind map 

 

Either way, the nurse needs to value the nursing role, and its’ contribution. They 

need to have a passion for the development of gerontological nursing and the 
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confidence, assertiveness and courage to promote it. Leaders can nurture other 

nurses, students with an interest in and passion for working with older people. 

 

Figure 20b: Visualisation of the subcategory of nurses’ passion for gerontology using a 
mind map 

 

Nurses need to care for themselves thus self-care emerged as a subcategory. Self-

care particularly referenced stress management and access to debrief, counselling 

and supportive services. 

Nurse as scholar and knowledge to underpin care 

Knowledge of normal physiology and psychology of aging was deemed to be 

important. Given the acute care context, all nurses need to be familiar with the 

pathophysiology and illness trajectory of common acute and chronic illnesses and 

their presentation. Illnesses affecting cognitive function and frailty were mentioned 

by most of the focus group participants.  Understanding the impact of 

comorbidities, polypharmacy, and complex often chronic symptomology were also 

cited. Nurses need to understand the impact of immobilisation, dehydration, 

nutritional deficits, and medications on the individual. Older people in the acute 

care context are often hospitalised at the terminal phase of their illness thus, end of 

life care, care of the dying person and skills in palliative care were also mentioned 

by some participants. 

Some skills were perceived as specialist although the argument could be made that 

these are fundamental nursing interventions; these included: phlebotomy, IV 

management skills, catheterisation, management of pumps, catheters.  
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Management of pain, incontinence, constipation, respiratory complications were 

noted as problematic in some instances and required experience and skills which 

were developed with practice. The ability to prescribe was seen as providing more 

rapid, targeted access to medication where required. Given the fact that the older 

person is perceived to be vulnerable; legal and ethical knowledge were deemed to 

be particularly important. Practicing from an evidence base to ensure safe and 

quality care was a central core standard mentioned by some nurses. The nurse as a 

lifelong learner and scholar requires that he/she is involved in a continuous cycle of 

updating, linking domains of knowledge, consolidating knowledge through 

practice, and interdisciplinary learning. One participant stated that nurses need to 

be re-skilled regularly, knowing that technology changes, science is changing and we 

[nurses] need to keep up with it and it needs to be evidence based.  Integral to the 

role of nurse as scholar, is the nurse sharing his/her knowledge with others e.g. 

being a role model, and through preceptorship, mentorship and coaching. 

Opportunities for career progression incentivises knowledge and skill development, 

thus the continuation and development of career progression opportunities for 

nurses within gerontology is important (Figure 21).
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Figure 21: Visual representation of specialist knowledge and skills using a mind map 
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5.3.4 Nurse attributes associated with optimum communication and care 

Nurse attributes associated with optimum communication and care in the acute 

care setting were outlined by focus group participants. These included: having a 

passion for working with older people; having a consistent and positive attitude to 

aging, and being compassionate, kind and gentle. The ability to empathise with the 

older person and walk in their shoes was thought to aid understanding of the 

person’s illness and life experience. Promoting dignity through respect, honesty, 

having patience and giving time, and ensuring privacy were mentioned throughout. 

Being a reflective practitioner through recognising what works/doesn’t work, is 

essential and helps with practice development. 

Moral courage was described as having the confidence and courage to challenge 

misconceptions regarding gerontology; have a vision for gerontology; courage to do 

the right thing; courage to advocate for the person and the profession of nursing. 

Those nurses with moral courage were thought to have a considered understanding 

of ethical concerns, debates, and human rights; believe in the value of humanity; 

understand the importance of hope to the human condition and were prepared to 

work from a strengths base.  

5.3.5 What needs to happen 

Many of the recommendations related to the environment, staff and organisational 

culture of the acute care services and the need for these to become more age-

attuned. Principally within the acute care service there is a need for a shared vision 

and understanding for person-centred care underpinned by a holistic 

gerontological approach.  

All registered nurses within the acute care services need to have an understanding of 

the unique needs of the older person and the challenges they face as they transit 

through the acute care setting. The skills of nurses can be used to streamline the 

journey of the older person through the hospital setting by facilitating nurse  
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 autonomy, using nursing skills more and having an optimum skill mix of 

administrative staff, care support staff, frontline general nurses, specialist 

gerontology prepared nurses and advanced nurse practitioners. By using nurses to 

nurse the care of the older person can 

become more individualised and 

targeted.  

All nurses should be able to 

catheterise patients, place IVs, and 

take bloods; as these skills facilitate 

rapid access to acute care 

interventions. Key nurse roles include: 

triage, ordering of investigations, 

prescribing, interventions, primary 

care liaison, and nurse facilitated 

discharge. Clinical nurse specialists 

can advise, oversee patient 

management based upon their 

specialist area, for example 

management of chronic conditions 

(e.g. COPD, dementia, diabetes, 

Parkinson’s disease) and specific crisis 

management (e.g. delirium) and 

management of chronic symptoms 

and conditions (e.g. frailty, tissue 

viability, pain, continence). Advanced 

nurse practitioners can take and 

manage patient caseloads and 

manage episodes of care with their 

ability to assess, treat and refer as appropriate. 

Summary 

Nurses working within the acute care 

services: 

 Need to take time to listen and care 

 Know the person and his/ her 

priorities/preferences 

 Be kind, compassionate 

 Place the person at the centre of all 

communication and care activities 

 Shift from a predominantly illness 

focus to a combined health, 

disease, wellness and living focus. 

 

The environment needs to be age-attuned 

and person-centred. The system needs to: 

prioritise the person whilst concurrently 

keeping safety and quality as core 

standards; facilitate streamlined access for 

those who need access to acute care or 

rehabilitation; be fully integrated within 

the acute service and with primary and 

secondary care services.  

 

The vision for quality health and social care 

in the acute care context encapsulate a 

shared philosophy of gerontology, places 

value on the person and their choices and 

values patients, families and staff. 
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5.4. Data Integration 

Having completed a review of empirical and grey literature and focus group 

interviews, it is clear that certain domains of competence were viewed as being key 

to gerontological nursing. The domains included: 1. Professional and ethical nursing 

practice and conduct; 2.  Nursing practice and clinical decision making; 3. Cognition, 

knowledge and skills 4.  Communication and interpersonal relationships; 5.  

Organisation and management; 6: Leadership and professional scholarship. These 

domains and related standards are outlined in table 10. Each domain is further 

delineated into nursing roles, cues (derived from focus groups and informed by the 

literature review) along with proposed levels linked to competencies are presented 

in Table 11. In particular, the communications and interpersonal relations domain 

was the mostly widely cited. Being a good communicator, being able to build and 

maintain relationships with the person and the inter-disciplinary team was 

fundamental to all nurses regardless of context of care and viewed as fundamental 

to person-centred practice.  Working with and through a team was seen as 

important thus the nurse was viewed in terms of being a team worker, collaborator, 

navigator, and delegator.  

Table 10 Domains of competence and related standards 

Domain of 
Competence 

Standard 

1. Professional and 
ethical nursing 
practice and conduct 

The practice of the nurse in gerontology is based upon respect for 
the person with genuine value being placed upon person-
centeredness. The nurse promotes real choice and flexibility for the 
person. The nurse is an ethical, reflective practitioner who is 
passionate and interested in working with older people. 
The nurse is responsible for their own professional development 
and actively seeks out learning opportunities and contributes to the 
development and education of others. The nurse strives to improve 
the quality of gerontological nursing practice and the health and 
social care services provided to older persons wherever they access 
services.  

2. Nursing practice 
and clinical decision 
making 

The nurse endeavours to get to know the older person, seeks to 
enter the world of the person meeting the person where they are 
and advocates with and for the person. The nurse conducts a timely 
and considered comprehensive and systematic assessment to 
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inform clinical decision making. The nurse translates and integrates 
evidence into practice and in partnership with the person agrees a 
plan of care which has purposefully sought to enable and encourage 
independence for as long as possible. The nurse is creative in their 
care planning, incorporating interventions that are often social in 
origin, which have a combined health, disease, wellness and living 
focus. Nurses provide and may delegate, quality evidence based 
care actions. Nurses evaluate care interventions and respond in 
timely manner to changes/alternations/deteriorations. 

3. Knowledge and 
cognitive processes  
  
 

The practice of the nurse in gerontology is based upon the best 
available evidence in making decisions, the person’s preferences, a 
sustained focus on quality improvement and the nurses critical and 
analytical skills. The nurse endeavours to provide safe, quality 
nursing practice within person-centred and evidence-based practice 
frameworks which are underpinned by a shared gerontology vision 
and philosophy. 

4. Communication 
and interpersonal 
relationships 

The practice of the nurse in gerontology is based upon respect for 
the person, their life experiences and their unique needs. The nurse 
spends time with and purposefully listens to the person, takes time 
to get to know the person and actively engages in developing 
therapeutic relationships with the person and their family. The 
nurse places the person and their needs at the centre of all 
communication, interdisciplinary collaborations and care activities. 

5. Organisation and 
management  
 

The nurse demonstrates accountability and the judicious use of 
resources to plan, organise, and deliver effective, timely quality care 
for the person. The nurse keeps the older person at the centre in all 
management decisions whilst being cognisant of the need to 
balance risks with preferences of the older person. 

6. Leadership and 
professional 
scholarship 

The nurse advocates for, contributes to, and leads systems that 
support safe quality care, professional partnerships and professional 
growth of self and others. The nurse seeks to positively influence 
policy, clinical practice, gerontological nursing as a specialism 
through their leadership, collaborations, professional organisations. 
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Table 11:  Domains of competence, nursing roles, cues derived from focus groups and informed by the literature review.  

Domain Nurse as: 

Level 1 

Every nurse 
Has an understanding, awareness and 
familiarity with the needs of older people 

Level 2 

Specialist Nurses 
Have experience and specialist 
knowledge and education in 
gerontology 

Level 3 

Advanced Nurses 
Have the ability to 
demonstrate and 
share expertise as an 
autonomous 
gerontological 
nursing practitioner  

Domain 3 Cognition, knowledge and skills 
 
Understanding of, issues/challenges and skills 
associated with (as appropriate): 

 
Domain 1: 
Professional and 
ethical nursing 
practice and conduct  

Professional Values and promotes the role and unique 
contribution of the nurse through the 
development of therapeutic relationships and 
responsive care which enhances the person’s 
sense of individual self-worth, dignity, 
empowerment and safety. 
Values the role of interdisciplinary colleagues. 
Is aware of contemporary professional, legal 
and ethical issues and their impact on person-
centred care. 
Incorporates activism, agency, empowerment, 
and advocacy into everyday practice. 
Knows the steps to take to safeguard the 
vulnerable older adult. 
Demonstrates accountability for practice. 
Reflecting in and on practice. 

Values and promotes the role and 
unique contribution of the 
gerontological nurse through the 
development of therapeutic 
relationships and responsive care 
which enhances the person’s 
sense of individual self-worth, 
dignity, empowerment and 
safety. 

Assumes 
accountability for 
their practice and 
strives to attain the 
highest standards of 
practice. 

Being a reflective practitioner in a gerontological 
nursing context. 
Using a legal and rights perspective e.g. in 
relation to capacity, self-determination, assisted 
decision making and advanced planning. 
Incorporating activism, agency, empowerment, 
and advocacy into everyday practice. 
Safeguarding e.g. recognising and managing self-
neglect, elder abuse. 
Being self-aware and the recognition of limits of 
competence. 

 Ethical, reflective 
practitioner  

Values and respects diversity and individuals’ 
beliefs and values. 
Values and listens to the older person’s voice.  
Applies ethical and legal frameworks and 
knowledge of legal principles to professional 
nursing practice throughout the older people 
care trajectory and the care of the dying 
person. 
Practices in accordance within the relevant 
professional and ethical guidance e.g. Code of 
Professional Conduct and Ethics. 
Reflects on and questions practice(s). 
Supports transparency and critically considers 
whether their approach to care is person-

Carefully considers and 
demonstrates an understanding 
and judiciously thought out 
ability to address potential ethical 
questions when caring for the 
older person; such issues could 
include resuscitation orders, 
withholding of treatment, use of 
artificial hydration and feeding, 
palliative sedation. 
Demonstrates an understanding 
of advance care planning and an 
ability to communicate 
sensitively and clearly about 

Uses advanced clinical 
judgement within an 
ethical framework 
and code of 
professional conduct 
specific to their scope 
of practice, 
registration and local 
policy. 

Adopting an ethical framework in and for 
practice with particular consideration for 
vulnerable groups e.g. diminished capacity. 
Applying Code of Professional Conduct to the 
practice context. 
The process for verifying and pronouncing death 
whilst being aware of circumstances where a 
coroner’s examination is required. 
Advanced care planning. 
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centred and evidence based. 
Promotes a positive aging approach. 
Demonstrates an awareness of advance care 
planning. 

advance care planning with the 
person, the family and the range 
of professionals and agencies 
involved. 

Professional values Compassionate 
caregiver  

Demonstrates caring attributes of patience, 
gentleness, kindness, commitment, empathy 
and compassion when engaging with older 
people and their families. 
Seeks feedback and uses skills in self- 
assessment and self-awareness to develop 
caring attributes. 
Nurtures caring attributes in self, other staff 
and students 

Actively promotes and nurtures 
compassionate care. 

Leads and promotes a 
philosophy of 
compassionate care. 

Delivering compassionate care. 

 Valuer and respecter 
of the person 

Values and respects gender, socio-economic, 
cultural, ethnic, religious, and sexual 
orientation diversity. 
Values and respects individual views and 
beliefs.  
Ensures the universal consideration of dignity 
and privacy in all actions. 
Promotes age friendliness. 
Recognises the right to self-determination. 
Acts as the guardian of personhood. 

Actively promotes diversity and 
equality. 

Leads and promotes 
respect for diversity 
and equality. 

Valuing and respecting cultural, ethnic, religious, 
and sexual orientation diversity. 
Valuing and respecting individual views and 
beliefs. 
Ensuring universal consideration of dignity and 
privacy. 
Promoting age friendliness. 

Domain 2:   Nursing 
practice and clinical 
decision making 

Assessor and 
evaluator 

Is aware of the Bio-Psycho-Social perspectives 
on aging.   

Knows the pathophysiology, illness trajectory 
of acute and chronic illnesses and conditions. 

Is familiar with and uses assessment skills and 
tools to underpin a holistic and 
comprehensive approach to assessment 
including the physical, psychological, social, 
spiritual and existential strengths, supports 
and needs of the person.  

Adopts a holistic approach to assessment 
whilst being aware of the context of care and 
the associated care environment.  

Appreciates that assessment involves 

Uses their experience and 
specialist knowledge and 
education in gerontology to 
integrate Bio-Psych-Social 
perspectives on aging into a 
holistic and comprehensive 
assessment / evaluation of the 
needs of the older person within 
the context of care and care 
environment. 

Applies specialist gerontological 
knowledge to address the unique 
needs of vulnerable older 
populations and their influence 
on assessment processes and 
findings.  

Demonstrates 
autonomous and 
expert nursing 
practice in relation to 
the holistic 
assessment and 
evaluation of the 
needs of older 
people. Is expert in 
the identification of 
risks, identification of 
health behaviours, 
understanding patient 
needs, and early 
detection of illness, 
particularly in 
vulnerable groups. 
Leads innovative 
strategies and 

Bio-Psych-Social perspectives on aging. 

Assessing the impact of: 

 Aging  
 Acute and chronic conditions and illnesses 

(e.g. dementia, delirium and other 
neurological conditions)  

 Chronic symptoms e.g. pain, shortness of 
breath, fatigue, arthritis  

 Frailty  
 Psychological responses, social stressors 

and spiritual dimensions  

on the ability to engage with “activities of daily 
living” and on health and social well-being. 
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assessment at the level of the individual, 
family and community. 

Discerns that assessment at its core involves 
the identification of risks, identification of 
health behaviours, understanding patient 
needs, and early detection of illness.  

Understands the unique needs of vulnerable 
older populations and their influence on 
assessment processes and findings.  

Identifies what is important to the person; 
prioritises and plans care based upon holistic 
assessment findings. 

Is able to recognise when the person’s care 
needs are complex and warrant referral to 
specialist services.  

Recognises and acts promptly upon the signs 
and symptoms of deterioration. 

Evaluates the effectiveness of care delivery 
interventions. 

Refers people with complex care 
needs to interdisciplinary 
specialist services. 

 

interventions in 
relation the 
comprehensive 
assessment and 
management of 
complex care needs in 
collaboration with 
other specialist 
services. Evaluates 
and leads quality and 
evidence based 
improvements in care 
delivery. 

Assessment of frailty. 

The impact of the context of care and the 
environment on health and social well-being. 

The needs of vulnerable populations e.g. socially 
isolated individuals, the homeless, individuals 
with intellectual disabilities. 

Adopting a determinants of health approach. 

The application of comprehensive, holistic 
approaches to assessment i.e. Bio-Psycho-Social 
assessment and evaluation skills, community 
profiling and health needs assessment 
approaches, risk assessments, screening tools. 

Recognising clinical deterioration and need for 
escalation of care e.g. clinical deterioration, 
sepsis, deterioration in physical, psychological 
and social well-being. 

 Planner, enabler and 
health promoter 

Identifies baseline physical, social, cognitive 
functioning and abilities and in partnership 
with the older person and their family seeks to 
maintain and develop such functioning. 

Plans care in partnership with the person and 
their family. 

 
Prioritises and integrates the psychological, 
social and spiritual with the physical aspects 
to ensure a holistic and individualised focus to 
care planning. 

Promotes optimum mobility, health and well-
being as the primary focus of all healthcare 

Uses their experience and 
specialist knowledge and 
education in gerontology to 
promote optimum health well-
being and functioning in ageing. 
Engages individuals in the 
integration of empowering and 
enabling strategies into their 
daily lives as appropriate. 

Assesses risk of frailty.  

Promotes healthy lifestyle 
choices and educates older 
people on frailty prevention 

Demonstrates 
autonomous 
expertise in relation 
to the early 
identification of risks, 
identification of 
health behaviours and 
empowers older 
people to engage in 
supported self-care 
and self-care 
activities. 

 

 

Promoting health and health behaviours. 

Promoting enablement and rehabilitation. 

Engaging with change interventions e.g. 
motivational interviewing. 

Promotion of self-care in the activities of daily 
living. 

Using evidence to underpin clinical decisions and 
health promotion advise and activities.  

Making decisions, planning, prioritising care and 
interventions. 
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interventions with a particular focus on 
meeting the needs of the frail older person. 

Empowers, enables and engages the person 
with supported self-care and self-care 
activities as appropriate. 

Promotes safety and quality of care provision. 

Understands the medication regime planned 
for the person and the potential impact on the 
person, potential interactions and general 
safety requirements. 

measures.  

Provides appropriate and 
relevant information and 
instruction on medication 
management.  

Creates awareness about risk of 
polypharmacy. 

 

Medication management for the older person. 

Managing care interventions for frail older 
people. 

 Care coordinator Coordinates person-centred care and well-
being interventions. 

Uses their experience and 
specialist knowledge and 
education in gerontology to 
access appropriate care and use 
relevant referral pathways. 

Employs autonomous 
expertise within 
referral pathways . 

Accessing systems, roles, personnel and using 
referral pathways. 

 Care provider Provides an age-attuned environment where 
the comfort of the individual and feelings of 
inclusion and empowerment are nurtured. 

Considers the environment, context of care 
and the person’s dignity, values and 
preferences when providing care. 

Gives time to care. 

Works at the pace of the person. 

Is compassionate when engaging with the 
older person and their families. 

Uses evidence, professional knowledge and 
clinical judgment to underpin person-centred 
care delivery. 

Listens to and acts upon the person’s 
experience of care and that of their family / 

Uses their experience and 
specialist knowledge and 
education in gerontology to 
create and sustain an age-
attuned environment. 

Integrate the values and 
preferences of older people. 

Uses evidence, professional 
knowledge and clinical judgment 
to underpin person-centred care 
delivery and understand the 
reasons for modifying care plans 
based on specialist gerontological 
knowledge. 

Is able to recognise, interpret, 
plan and implement the care and 
management of potentially 
reversible causes of clinical 

Is able to recognise 
and articulate the 
evolving needs and 
preferences of the 
individual and family 
over time, and 
facilitates & directs 
the management of 
complex care. 

 

Is expert in 
recognising, planning 
and implementing the 
care and 
management of 
potentially reversible 
causes of clinical 
deterioration. 

Holistic person and family centred care. 

End of life care. 

Managing acute and chronic illnesses, 
neurological conditions associated with aging, 
dementia, delirium, mental health issues. 

Managing symptoms associated with acute, 
chronic illness, and end of life care. 

Palliative care. 

Specific Skills to support the provision of e.g. IV 
cannulation, IV fluids and medications, 
phlebotomy, catheterisation, enteral nutrition.  
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significant others. 

Is able to recognise, plan and implement the 
care and management of potentially 
reversible causes of clinical deterioration. 

Is able to recognise and assist in the provision 
of immediate care of emergencies that may 
arise when caring for the older person (e.g. 
cardiac and or respiratory arrest, shock, 
haemorrhage, and stroke). 

Seeks to improve the quality of life of the 
older person through the prevention, early 
identification, assessment and holistic 
management of pain, suffering and other 
physical, psychosocial and spiritual 
problems/issues.  

Enables a person and family centred approach 
to palliative and end of life care. 

Is aware of the importance of a good death to 
the person and their family. 

Uses knowledge and skills to facilitate person 
and family centred care at end of life and 
whilst dying. 

Supports the older person with bereavement. 

Is proactive and helps the person and their 
family to adapt to key transitions in care and 
in illness experiences. e.g. discharge planning 
commencing upon admission to hospital. 

Carefully considers the issues with 
polypharmacy and the importance of 
medication reconciliation at key transitions 
points in care. 

deterioration. 

Seeks to improve the quality of 
life of the older person through 
the prevention, early 
identification, comprehensive 
assessment and holistic 
management of pain, suffering 
and other physical, psychosocial 
and spiritual problems/issues. 

May prescribe medicinal products 
within the context of their scope 
of practice, registration and 
locally agreed policy. 

 

 

 

Seeks to improve the 
quality of life of the 
older person through 
comprehensive 
assessment, diagnosis 
and holistic 
management of pain, 
suffering and other 
physical, psychosocial 
and spiritual 
problems/issues. 

Expert in medication 
management and 
prescribes medication 
within the context of 
their scope of 
practice, registration 
and locally agreed 
policy. 

 



154 

 

Identifies the 10 Rights of Medication 
administration and uses such knowledge to 
check and manage medication administration.  

Where possible supports the individual to 
manage their own medications. 

 Advocate Seeks the person’s perspective on what they 
want, their preferences, and priorities. These 
can include: clothing choices; arrangement of 
daily activities; access to diagnostics; 
environmental, nutritional, and treatment 
preferences. 

Empowers and supports the older person to 
make their own choices, to be empowered 
and to be able to exercise their rights. 

Shares information with the older person. 

Engage in advocacy on behalf of the older 
person and their interests with particular 
regard for the needs of vulnerable groups to 
ensure appropriate and timely care. 

 

Uses specialist knowledge, 
relational skills and professional 
courage to advocate on behalf of 
the older person and their 
interests with particular regard 
for the needs of vulnerable 
groups and when there are 
challenges affecting decision 
making capacity or 
communication ability.  

Access and share information or 
resources with particular 
reference to social and health 
services and entitlements to 
enhance well-being. 

Uses expert 
knowledge, relational 
skills and professional 
courage to engage in 
advocacy on behalf of 
the older person and 
their interests with 
particular regard for 
the needs of 
vulnerable groups. 

 

Advocacy and being an advocate. 

Supporting autonomy and empowerment. 

Being an advocate for vulnerable groups e.g. 
those with learning disabilities, cognitive 
impairments, mental illness. 

Confronting negative attitudes to ageing and 
older people. 

 

Domain 4:  
Communication and 
Interpersonal 
relationships 

 

Communicator Is attentive to the person and ensures the 
older person and their needs are at the centre 
of all communications. 

Is interested in communicating with the older 
person and gives time to listening and being 
present with the older person.  

Understands the persons’ unique method of 
communication. 

Uses verbal, non-verbal communication, and 
careful listening skills to actively listen to and 
communicate with the older person and 

Uses their experience and 
specialist knowledge and 
education in gerontology to 
interpret communication issues 
and incorporate effective nursing 
interventions in relation to 
communication with older 
people.  

Demonstrates and 
shares expertise in 
relation to nursing 
diagnosis, leading 
innovative strategies 
and interventions in 
relation to 
communication with 
older people.    

Varying purpose and types of communication. 

Adopting communication styles and strategies. 

Communicating with individuals, families, and 
groups. 

Interacting with individuals with varying 
communication barriers or disorders (in 
particular hearing, visual, communication and 
cognitive impairments/disorders).  

Communicating with individuals from different 
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his/her family.  

Communicates in a clear, meaningful and 
respectful manner with the older person and 
their families for example uses plain language, 
an appropriate tone, eye contact, checks for 
understanding, uses inviting questions.  

Ensures that communication is sensitive to 
ethnic, cultural and religious differences. 

Recognises communication barriers and 
disorders and seeks to communicate 
meaningfully with the person. 

Facilitates the use of assistive communication 
technology where required. 

Uses information and communication 
technology systems, shared integrated 
communication pathways and shared 
integrated documentation (where possible) to 
steam line communication processes to 
ensure rapid access to information and avoid 
repetition of questions. 

Retains accurate and meaningful healthcare 
records which meet regulatory and legal 
requirements. 

ethnic, cultural and religious groups.  

Using different mediums of communication that 
is written, verbal, ICT and developing 
informatics. 

Record keeping, record sharing. Data protection  

 

 

Relationship builder Actively seeks to know the person and what is 
important to them. 

Connects with the person and their family/ 
significant others and values the individuality 
of the person. 

Initiates and maintains relationships with the 
person which are underpinned by respect and 
honesty. 

Uses their experience and 
specialist knowledge and 
education in gerontology to 
interpret challenges with building 
relationships and incorporates 
effective nursing interventions to 
build relationships with older 
people and their families. 

Demonstrates and 
shares expertise in 
relation to nursing 
diagnosis, leading 
innovative strategies 
and interventions in 
relation to building 
relationships with 
older people and their 
families 

Building and maintaining effective interpersonal 
relationships 

Engaging in therapeutic relationships 

Open disclosure 
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Prioritises the privacy and dignity of the 
person 

Acts a conduit of communication between the 
older person their families and 
interdisciplinary colleagues. 

 

Team worker, 
collaborator, 
navigator, and 
delegator 

Is familiar with and uses the systems, referral 
pathways, processes and procedures to 
enable effective interagency working to 
underpin effective person-centred care.  

Understands, values and respects the diverse 
roles of different disciplines.  

Understands and uses referral pathways 
which enable timely and effective 
interdisciplinary team working. 

Identifies the most appropriate team member 
to deliver care which in some instances may 
involve delegating care to support staff. 

Understands the implications of “scope of 
practice” for the delegation and supervision of 
patient care activities 

Is familiar with the processes and 
responsibilities associated with the delegation 
of patient care activities. 

Uses their experience and 
specialist knowledge and 
education in gerontology to 
navigate the systems, referral 
pathways, processes and 
procedures to enable effective 
interagency working that 
underpin effective person-
centred care.  

Promotes effective professional 
working relationships between 
team members. 

Demonstrates and 
shares expertise in 
relation to the 
systems, referral 
pathways, processes 
and procedures to 
enable effective 
interagency working 
that underpin 
effective person-
centred care. Leads 
innovative strategies 
and interventions. 

Enables effective 
interagency 
collaboration for 
effective person-
centred care. 

Navigating systems, care pathways, referral 
processes to underpin interagency and 
interdisciplinary team working. 

Working with and in teams. 

Team communication. 

Team building. 

Debriefing. 

Engaging in autonomous practice within ones’ 
scope of practice. 

Delegating to and supervising other professional 
and non-professional staff. 

Domain 5:  
Organisation and 
management 

Manager Is aware of the legal and professional 
responsibilities of being the designated person 
in charge. 

Puts the older person at the centre in all 
management decisions whilst being cognisant 
of the need to balance risks with preferences 
of the older person.  

Implements change cognisant of the evidence, 

Demonstrates understanding and 
awareness of the skills required 
to manage devolved budgets and 
human resources. 

Be cognisant of the well-being of 
service users and staff in all 
management decisions. 

Be capable of accessing resources 

Contributes to service 
planning and 
budgetary processes. 

Considers access, 
cost, efficacy, and 
quality when making 
care decisions. 

Maintains 

Planning, prioritising and facilitating a case load. 

Managing risk, dependent on context. 

Managing change. 

Determining staffing and skill mix. 

Corporate functioning. 
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context, environment, organisational culture, 
and the need for an enabling approach to the 
facilitation of change. 

Engages in a cycle of audit and evaluation 
whereby findings inform timely changes in the 
service. 

Fosters a culture of openness, transparency 
and learning in all activities. 

Manages-self to ensure optimum well-being. 

 

 

for delivery of optimum care 
appropriate to older people. 

Manages and implements change 
cognisant of the evidence, 
context, environment, 
organisational culture, and the 
need for an enabling approach to 
the facilitation of change. 

Manages and engages in a cycle 
of audit and evaluation whereby 
findings inform timely changes in 
the service. 

Values staff, keeps staff informed 
and engages staff in the 
management processes and   
decisions affecting staff and 
patient care. 

Considers the governance of the 
service and ensures that the 
service meets its regulatory, 
quality, safety, statutory 
requirements. 

Monitors and ensures the quality 
of healthcare. 

Enables a culture of openness, 
transparency and learning in all 
activities. 

organisational, 
financial and systems 
knowledge as it 
affects the delivery of 
care. 

Initiates, manages, 
and engages in a cycle 
of audit and 
evaluation whereby 
findings and big data 
inform timely changes 
in the service. 

Interprets variances in 
outcomes and 
metrics, and uses data 
to improve practice. 

Manages resources 
within the scope of 
their role and 
responsibilities. 

Monitors and ensures 
the quality of 
advanced healthcare 
practice. 

Promotes a culture of 
openness, 
transparency and 
learning in all 
activities. 

 

 

Managing devolved budgets. 

Balancing safety and risk to facilitate person-
centred care. 

Complying with quality and safety legislation and 
regulations and working to enhance quality of 
person-centred care delivery. 

Knowing the relevant health and social care 
systems, care delivery models, policy and 
political environment pertinent to older people’s 
health and well-being. 

Clinical governance. 

Participating in and supporting clinical 
supervision. 

Domain 6: 
Leadership and 
professional 

Leader Can articulate a vision for nursing relevant to 
the context. 

Uses specialist knowledge and 
experience in gerontology to 
actively contribute to the 

Uses expert 
knowledge and 
experience in 

Recognising the potential for leadership in all 
nurses. 
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scholarship Empowers the nursing team to deliver the 
best possible person-centred care. 

Considers the leadership potential in others 
and nurtures such potential. 

Uses a systems thinking approach whilst 
working with and through others. 

Promotes autonomous practice. Is able to 
influence others, policy makers, and service 
developments by highlighting evidence to 
support advancements in gerontological 
practice. 

Promotes creativity and adaptability among 
team members. 

development and 
implementation of local and 
national policy.  

Articulate a vision for 
gerontology and gerontological 
nursing 

specialist gerontology 
to actively contribute 
to and lead the 
development and 
implementation of 
local and national 
policy. 

Enhances standards 
of care and practice 
with older people 
through creativity, 
innovation and 
innovation. 

Facilitates service 
developments and 
provide new services 
based upon policy 
developments, 
relevant research 
evidence, audit 
findings and teaching 
and learning pursuits. 

Nurturing future gerontological nurse leaders. 

Functioning as a nurse leader. 

Influencing policy. 

Professional 
scholarship 

 

Gerontological 
nurse Recognises the uniqueness of gerontological 

approach whilst cognisant of context and 
older person’s wishes and needs. 

Critically evaluates outcomes of interventions, 
audit results, available data (e.g. HIPE data) 
against established evidence, clinical 
standards, regulatory requirements and 
published guidelines.  

Within the context of the nurses’ clinical role, 
seeks to translate and apply evidence into 
practice for example through engagement in 
research, being aware of the evidence base, 
using clinical guidance and engaging in unit 

Contribute to the development of 
gerontological nursing, and 
related care standards and 
guidelines. 

Generates research 
evidence, and related 
care standards and 
guidelines. 

Contributes to the 
development of new 
knowledge and 
implements new 
insights and 
innovations to affect 
high quality evidence 
based care and 
services. 

Operating a gerontological approach to care. 

Being a gerontological nurse. 

Practicing from an evidence base. 

Being outward looking and developing a global 
perspective on aging and the factors influencing 
health and well-being of the older person. 

Developing and promoting the specialism of 
gerontological nursing. 
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based evidence translation activates. Contributes to the 
development of 
gerontological nursing 
as a career specialism. 
Acts as a role model. 

 

Life-long learner 

Develops knowledge and competence 
pertinent to working with older people. 

Maintains knowledge and competence whilst 
being cognisant of current role, role 
developments, patient profile, and scope of 
practice. 

Recognises limits of competence. 

Maintains competence in their 
specialism. 

Maintains expertise 
and competence at 
advanced level. 

Demonstrates 
ongoing competence 
review and 
development. 

Being self-aware. 

Maintaining a commitment to life-long learning. 

 

Educator 

Is able to identify and actively respond to the 
learning needs of the older person, their 
family, other members of team, students. 

Shares information with others (older person, 
their family, other members of team, 
students). 

Recognises and enacts the professional 
responsibility of the nurse to contribute to the 
professional development of students, 
colleagues and others through discussion, 
formal and informal education, using 
leadership skills, acting as a role model, 
preceptorship, mentorship  and/or coaching. 

Acts as mentor and preceptor for 
nurses and other healthcare 
workers. 

Participates in and 
develops educational 
programmes related 
to specialist practice 
area. 

Shares expertise 
through mentorship 
and clinical 
supervision. 

Promotes 
gerontological nursing 
through publication, 
networking and other 
scholarly activities.  

Providing information and educating others. 

Nurturing future gerontological practitioners. 

Teaching and learning theories. 

Being a preceptor or mentor. 
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Note: Roles that emanated from our research were organised using an adaptation of NMBI Domains of competence Nursing and Midwifery Board of Ireland (2016) Nurse Registration 

Programmes Standards and Requirements 4
th

 edn effective 2016 https://www.nmbi.ie/nmbi/media/NMBI/Publications/nurse-registration-education-programme.pdf?ext=.pdf 

Level 1: Every nurse: generalist nursing knowledge and skills relating to working with older people; Level 2: Specialist Nurses working with older people consistently; Level 3: Advanced 

Nurses working with older people 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 22:    An illustration of the varied roles represented within a framework for Gerontological Nursing 
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Chapter 6: Conclusion and Recommendations 

As a result of this project, a Strategic Vision and Educational Framework for 

Gerontological Nursing was developed.  

The framework was developed after a process of data integration and triangulation 

using the results of the systematic literature review and analysis of the qualitative 

focus group data. The framework describes the domains of competence and 

associated cues necessary for all nurses working with older people within their 

professional role.  

The domains of competence include: 1. Professional and ethical nursing practice and 

conduct; 2.  Nursing practice and clinical decision making; 3. Knowledge and 

cognitive processes; 4.  Communication and interpersonal relationships; 5.  

Organisation and management; 6 Leadership and professional scholarship. 

Nursing roles include the nurse as: communicator; relationship builder; team worker, 

collaborator, navigator, and delegator; assessor and evaluator; planner, enabler and 

health promotor; care coordinator; care provider; advocate; manager; being a 

professional, ethical, reflective practitioner; compassionate caregiver; valuer and 

respecter of the person; gerontological nurse; life-long learner, and educator and 

leader. This means that educational content for nurses should move away from the 

mainly bio-medical approach to promoting a biopsychosocial model which is 

responsive to circumstances within the older person’s physical or social environment 

(CGNA, 2010). The competencies identified through our focus groups closely relate 

to the key areas of knowledge skills and competence repeated throughout the 

empirical (Yuasa et al. 2013; Söderlund et al. 2013; Aldeen, 2014) and the grey 

literature (Partnership for Health in Aging 2009; GHK, 2010; NMBI, 2015). 

It was clear from our review of empirical literature that time spent with older people 

whether on placement or as participants in the education programmes, had positive 
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effects on student’s understanding of the lives of older people and their needs, and 

student’s own attitudes (Diwan et al. 2016; Hwang et al. 2013; Leung et al. 2012). 

Results of the focus groups reiterated the importance of all nurses having sufficient 

knowledge and displaying empathy and understanding of older people. It was 

suggested that more integration of gerontology into the curriculum should occur and 

more opportunity for nurses to have contact with older people, get to know them 

and learn from them should be facilitated.  

The findings of our study support the view that all registered nurses coming into 

contact with older people in their professional roles need to have an understanding, 

awareness and familiarity with the needs of older people and the challenges they 

face. The knowledge and skills of nurses can be used more to optimise the older 

persons’ experiences of the health services at whatever point they interact with the 

service. All nurses can have a familiarity with the needs of older people by: early 

introduction and positive socialisation of nursing students with older people as 

recommended by Neville & Dickie (2014); increasing the level of gerontological 

content in nursing curricula to influence nurse’s attitudes, as suggested by Holroyd 

et al. (2009); facilitating nurse autonomy; using nursing skills more and having an 

optimum skill mix of administrative staff, care support staff, nurses, specialist 

gerontology prepared nurses and advanced nurse practitioners. Specialist 

gerontology nurses have experience and specialist knowledge and education in 

gerontology, whilst advanced nurse practitioners have the ability to demonstrate 

and share expertise as an autonomous gerontological nursing practitioner. The need 

for career pathways and specialization in gerontology was highlighted in the review 

of grey literature (GHK, 2010). 

Education is an important element in the development of high quality care and 

services for older people, however care environments need to be age-attuned and 

age friendly. The results of our focus group study provide a vision for care in 

residential, community and acute care that emphasises the importance of the care 

environment to ensuring high quality of care for older people. In each of these 
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contexts of care, results emphasise the need to tailor the environment to the needs 

of older people, with a strong focus on person-centred care and compassion and 

where nurses have time to care.  Similar to previous research (Kydd & Wild, 2013; 

Stevens, 2011), our findings point to the importance of a clinical environment for 

nurses to work in that is supportive of their professional development and creates 

opportunities for career advancement. There are many synergies here with findings 

of the review of literature as there is recognition that enriched clinical environments 

improve staff attitudes (Nolan et al, 2006) and intent to work with older people 

(Browne et al. 2008). Poor staff attitude was identified as a component in low 

standards of care for older people in acute hospitals in the UK (Care Quality 

Commission, 2012). There is a global shortage of nurses and other healthcare 

professionals that work with older people as a career choice (Engstrom & Fagerberg, 

2011). It is imperative to ensure that nurses are competent to provide the highest 

quality of nursing care and maintain professional standards of care (Baumbusch et 

al. 2012). If nurses are to be passionate about their role in gerontological nursing, as 

envisioned by participants in our study, and view themselves as providers of 

excellent care for older people, negative views of working with older people from 

professional and public perspectives need to be dispelled.  

Wherever older people access health services, staying connected with community 

and society is valued in terms of healthy aging. Therefore, the nurse as navigator and 

enabler, in keeping with the vision of the National Positive Ageing Strategy 

(Department of Health, 2013), should be proactive in maintaining the older person’s 

connectivity with social, cultural, community and family life, and in integrating 

services to support the health and well-being of older people. Nurses that are 

competent to work with older people should recognise the positive influence their 

interventions have on the health and well-being of older people. In line with the 

standards for working with older people as set out by NMBI (2015), our findings 

stress the importance of maintaining competence through continuous professional 

development in order to practice safely and effectively in a dynamic healthcare 
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system. The core nursing roles and competencies outlined within this empirically 

developed framework are relevant to all nurses who interact with older people 

including registered general nurses, psychiatric nurses and intellectual disability 

nurses. 

 

Recommendations 

Purpose / 
application 

Recommendations Key stakeholders 

Education R1. It is recommended that this 
framework be used as a resource to 
underpin: 

 The integration of gerontology into 
the undergraduate programme for 
nursing in Ireland. 

 The design and delivery of curricula 
for specialist and advanced 
gerontological nursing  

 The development and 
implementation of future 
professional regulatory framework 
requirements for gerontological 
nursing. 

 The development and 
implementation of future 
professional regulatory framework 
requirements for public health 
nursing. 

 Continuous professional 
development programmes for 
nurses. 

 The design of a continuing 
competence framework for 
gerontological nurses. 

 The use of innovative learning 
strategies e.g. simulation. 

NMBI, HEIs, 
NMPDUs, HSE 

 R2. Prioritise and integrate leadership 
theory and practice into 
postgraduate programmes in 
gerontology. 

NMBI, HEIs, 
NMPDUs, ONMSD, 
HSE 

 R3. The preparation of Health Care HEIs, NMPDUs, 
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Assistants for their role in supporting 
a gerontological approach to care 
needs to be examined and regulated. 
The education provision needs to be 
standardised. 

HSE, voluntary and 
private sectors. 
HIQA 

Professional 
development 

R4. Utilise the competencies and cues 
within this framework to assist in 
identifying staff training and 
development needs. 

NMPDU, HSE, 
voluntary and 
private sectors 

 R5. Promote the nurturing of key 
attributes linked to person-centred 
care and a passion for and 
commitment to working with older 
people among nurses and others 
(e.g. students, peers). Attributes 
include: having a consistent and 
positive attitude to aging; being 
compassionate, kind and gentle; the 
ability to empathise with the older 
person and “walk in their shoes”; 
being respectful, honest; being 
patient and giving of time, and moral 
courage. 

NMBI, HEIs, 
NMPDUs, HSE, all 
nurses 

Public 
awareness 

R6. Increase awareness of the general 
public in particular those responsible 
for housing, community services, 
health and social care policy of the 
unique requirements of the older 
adult and the need to promote 
intergenerational contact, learning 
and integration. 

DOH, HSE, HIQA 
Intergovernmental 
Departments, 
Local Government 

Gerontology 
and 
gerontological 
nursing  as 
specialisms 

R7. Celebrate all that is positive about 
working with older people and 
gerontological nursing. Value Nurses. 
Actively promote the attractiveness 
of gerontological nursing as  a career 
choice. 

DOH, NMBI, HSE, 
voluntary and 
private sectors, 
AIGNA, IADNAM, 
NHI.  
All nurses. 

 R8. Use the framework to inform the 
development of specialist and 
advanced nursing roles in 
gerontology so that quality care can 
be provided for older people based 
upon clinical need, wherever, they 

DOH, NMBI, HSE, 
HEIs, voluntary 
and private 
sectors, 
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access the service. There is a 
particular need to focus nursing roles 
on acute hospital admission 
avoidance, enhancing care at points 
of transition in and between services 
and in promoting integrated care. 
The needs of frail older persons need 
particular consideration. 

 R9. Implement specific career pathways 
in gerontological nursing to enhance 
the attractiveness of careers in 
gerontological nursing.  

DOH, HSE, HEIs, 
voluntary and 
private sectors, 

 R10. Promote, value and protect the time 
the nurse spends with the older 
person. 

HSE, all levels of 
management and 
all nurses 

 R11. Agree and promote a shared 
philosophy and universally agreed 
gerontological approach to support 
the care of the older person 
wherever they access health and 
social care services. The shared 
philosophy needs to permeate all 
health and social care services and its 
impact be visible and measurable. 

DOH, HSE, HIQA, 
voluntary and 
private services. 
Intergovernmental 
agencies. 

 R12. Promote a health and wellness focus 
during all care interactions and 
nurses need to consciously shift from 
a disease focus to a health, well-
being and living focus. 

DOH, NMBI, HSE 
and all nurses 

 R13. Promote a focus on the person’s 
strengths, enabling the person to 
have an optimum quality of life. 
Support the person’s comfort, 
privacy and dignity in all care 
interactions. Enable a peaceful death 
in a place of the person’s choosing (in 
so far as is possible).  

NMBI, HSE and all 
nurses 

Gerontology as  
a service 

R14. Place the older person, their 
priorities and needs at the centre of 
all communication, nursing care 
activities and organisational/system 
level decisions. Ensure the care 
environment in residential care 
settings, hospitals, rehabilitation and 

HSE, private and 
voluntary services, 
HIQA 



168 

 

 

References 

Aldeen, A. Z., Courtney, D. M., Lindquist, L. A., Dresden, S. M., & Gravenor, S. J. 

(2014). Geriatric Emergency Department Innovations: Preliminary Data for the 

Geriatric Nurse Liaison Model. Journal Of The American Geriatrics Society, 62(9), 

1781-1785. doi:10.1111/jgs.12979 

community settings meet the needs 
of the person and their family with a 
greater emphasis on consumer 
choice. The residential setting needs 
to adopt the ethos of “home from 
home” which incorporates smaller 
care units embedded in communities 
where consumers have choice and 
can be enabled to take positive risks. 

 R15. Safeguard the person through being 
person-centred and authenticating 
that the system and its’ staff listen, 
learn and respond in a timely fashion. 
Empower individuals to advocate for 
and with the older person. 

HSE, private and 
voluntary services, 
HIQA 

 R16. Clinical directors of nursing in the 
residential care setting be required 
to have a postgraduate qualification 
in gerontology. 

DOH, HSE, HIQA, 
private and 
voluntary services 

Research R17. Enhance and refine the educational 
framework through a process of 
seeking feedback from key 
stakeholders. 

HSE with 
researchers 

 R18. Evaluate the usability, utility and 
impact of the framework in 
underpinning educational 
programmes.  

HSE with 
researchers 

Implementation R19. Develop, agree and track deliverables 
to ensure implementation of the 
report recommendations. Outline the 
actions, partnerships, levels of 
engagement, timelines and outcomes 
associated with each 
recommendation. 

Steering group in 
partnership with 
the ONMSD, 
NCPOP 



169 

 

American Association of Colleges of Nursing (2011). Adult-Gerontology Primary Care 

Nurse Practitioner Competencies. Washington, DC: American Association of Colleges 

of Nursing. 

An Bord Altranais (2009) Professional Guidance for Working with Older People 

Dublin: An Bord Altranais. 

Annear, M., Walker, K., Lucas, P., Lo, A., and Robinson, A. (2016). Interprofessional 

education in aged-care facilities: Tensions and opportunities among undergraduate 

health student cohorts. Journal of Interprofessional Care, 30(5), 627-635. 

Association of Gerontology in Higher Education (2014) Gerontology competencies 

for undergraduate and graduate education. Washington, DC. 

Atkinson, H. H., Tan, Z. S., Brennan, M., & Granville, L. (2014). A Collaborative 

National Model to Assess Competencies for Medical Students, Residents, and Other 

Healthcare Practitioners in Gait and Falls Risk Evaluation. Journal Of The American 

Geriatrics Society, 62(6), 1155-1160. doi:10.1111/jgs.12732 

Barbas, A. S., Haney, J. C., Henry, B. V., Heflin, M. T., & Lagoo, S. A. (2014). 

Development and Implementation of a Formalized Geriatric Surgery Curriculum for 

General Surgery Residents. Gerontology & Geriatrics Education, 35(4), 380-394. 

doi:10.1080/02701960.2013.879444 

Baumbusch J., Dahlke S. & Phinny A. (2012). Nursing students’ knowledge and beliefs 

about care of older people in a shifting context of nursing education. Journal of 

Advanced Nursing, 68(11), 2550-2558.  

Blumer, H. (1962). "Society as Symbolic Interaction". In Arnold M. Rose. Human 

Behavior and Social Process: An Interactionist Approach. Houghton-Mifflin.  



170 

 

Boswell, S.S. (2012). “Old People are Cranky”: Helping Professional Trainees' 

Knowledge, Attitudes, Aging Anxiety, and Interest in Working with Older People. 

Educational Gerontology, 38(7), 465-472.  

Braude, P., Reedy, G., Dasgupta, D., Dimmock, V., Jaye, P., and Birns, J. (2015). 

Evaluation of a simulation training programme for geriatric medicine. Age & Ageing, 

44(4), 677-682. 

Browne, J., Nolan., M., Davies, S., Nolan, J., Keady, J. (2008). Transforming students’ 

views of gerontological nursing: Realising the potential of ‘enriched’ environments of 

learning and care: A multi-method longitudinal study. International Journal of 

Nursing Studies, 45(8), 1214-1232. 

Canadian Gerontological Nursing Association (2010) Gerontological Nursing 

Competencies and Standards of practice. Canadian Gerontological Nursing 

Association (CGNA). 

CARDI. (2012). Ageing statistics for Ireland, North and South. 

http://www.cardi.ie/userfiles/Ageing%20statistics.pdf 

Care Quality Commission (2012). Annual Report 2011/12 London: Stationery Office.  

Central Statistics Office (2013) Population and Labour Force Projections, 2016-2046. 

Centre for Systematic Reviews and Dissemination (2008) Systematic Reviews CRD’s 

guidance for undertaking reviews in health care Centre for Reviews and 

Dissemination, University of York, Available at: 

https://www.york.ac.uk/media/crd/Systematic_Reviews.pdf 

Coffey, A., Tyrrell, M., Buckley, M., et al. (2015) 'Attitudes to ageing and perceptions 

of working with older people of students of health and social care'. RCN Nursing 

Older People, 27(1), 33-37. 

http://www.cardi.ie/userfiles/Ageing%20statistics.pdf
https://www.york.ac.uk/media/crd/Systematic_Reviews.pdf


171 

 

Corbin, J. and Strauss, A. (2008). Basics of Qualitative Research: Techniques and 

Procedures for Developing Grounded Theory (3rd ed.). Thousand Oaks, CA: Sage. 

Crandall, L.G., White, D.L., Schuldheis, S. and Talerico, K.A. (2007) Initiating person-

centred care practices in long-term care facilities. Journal of Gerontological Nursing, 

33, 47–56 

Davies, K. S. (2011). Formulating the evidence based practice question: a review of 

the frameworks. Evidence Based Library and Information Practice, 6(2), 75-80. 

Deschodt, M., Diercks, B. and Milisien K. (2009). Gerontological care in nursing 

education programmes. Journal of Advanced Nursing, 66(1), 139-148.  

Department of Health and Children. (2006). Quality and Fairness Report: A Health 

System for You - Action Plan Progress Report Dublin: Department of Health & 

Children.  

Department of Health. (2012). A Strategic Framework for Reform of the Health 

Service 2012- 2015 Dublin: Department of Health.  

Department of Health (2013). National Positive Ageing Strategy Dublin: 

http://health.gov.ie/blog/publications/national-positive-ageing-strategy (accessed 

25/ 04/2016) 

Department of Health and Children. (2001a). Quality & Fairness A Health System for 

You. Stationery Office, Dublin.  

Department of Health and Children. (2001b). Primary Care: A New Direction. 

Stationery Office, Dublin.  

Department of Health (2015). Healthy Ireland – A Framework for Improved Health 

and Wellbeing 2013-2025. DOH, Dublin. 

http://health.gov.ie/blog/publications/national-positive-ageing-strategy


172 

 

Dijkman, B., Roodbol, P., Aho, J., Achtschin-Stieger, S., Andruszkiewicz, A., Coffey, A., 

Felsmann, M., Klein, R., Mikkonen, I., Oleksiw, K., Schoofs, G., Soares, C. & Sourtzi, P. 

(2016). European Core Competences Framework for Health and Social Care 

Professionals Working with Older People. Available at http://ellan.savonia.fi 

Dupuis, S. L., Wiersma, E. and Loiselle, L. (2012). Pathologizing behavior: Meanings of 

behaviors in dementia care. Journal of Aging Studies, 26(2), 162-173. 

Engstrom & Fagerberg (2011). Attitudes towards older people among Swedish health 

care students and health care professionals working in elder care. Nursing Reports. 

http://www.pagepressjournals.org/index.php/nursing/article/view/nursrep.2011.e2 

accessed 26/04/2016 

European Commission and Economic Policy Committee (2015). The 2015 Ageing 

Report: Underlying Assumptions and Projection Methodologies. 

GHK (2010). Healthcare Workforce Skills and Competencies for an Ageing Society, 

Age UK. 

Diwan, S., Perdue, M., Lee, S. E., & Grossman, B. R. (2016). Health Promotion 

Practice and Interprofessional Education in Aging: Senior Wellness Fairs. Gerontology 

& Geriatrics Education, 37(2), 145-166. doi:10.1080/02701960.2015.1005290 

Government of Ireland (1998). Report of the Commission on Nursing - A blueprint for 

the future Dublin. Government Publications. 

Health Information & Quality Authority (2016). National Quality Standards for 

Residential Care Settings for Older People 2nd Edition. 

https://www.hiqa.ie/standards/social/older-people (accessed 20/3/2017) 

Hennink, M. M. (2007). International Focus Group Research: A Handbook for the 

Health and Social Sciences. Cambridge: Cambridge University Press.  

http://ellan.savonia.fi/
http://www.pagepressjournals.org/index.php/nursing/article/view/nursrep.2011.e2%20accessed%2026/04/2016
http://www.pagepressjournals.org/index.php/nursing/article/view/nursrep.2011.e2%20accessed%2026/04/2016
https://www.hiqa.ie/standards/social/older-people


173 

 

Higashi, R., Tillack, A., Steinman, M., Harper, B. and Johnson, B. (2012) Elder care as 

“frustrating” and “boring”: Understanding the persistence of negative attitudes 

toward older patients among physicians-in-training. Journal of Ageing Studies, 26(4), 

476-483.  

Higgins, J., and Green, S. (2011a). Cochrane Handbook for Systematic Reviews of 

Interventions Version 5.1.0 [updated March 2011]: The Cochrane Collaboration. 

Higgins J. P., Altman D. G., Gøtzsche P. C., Jüni P., Moher D., Oxman A. D. and Sterne 

J. A. (2011b) The Cochrane Collaboration’s tool for assessing risk of bias in 

randomised trials. BMJ, 343, d5928. 

Higgins, JR (2013) Re-configuration of Acute Hospital Services, Cork and Kerry: A 

roadmap to create an integrated university hospital network:  

http://www.hse.ie/eng/services/News/Reconfiguration_Roadmap_Report_Cork_an

d_Kerry.pdf (accessed 16/2/2017) 

Holroyd, A., Dahlke, S., Fehr, C., Jung, P., and Hunter, A. (2009). Attitudes toward 

ageing: Implications for a caring profession. The Journal of Nursing Education, 48(7), 

374–380.  

Hsieh HF, Shannon SE. (2005). Three approaches to qualitative content analysis. 

Qualitative Health Research. 15, 1277–88. 

Hwang, H.L., Wang, H.H., and Lin, H.S. (2013). Effectiveness of Supervised 

Intergenerational Service Learning in Long-term Care Facilities on the Attitudes, Self-

transcendence, and Caring Behaviours Among Nursing Students: A Quasi-

experimental Study. Educational Gerontology, 39(9), 655-668. 

doi:10.1080/03601277.2012.734159 

Kent, F., Drysdale, P., Martin, N., and Keating, J. L. (2014). The Mixed-Discipline 

Aged-Care Student Clinic: An Authentic Interprofessional Learning Initiative. Journal 

of Allied Health, 43(1), 51-56.  

http://www.hse.ie/eng/services/News/Reconfiguration_Roadmap_Report_Cork_and_Kerry.pdf
http://www.hse.ie/eng/services/News/Reconfiguration_Roadmap_Report_Cork_and_Kerry.pdf


174 

 

Kent, F., & Keating, J.L. (2012). Patient outcomes from an Interprofessional student 

led clinic in aged care. Journal of Interprofessional Care, 27, 336–338. 

Koh, L.C (2012). Student attitudes and educational support in caring for older 

people- A review of literature. Nurse Education in Practice, 12, 16-20.  

Koskinen, S., Salminen, L., Puukka, P., and Leino-Kilpi, H. (2015). Learning with older 

people - Outcomes of a quasi-experimental study. Nurse Education Today, 37, 114-

122. doi:10.1016/j.nedt.2015.11.018 

Krueger, R. (1994). Focus groups: A practical guide for applied research. Thousand 

Oaks, CA: Sage Publications. 

Kydd, A & Wild, D (2013). Attitudes towards caring for older people: literature 

review and methodology. Nursing Older People, 25(3), 22-7.  

Lam, R., Lee, L., Tazkarji, B., Lee, J., Freedman, A., and Meiyappan, S. (2015). Five-

weekend care of the elderly certificate course: continuing professional development 

activity for family physicians. Canadian Family Physician, 61(3), 135-141.  

Lasater, K., Johnson, E. A., Ravert, P., and Rink, D. (2014). Role modelling clinical 

judgment for an unfolding older adult simulation. The Journal of Nursing Education, 

53(5), 257-264. doi:10.3928/01484834-20140414-01 

Law, M., Rapoport, M. J., Seitz, D., Davidson, M., Madan, R., & Wiens, A. (2016). 

Evaluation of a National Online Educational Program in Geriatric 

Psychiatry. Academic Psychiatry, 40(6), 923-927. 

Lea, E., Marlow, A., Bramble, M., Andrews, S., Crisp, E., Eccleston, C. and Robinson, 

A. (2014). Learning opportunities in a residential aged care facility: the role of 

supported placements for first-year nursing students. The Journal Of Nursing 

Education, 53(7), 410-414. doi:10.3928/01484834-20140620-02 



175 

 

Lea, E., Marlow, A., Bramble, M., Andrews, S., Eccleston, C., McInerney, F., and 

Robinson, A. (2015). Improving student nurses' aged care understandings through a 

supported placement. International Nursing Review, 62(1), 28-35. 

doi:10.1111/inr.12156 

Leung, A. Y. M., Chan, S. S. C., Kwan, C. W., Cheung, M. K. T., Leung, S. S. K., and 

Fong, D. Y. T. (2012). Service learning in medical and nursing training: a randomized 

controlled trial. Advances In Health Sciences Education. Theory and Practice, 17(4), 

529-545. doi:10.1007/s10459-011-9329-9 

Lin X., Bryant C., Boldero J (2011). Measures for assessing student attitudes toward 

older people. Journal of Educational Gerontology, 37(1), 12–26. 

McGill, P. (2010) Illustrating ageing in Ireland north and south: Key facts and figures. 

Belfast: Centre for Ageing Research and Development in Ireland. 

McMullan, M., Endacott, R., Gray, M. A., Jasper, M., Miller, C. M., Scholes, J. and 

Webb, C. (2003). Portfolios and assessment of competence: a review of the 

literature. Journal of Advanced Nursing, 41(3), 283-294. 

Mehdi, Z., Roots, A., Ernst, T., Birns, J., Ross, A., Reedy, G., and Jaye, P. (2014). 

Simulation training for geriatric medicine. The clinical teacher, 11(5), 387-392. 

Miles M. B., Huberman A. M.  and Saldana J. (2014). Qualitative Data Analysis: A 

Methods Sourcebook. Sage, Thousand Oaks, California. 

Moher D., Liberati A., Tetzlaff J., and Altman, D. G. (2009). Preferred reporting items 

for systematic reviews and meta-analyses: the PRISMA statement. Annals of Internal 

Medicine 151(4), 264-269. 

Neville, C. & Dickie, R. (2014). The evaluation of undergraduate nurses’ attitudes, 

perspectives and perceptions toward older people. Nurse Education Today, 34(12), 

1074-1079.  



176 

 

Nolan, M. R., Brown, J., Davies, S., Nolan, J. and Keady, J. (2006). The Senses 

Framework: improving care for older people through a relationship-centred 

approach. Getting Research into Practice (GRiP) Report No. 2. 

http://shura.shu.ac.uk/280/  

Nursing and Midwifery Board of Ireland (2015). Working with older people: nursing 

guidance. NMBI, Dublin. 

Nursing and Midwifery Board of Ireland (2016) Nurse Registration Programmes 

Standards and Requirements 4th edn, effective 2016 

https://www.nmbi.ie/nmbi/media/NMBI/Publications/nurse-registration-education-

programme.pdf?ext=.pdf 

Owen, S. (2001). The practical, methodological and ethical dilemmas of conducting 

focus groups with vulnerable clients. Journal of Advanced Nursing. 36(5), 652-658.  

Page, S., & Hope, K. (2013). Towards new ways of working in dementia: perceptions 

of specialist dementia care nurses about their own level of knowledge, competence 

and unmet educational needs. Journal of Psychiatric & Mental Health Nursing, 20(6), 

549-556. doi:10.1111/jpm.12029 

Palliative Care Australia. Palliative care service provision in Australia: a planning 

guide. Canberra: Palliative Care Australia, 2003. 

Partnership for Health in Aging Workgroup on Multidisciplinary Competencies in 

Geriatrics. (2009). Multidisciplinary competencies in the care of older people at the 

completion of the entry-level health professional degree. 

Pesut, B., McLean, T., Reimer-Kirkham, S., Hartrick-Doane, G., Hutchings, D., and 

Russell, L. B. (2015). Educating registered nursing and healthcare assistant students 

in community-based supportive care of older people: A mixed methods study. Nurse 

Education Today, 35(9), 90-96. doi:10.1016/j.nedt.2015.07.015 

http://shura.shu.ac.uk/280/


177 

 

Petronovich, J., Wade, T. J., Denson, K., and Webb, T. P. (2014). Elderly surgical 

patients: are there gaps in residency education? Journal of Surgical Education, 71(6), 

825-828. doi:10.1016/j.jsurg.2014.04.001 

Pluye, P., Robert, E., Cargo, M., Bartlett, G., O'Cathain, A., Griffiths, F. and Rousseau, 

M. C. (2011). Mixed methods appraisal tool (MMAT) version 2011. Proposal: a mixed 

methods appraisal tool for systematic mixed studies reviews. 

Potter, G., Clarke, T., Hackett, S., Little, M. (2013). Nursing students and geriatric 

care: The influence of specific knowledge on evolving values, attitudes and actions. 

Nurse Education in Practice, 13, 449-453.  

Potter, P.A. & Perry, A.G. (2009). Canadian Fundamentals of Nursing (4th ed). 

Canada: Mosby Elsevier. 

Redfield, C. S., McGuire, A. P., Lin, T. C., Orton, V. J., Aust, M., and Erickson, T. M. 

(2016). Shifts in Attitudes, Knowledge, and Social Goals in Nursing Students 

Following Structured Contact With Community-Dwelling Older People. Journal of 

Nursing Education, 55(10), 569-573. 

Reilly, J. M., Aranda, M. P., Segal-Gidan, F., Halle, A., Han, P. P., Harris, P. and 

Cousineau, M. R. (2014). Assessment of Student Interprofessional Education (IPE) 

Training for Team-Based Geriatric Home Care: Does IPE Training Change Students’ 

Knowledge and Attitudes? Home Health Care Services Quarterly, 33(4), 177-193. 

doi:10.1080/01621424.2014.968502 

Ryan K, Connolly M, Charnley K, Ainscough A, Crinion J, Hayden C, Keegan O, Larkin 

P, Lynch M, McEvoy D, McQuillan R, O’Donoghue L, O’Hanlon M, ReaperReynolds S, 

Regan J, Rowe D, Wynne M. Palliative Care Competence Framework Steering Group. 

(2014). Palliative Care Competence Framework. Dublin: Health Service Executive. 

Safran, D. G., Miller, W., & Beckman, H. (2006). Organizational Dimensions of 

Relationship‐centred Care. Journal of general internal medicine, 21(1), S9-S15. 



178 

 

Sanderson, S., Tatt, I. D., & Higgins, J. P. (2007). Tools for assessing quality and 

susceptibility to bias in observational studies in epidemiology: a systematic review 

and annotated bibliography. International journal of epidemiology, 36(3), 666-676. 

Sawin, E. M., Mast, M. E., Sessoms, J. C., and Fulcher, K. H. (2016). Evaluating the 

Impact of the Life of a Caregiver Simulation on Student Attitudes, Understanding, 

and Knowledge of Frail Older People and Their Family Caregivers. Nursing Education 

Perspectives, 37(1), 38-40.  

Schoenborn, N. L., Boyd, C., Cayea, D., Nakamura, K., Xue, Q.-L., Ray, A., and 

McNabney, M. (2015). Incorporating prognosis in the care of older people with 

multimorbidity: description and evaluation of a novel curriculum. BMC Medical 

Education, 15, 215-215. doi:10.1186/s12909-015-0488-x 

Scott P.A., Hayes E. and MacNeela P. (2006) Community Nursing in Ireland. Dublin 

City University, Dublin.  

Slocum N. 2005. Participatory Methods Toolkit: A Practitioner's Manual Section: 

"Method: the World Café". viWTA. ISBN 90-5130-506-0. 

Smith, M., Stolder, M. E. and Liu, M. F. (2014). Evaluation of an innovative late‐life 

depression training program. Perspectives in Psychiatric Care, 50(1), 19-26. 

doi:10.1111/ppc.12019 

Smith, M., Johnson, K. M., Seydel, L. L. and Buckwalter, K. C. (2010). Depression 

training for nurses: Evaluation of an innovative program. Research in gerontological 

nursing, 3(3), 162-175. 

Söderlund, M., Norberg, A. and Hansebo, G. (2013). Validation method training: 

nurses' experiences and ratings of work climate. International Journal of Older 

People Nursing, 9(1), 79-89. doi:10.1111/opn.12027 



179 

 

Southern Health Board (1998) Ageing with Confidence: A Strategy for the People of 

Cork and Kerry. Southern Health Board, Cork. 

Stevens (2011), Student nurses’ career preferences for working with older people: A 

replicated longitudinal survey. International Journal of Nursing Studies, 48(8), 944–

951. 

Stewart, D. W., Shamdasani, P. N. and Rook, D. W. (2007) Focus Groups: Theory and 

Practice. (2nd ed.) Thousand Oaks, CA: Sage. 

Tanner, C. A. (2006). Thinking like a nurse: a research-based model of clinical 

judgment. Journal of Nursing Education, 45, 204–211. 

Tumosa, N., Horvath, K. J., Huh, T., Livote, E. E., Howe, J. L., Jones, L. I. and Kramer, B. 

J. (2012). Health Care Workforce Development in Rural America: When Geriatrics 

Expertise is 100 Miles Away. Gerontology & Geriatrics Education, 33(2), 133-151. 

doi:10.1080/02701960.2012.661812 

UNDP (2015) Human Development Report 2015: work for human development. 

Wilkerson, L. M., Iwata, I., Wilkerson, M. D. and Heflin, M. T. (2014). An Educational 

Intervention to Improve Internal Medicine Interns' Awareness of Hazards of 

Hospitalization in Acutely Ill Older People. Journal Of The American Geriatrics 

Society, 62(4), 727-733. doi:10.1111/jgs.12733 

Wilson, O., Avalos, G. and Dowling, M. (2016). Knowledge of palliative care and 

attitudes towards nursing the dying patient. British Journal Of Nursing, 25(11), 600-

605. doi:10.12968/bjon.2016.25.11.600 

World Health Organization (2016) Health workforce for ageing populations 

Department of Ageing and Life-Course, World Health Organization 

http://www.who.int/ageing/publications/health-workforce-ageing-

populations.pdf?ua=1 

http://www.who.int/ageing/publications/health-workforce-ageing-populations.pdf?ua=1
http://www.who.int/ageing/publications/health-workforce-ageing-populations.pdf?ua=1


180 

 

Yuasa, M., Bell, C. L., Inaba, M., Tamura, B. K., Ahsan, S., Saunders, V. and Masaki, K. 

(2013). "You're being paged!" outcomes of a nursing home on-call role-playing and 

longitudinal curriculum. Journal Of The American Geriatrics Society, 61(11), 1976-

1982. doi:10.1111/jgs.12515  



181 

 

Appendices 
Appendix 1: Search Strings 

 

CINAHL  

S13 S3 AND S6 AND S9 AND S12 
Limiters: Published Date: 01/11/2011 – 31/12/2016 and Language: English 
 

S12 S10 OR S11 

S11 MM (MM "Frail Elderly") OR (MM "Aged") or (MM "Gerontologic Care") OR 
(MM "Gerontologic Nursing") 
 

S10 TI ( "older adult*" OR "older person*" OR "older people" OR gerontol* OR 
elder* or senior* or geriatric* ) OR AB ( "older adult*" OR "older person*" OR 
"older people" OR gerontol* OR elder* or senior* or geriatric* ) 
 

S9 S7 OR S8 

S8 MM (MM "Clinical Competence") OR (MM "Skill Acquisition") OR (MM 
"Competency Assessment") OR (MM "Education, Competency-Based") OR (MM 
"Professional Knowledge") OR (MM "Nursing Knowledge") OR (MM "Student 
Placement") 
 

S7 TI ( knowledge OR skill* OR attitude* OR competen* OR proficien* OR "clinical 
learning" OR practice OR placement* OR knowledge OR practicum ) OR AB ( 
knowledge OR skill* OR attitude* OR competen* OR proficien* OR "clinical 
learning" OR practice OR placement* OR knowledge OR practicum ) 
 

S6 S4 OR S5 

S5 MM (MM "Curriculum Development") OR (MM "Course Evaluation") OR (MM 
"Course Content") 
 

S4 TI ( curricul* OR educat* OR program* OR course* OR modul* OR evaluat* OR 
framework* OR learn* OR teach* ) OR AB ( curricul* OR educat* OR program* 
OR course* OR modul* OR evaluat* OR framework* OR learn* OR teach* ) 

S3 S1 OR S2 

S2 MM (MM "Education, Baccalaureate") OR (MM "Students, Undergraduate" OR 
(MM "Education, Interdisciplinary" OR (MM "Education, Nursing, Diploma 
Programs") OR (MM "Students, Nursing, Masters") OR (MM "Education, 
Nursing, Masters") 
 

S1 TI ( undergraduate* OR college* OR baccalaureate* OR "bachelor degree*" OR 
“higher education” OR universit* OR “higher education” OR train* OR 
postgraduate* OR "masters degree" OR CPD OR "continu* professional 
development" ) OR AB ( undergraduate* OR college* OR baccalaureate* OR 
"bachelor degree*" OR “higher education” OR universit* OR “higher education” 
OR train* OR postgraduate* OR "masters degree" OR CPD OR "continu* 
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professional development" ) 
 

 

MEDLINE  

S13 S3 AND S6 AND S9 AND S12  
Limiters - Published Date: 01/11/2007 – 31/12/2016 and Language: English. 
 

S12 S10 OR S11  

S11 MM (MM "Geriatric Nursing") OR (MM "Geriatrics") OR (MM "Aged") OR 
(MM "Frail Elderly")  
 

S10 TI ( "older adult*" OR "older person*" OR "older people" OR gerontol* OR 
elder* or senior* or geriatric* ) OR AB ( "older adult*" OR "older person*" OR 
"older people" OR gerontol* OR elder* or senior* or geriatric* )  
 

S9 S7 OR S8  

S8 MM (MM "Clinical Competence")  
 

S7 TI ( skill* OR attitude* OR competen* OR proficien* OR "clinical learning" OR 
practice OR placement* OR knowledge OR practicum ) OR AB ( skill* OR 
attitude* OR competen* OR proficien* OR "clinical learning" OR practice OR 
placement* OR knowledge OR practicum )  
 

S6 S4 OR S5  

S5 MM (MM "Curriculum")  
 

S4 TI ( curricul* OR educat* OR program* OR course* OR modul* OR evaluat* 
OR framework* OR learn* OR teach*) OR AB ( curricul* OR educat* OR 
program* OR course* OR modul* OR evaluat* OR framework* OR learn* OR 
teach*)  
 

S3 S1 OR S2  

S2 MM (MM "Education, Nursing") OR (MM "Education, Nursing, Continuing") 
OR (MM "Education, Nursing, Graduate") OR (MM "Education, Nursing, 
Baccalaureate") OR (MM "Education, Nursing, Associate") OR (MM 
"Education, Professional, Retraining") OR (MM "Education, Nursing, Diploma 
Programs")  
 

S1 TI ( undergraduate* OR college* OR baccalaureate* OR "bachelor degree*" 
OR “higher education” OR universit* OR train* OR postgraduate* OR 
"masters degree" OR CPD OR "continu* professional development" ) OR AB ( 
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undergraduate* OR college* OR baccalaureate* OR "bachelor degree*" OR 
“higher education” OR universit* OR train* OR postgraduate* OR "masters 
degree" OR CPD OR "continu* professional development" )  
 

 

PsycInfo  

S5 S1 AND S2 AND S3 AND S4 
Limiters - Published Date: 01/11/2007 – 31/12/2016 and Language: English. 
 

S4 TI ( "older adult*" OR "older person*" OR "older people" OR gerontol* 
OR elder* or senior* or geriatric* ) OR AB ( "older adult*" OR "older 
person*" OR "older people" OR gerontol* OR elder* or senior* or 
geriatric* )  
 

S3 TI ( skill* OR attitude* OR competen* OR proficien* OR "clinical learning" 
OR practice OR placement* OR knowledge OR practicum ) OR AB ( skill* 
OR attitude* OR competen* OR proficien* OR "clinical learning" OR 
practice OR placement* OR knowledge OR practicum )  
 

S2 TI ( curricul* OR educat* OR program* OR course* OR modul* OR 
evaluat* OR framework* OR learn* OR teach*) OR AB ( curricul* OR 
educat* OR program* OR course* OR modul* OR evaluat* OR 
framework* OR learn* OR teach*)  
 

S1 TI ( undergraduate* OR college* OR baccalaureate* OR "bachelor 
degree*" OR “higher education” OR universit* OR train* OR 
postgraduate* OR "masters degree" OR CPD OR "continu* professional 
development" ) OR AB ( undergraduate* OR college* OR baccalaureate* 
OR "bachelor degree*" OR “higher education” OR universit* OR train* OR 
postgraduate* OR "masters degree" OR CPD OR "continu* professional 
development" )  
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Appendix 2: Data Extraction Table 

1. Source (Year) 
2. Country 
3. Aim 
4. Study Design 
 

5. Definitions 
6. Healthcare profession 
7. Healthcare Setting 
8. Level of Education 
9. Education Provider 
10. Overview of programme 
11. Duration of programme 

12. Outcome assessed and 
effect on outcomes 
13. Components associated 
with improved outcomes 

14. Resource 
implications 
15. Enablers 
16. Barriers 

17. Conclusion 
18. Recommendations  
(a) Policy 
(b) Practice 
(c) Research 
(d) Education 
19. Limitation as outlined by author 

 
1. Aldeen et al. (2014). 
 
2. America. 
 
3. “To develop geriatric 
ED innovations (GEDI) 
nurse liaisons by training 
ED nurses in geriatric 
assessment and care 
coordination skills, 
describe characteristics 
of patients that these 
GEDI nurse liaisons see, 
and measure the 
admission rate of these 
patients.” 
 
4. Pre- and post-test 
design with comparison 
group or quasi-
experimental design. 
 
 

 
5. NR. 
 
6.  Four ED nurses with 98 years of collective 
clinical experience filled the role of GEDI Nurse 
Liaison (GNL).  
 
7. ED (n=408 older patients received GEDI 
compared to 6806 non-GEDI). 
 
8. CPD. 
 
9. Multidisciplinary curriculum composed of 
clinical, didactic, and practical arms developed by 
emergency medicine and geriatrics educational 
experts.  
 
10. Curriculum included clinical rotations in 
geriatrics (inpatient primary service, inpatient 
consultations, and outpatient clinic), palliative 
medicine (inpatient consultations, simulated 
patient encounters), skilled nursing facilities, and 
physical therapy.  Didactic component included 
small group discussions led by geriatricians, 
emergency physicians, pharmacists, and social 

 
12. 408 GEDI consultations were 
performed in 7,213 total older 
people in the ED 2,124 of whom 
were eligible for GEDI 
consultation (19.2%, 95% CI = 
17.6– 20.9%); 34.6% (95% CI = 
30.1–39.3%) received social 
work consultation, 43.9% (95% 
CI = 39.1–48.7) received 
pharmacy consultation, and 
more than 90% received 
telephone follow-up. The 
admission rate for GEDI patients 
was 44.9% (95% CI = 40.1–49.7), 
compared with 60.0% (95% CI = 
58.8–61.2) non-GEDI. Primary 
outcome to reduce unnecessary 
admissions of older people of all 
acuity levels as measured 
according to Emergency Severity 
Index (ESI) score.  Lower ESI 
scores indicates a more severe 
presentation.  GEDI was 
associated with 13% fewer 

 
14. $16,760 
(independent of 
nursing salary costs)  
 
15. Extensive ED 
clinical experience 
required to optimise 
communication; 
multitasking ability 
within a chaotic clinical 
environment; and 
familiarity with the 
staff, pace of care 
delivery, and protocols.   
Multiple emails to 
encourage use of GEDI. 
 
16. Need for more 
social work support 
beyond 9-5. 
 

 
17. ED nurses undergoing a 3-month 
training program can develop 
geriatric-specific assessment skills. 
Implementation of these skills by 
nurses in the ED may be associated 
with fewer admissions of older people.   
 
18. Explore the roll out of the model 
to avoid the cost of hospitalisation for 
older people and to promote choice 
by older people to attend EDs 
designed to be sensitive to their 
unique needs. 
 
19. Selection bias.  Lack of a real time 
comparison group.  Low % of eligible 
patients assessed. 
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workers. The GNLs also watched video self-
instruction lectures on the Portal of Geriatrics 
Online Education and the Geriatric Emergency 
Medicine Section of the American College of 
Emergency Physicians websites, read assigned 
journal articles, and conducted independent 
projects. They completed two national training 
courses (Nurses Improving Care for Health system 
Elders and Education in Palliative and End- of-life 
Care Emergency Medicine) and the Gerontological 
Resource Nurse Certification Examination. 
 
11. 4 months. 
 
  

admissions overall, including 
almost 16% fewer in subjects 
who had an ESI score of 2. This 
reduction in inpatient 
admissions was due to more 
discharges rather than more 
observation stays. The increase 
in discharges did not occur at 
the expense of a higher 3-day 
ED revisit rate.   GEDI 
consultation associated with a 
statistically significantly longer 
median ED length of stay (1.1 
hours longer). This may have 
significant downstream effects 
with regard to patient flow.  
 
13. NR. 

 
1. Annear et al. (2016). 
 
2. Australia 
 
3. “To examine the 
reflective discourse of 
medical, nursing, and 
para- medic students 
participating in IPE 
activities in the context 
of RACF clinical 
placements”. 
 
4. Qualitative. 
 

 
5. IPE offers educational experiences in which 
students from different professions learn with, 
from, and about each other in the context of 
providing collaborative healthcare, either in 
simulated or in real-world situations (World Health 
Organization, 2010).  
 
6. Medical (n = 61), nursing (n = 46), and paramedic 
(n = 20) students. 
 
7. On compulsory clinical placement at two large 
teaching aged-care facilities. 
 
8. Undergraduate.  Medicine (fifth year), nursing 
(first and second year), and paramedicine (second 

 
12. Of the 136 students who 
participated in interprofessional 
clinical placements, 127 (93%) 
voluntarily completed the 
research component of the 
placement, which involved  
participation in the IPE 
assessment and care planning 
activity and the associated focus 
group discussions.   Analysis of 
focus group transcripts 
identified four primary themes 
that revealed the challenges and 
opportunities inherent in an 
RACF-based IPE activity: 

 
14. NR. 
 
15. This IPE experience 
was founded on: (a) 
preparation of student 
cohorts and RACF 
mentors within an 
iterative action 
research framework, 
(b) high-quality 
supervision from both 
RACF mentors and 
clinical tutors, and (c) a 
formal and highly 
structured approach to 

 
17. While not all students can be 
engaged with IPE activities in aged 
care, this evidence suggests that 
within 1 week of clinical placements 
there is a possibility to develop 
reciprocal professional relations, 
affirm a positive identity within a 
collaborative healthcare team, and 
support the health of vulnerable older 
people with complex care needs.  
These important clinical learnings 
support aged-care-based IPE as a 
potentially powerful context for 
undergraduate learning in the 21st 
Century.  
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year). 
 
9. Placement as part of university undergraduate 
qualification.  All student activities were supervised 
by a course coordinator from their respective 
professions and a senior nurse mentor from the 
aged-care facility.  
 
10. Before placement, the IPE activity is organised 
through a series of planning meetings involving 
senior RACF staff (referred to as mentor leaders), 
tutors, and academics from the respective 
healthcare professions.  At start of placement, 
students attend an information session.  They are 
also assigned a volunteer resident by the mentor 
leader who has agreed to be the focus for their IPE 
assessment and care planning activity.   IPE 
assessment and care planning activity involved 
students working together to assess their allocated 
resident using profession-specific techniques 
(observation, case history, family interviews etc.). 
Recommendations made regarding care at a 
‘Grand Round’.  End of each placement week, 
students participate in a 1-hour, profession-specific 
focus group where they share experiences of their 
IPE assessment and care planning activity, as well 
as their overall IPE placement experience.  
 
11. Nursing cohorts participated in the placement 
for 2–4 weeks, while medical and paramedic 
students participated for 1 week.   The IPE 
component of the placement ran for 1 week (five 
placement days) and involved up to 16 hours of 
collaborative assessment and group work in the 

reinforcement of professional 
hierarchies; RACF-based IPE 
perceived as mundane and 
extraneous; opportunities for 
reciprocal teaching and learning; 
and understanding 
interprofessional roles.  
 
13. NR. 
 

IPE with clear learning 
objectives and a 
collaboratively 
developed protocol 
that created the 
collegial space for 
students to learn with, 
from, and about each 
other. 
 
16. Attitudes and 
behaviours that 
reinforced professional 
hierarchies (i.e. medics 
and paramedics 
superior to nurses). 
 

 
18. Future comparative studies of 
students at different and similar year 
levels to determine the efficacy of 
undergraduate collaboration in aged-
care settings.  Follow up over a longer 
period. Consider IPE within learning.   
 
19. Evaluation based on personal 
reports.  Validity of student feedback 
may have been affected by social 
desirability.  Triangulation of data 
would be useful. 
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RACF context.  

     

1. Atkinson et al. (2014) 
 
2. America. 
 
3. “To describe the 
development, 
implementation, and 
evaluation of the 
cornerstone of the 
clinical geriatrics 
curriculum: a 1-week, 
required AAMC geriatrics 
competency-based 
rotation with 
experiences in the ACE 
Unit, outpatient clinics, a 
nursing home, and the 
community Meals-on-
Wheels (MOW) program. 
“ 

5. Refers to John A. Hartford Foundation (2008) 
medical student competencies in geriatrics to 
guide medical schools in basic expectations for 
graduating students.  
 
6. 118 3rd year medical students. 
 
7.  Placement provided by Wake Forest School of 
Medicine (WFSM) Sticht Centre on Aging 16-bed 
Acute Care for the Elderly (ACE) Unit, an outpatient 
geriatrics clinic, house-call program, and affiliated 
long-term care centre.  
 
8. Undergraduate. 
 
9. Placement provide by School of Medicine. 
 
10. Curriculum developed based on AAMC 
competencies.  20/26 could be demonstrated on 
the ACE unit.  3 competencies were medical 

12. Feedback was positive, with 
an average rating of 7.1 (1 = 
worst, 10 = best). Students 
completed a 23-item pre- and 
post-knowledge test, and 
average percentage correct 
improved by 15% (P < .001); this 
improvement persisted at 
graduation (2 years after the 
pre-test). On a 12-item survey of 
attitudes toward older people, 
improvement was observed 
immediately after the rotation 
that did not persist at 
graduation. Ninety-seven 
percent of students 
documented completion of the 
competency-based tasks.  
 
13. NR. 

14. Programme 
development required 
85 hours of full-time- 
equivalent dedicated 
faculty time to design 
the overall schedule, 
review products, and 
build the partnership 
with the MOW 
program and internal 
medicine clerk- ship 
leaders. Once rotation 
was developed, in 
addition to an 
estimated 100 to 150 
minutes of time on 
teaching rounds during 
the week generated by 
having students 
present, a coordinator 

17. 1-week competency-based 
geriatrics rotation is a feasible, 
efficient, effective way to teach and 
document completion of specific tasks 
targeting selected AAMC 
competencies for medical students. 
Student satisfaction with the rotation 
was good.  Improvement in knowledge 
of geriatrics persisted at medical 
school graduation and a transient 
improvement in attitudes (particularly 
related to considering geriatrics as a 
career) was observed.  
 
18. Would benefit from long term 
follow up.  Adding direct observation 
of selected competency tasks may 
make the assessment more robust.  
 
19. NR. 
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4. Pre- and post-test 
design without 
comparison groups. 
 
 
 
 

knowledge that could be tested during exams and 
3 were palliative care competencies.  All students 
participated in daily rounds on the ACE Unit, a 
senior mentor encounter with a Meals On Wheels 
(MOW) driver in the late morning, a half-day clinic, 
a half-day nursing home session, a MOW falls risk 
assessment (included assessment of falls within 
the past year, fear of falling, documentation and 
review of medications, vision screening, a Get-Up-
and-Go test, a Mini-Cog, and a home safety 
evaluation (using a checklist of common hazards)) 
and house call teaching rounds. Reading 
assignments also provided to supplement the 
experience.  Students followed 1-2 patients for the 
week.  Assignments included a 45-minute video 
presentation on hazards of hospitalization by a 
WFSM geriatrics faculty member, “Preparing for 
the Silver Tsunami: Hospital Care for Older 
People”; a 30-minute online module on medication 
management “SmartPrescribe Lesson 5: Principles 
of Rational Prescribing”; a 45-minute online 
geriatrics simulation exercise “Geriasims: 
Functional Assessment”; and a 30-minute module 
on the Confusion Assessment Method. Reading 
assignments reviewed the basics of geriatric 
assessment, geriatric syndromes, and healthcare 
financing; dementia; and falls screening and 
evaluation guidelines.   At the end of the week, an 
attending geriatrician conducted a 90-minute 
teaching session in which each student’s falls risk 
assessment was reviewed.  
 
11. One week. 
 

 
 
 
 

spent less than 1 hour 
weekly to schedule and 
orient students 
(including 15 minutes 
coordinating with the 
MOW program). The 
attending faculty 
member also spent 90 
minutes reviewing 
competency tasks at 
the end of the week 
and an additional 30 
minutes completing 
evaluations of the 
students. The student 
home falls-risk 
evaluation did not 
significantly increase 
the time for the MOW 
coordinator because it 
was done 
simultaneously with 
the MOW intake visit.  
 
15. Strengths of the 
rotation noted 
throughout the year 
included positive 
comments about the 
curriculum and overall 
learning experience in 
geriatrics (n = 30), 
teaching by faculty and 
residents (n = 21), 
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 patient encounters (n = 
19), and variety of 
experiences (n = 9).  
 
16. Do not overload the 
week with more than 
three different sites of 
care.  

 
1. Barbas et al. (2014) 
 
2. US. 
 
3. “To implement a 
formalized geriatric 
surgery curriculum at an 
academic medical 
centre.”  
 
4. Pre- and post-test 
design without 
comparison groups.  

 
5. NR. 
 
6. General surgery residents (n=46) from all levels 
in the residency program. 
 
7. General surgery residency at an academic 
medical centre.  
 
8. Postgraduate. 
 
9. Faculty members were recruited to participate 
as expert lecturers and moderators. Faculty 
members were given freedom to tailor didactic 
sessions using any educational techniques they 
desired, including conven- tional lecture format 
and role-playing scenarios.  
 
10. Lecture series consisting of 16 hour-long 
didactic sessions: Preoperative cardiac evaluation 
in the elderly, Preoperative pulmonary evaluation 
in the  
elderly, Hospital-based palliative care 
Pearls and perils: Polypharmacy in the  
elderly; Postoperative delirium in the elderly 
Surgical intensive care in the elderly; How to 

 
12. After curriculum completion, 
residents were surveyed to 
assess curriculum impact. 
Residents expressed increased 
comfort in accessing community 
resources. A greater percentage 
of residents recognized the 
significance of delirium and 
acute renal failure in elderly 
patients.   Other topics that 
surgery residents perceived to 
be of greater importance 
following completion of the 
curriculum included 
preoperative pulmonary 
evaluation, peri-operative 
nutritional considerations, 
management of pacemakers, 
and the informed consent 
process, although these did not 
reach statistical significance.  
Satisfaction of general surgery 
residents with their geriatric 
education improved following 
completion of the curriculum, 

 
14. NR. 
 
15. The interactions 
between surgical 
residents and the 
various faculty from 
other disciplines 
including geriatric 
medicine, palliative 
care, and 
anaesthesiology have 
been invaluable.   
Global increase in 
resident interest in 
geriatric surgery 
research, and several 
residents have 
performed clinical 
outcomes studies in 
the geriatric population 
and successfully 
published their work  
 
16. NR. 
 

 
17. Implementing a geriatric surgery 
curriculum geared toward surgery 
residents is feasible and can increase 
resident comfort with multidisciplinary 
care and recognition of clinical 
conditions pertinent to elderly surgical 
patients. This initiative also provided 
valuable experience for geriatric 
surgery curriculum development.  
 
18. NR. 
 
19. Lack of objective testing..  No 
measures to assess improved 
knowledge. 
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conduct a family meeting; Laparoscopic surgery in 
the elderly; Benign colorectal disease; Vascular 
disease in the elderly; Colorectal malignancy in the 
elderly; Trauma in the elderly; Breast cancer in the 
elderly; Coagulation disorders in the elderly; Pain 
management in the elderly; Physical medicine and 
rehabilitation in the elderly.  
 
11. 16 hours over 2 years during time allotted for 
general surgery resident educational conferences.  
 
 

with 40.4% rating it as good or 
excellent compared to only 8.7% 
prior to establishment of the 
curriculum (p < .001).  However, 
it must be noted that even with 
this improvement, nearly 60% of 
residents still categorized 
geriatric education as either 
average, below average, or 
poor, suggesting there remain 
some gaps not addressed by this 
curriculum.   
 
13. NR. 

 
1. Braude et al. (2015) 
 
2. UK. 
 
3. “To outline the 
development of a 
standardised, two 
centre, curriculum-
mapped training 
program using 
simulation in geriatric 
medicine and assess the 
feasibility and benefits of 
this educational 
intervention for those 
working and training in 
geriatric medicine. “ 
 
4.  Mixed method 

 
5. NR. 
 
6. 89 medics and nurses (only 1-2 nurses attended 
each of the 12 courses) 
 
7. Working in elderly care in the UK. 
 
8. Postgraduate (CPD) 
 
9. The course was delivered by members of the 
course design group (medical, nursing and 
educationalist backgrounds) over one day, at one 
of two sites (Simulation and Interactive Learning 
Centre, St Thomas’ Hospital or Homerton 
Simulation Centre, Homerton University Hospital). 
 
10. The course included six curriculum-mapped 
scenarios (Management of the acutely ill elderly 
patient; continence care; dementia care; complex 

 
12. Thematic analysis of 
candidate feedback was  
supportive of simulation as a 
useful tool, with benefits for 
both technical and non-
technical skills. Candidates 
commented that simulation was 
a valuable training modality 
addressing curriculum areas 
rarely taught formally including 
continence assessment, end-of-
life decisions and 
multidisciplinary situations.  
 
Quantitative analysis of pre- and 
post-course questionnaires 
revealed a significant 
improvement of self-reported 
confidence in managing geriatric 

 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. This study demonstrated the 
feasibility of a standardised simulation 
training programme across two sites in 
geriatrics. Simulation training affords 
situational learning without 
compromising patient safety and is an 
exciting and novel method of 
delivering teaching for geriatrics that 
could be integrated into national 
training curricula.  
 
18. Future study could focus on those 
areas of teaching that benefit from 
joint teaching and those that require 
single discipline sessions. Future 
studies require a control arm of those 
not attending simulation to assess 
retention of the skills gained from the 
course, the efficacy of simulation 
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design. 
 
 

discharge planning; management of delirium; end 
of life care decision making), employing a variety of 
simulation techniques and incorporating key non-
technical skills.  Simulation techniques used 
included high-fidelity patient manikins, actors with 
integrated clinical skills using part-task trainers and 
role-play exercises. Each course commenced with 
an introduction to simulation, a description of the 
course objectives and a discussion about human 
factors, non-technical skills and patient safety. The 
simulated scenarios used high-fidelity human 
patient manikins (with computer-controlled vital 
signs that allowed changes in patient 
characteristics to be simulated) and/or 
standardised patient actors with integrated clinical 
skills using part-task trainers and role-play 
exercises. Attendees directly participated in at 
least one scenario and watched others via a live 
video feed.  The group debriefing post scenario 
comprised of description, analysis and application 
which proceeds by: facilitating a detailed 
description of the scenario; ensuring clinical and 
treatment issues are clarified; broadening analysis 
to include non-technical skills such as teamwork 
and communication; drawing out personal 
experience and examples from practice; exploring 
options and alternatives; establishing concrete 
learning to ‘take away’. 
 
11. Each simulated scenario lasted up to 20 min 
and was followed by a group debriefing session 
lasting 40 min. 
  
 

scenarios (mean improvement 
11.5%; P < 0.001). The largest 
change was in Continence 
Management improving by 24% 
and next in domain of Deploying 
Non-Technical Skills at 18%.  
 
13. NR. 
 

compared with more traditional 
teaching modalities and the effect on 
patient outcomes. Additionally, the 
effect of repeated simulation 
experiences on longer term learning 
outcomes require further exploration. 
Analysis could be extended to include 
focus groups and formal observation 
and evaluation by independent 
assessors. To continue the progress 
made, on-going course could be 
analysed with action research to 
provide an iterative reflective process.   
Doctors and nurses caring for older 
people need to be afforded 
opportunities during their training to 
practise skills for a multidisciplinary 
holistic approach.  
 
19. Lack of use of a control arm to 
compare those that did not attend a 
simulation session; it could be 
postulated that those that lack skills in 
self-evaluation and improvement may 
be more likely to sign up for this 
optional simulation training course 
and thus have a greater improvement 
after participation. Positive effects of 
the simulation training were limited by 
the nature of self-reporting. Students 
were not provided with any pre-
course training on how to identify 
their own strengths and weaknesses, 
which may have reduced the 
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usefulness of the post-course 
reflection and evaluation.   Does the 
effect transfer to practice?  Using 
curricula from disciplines other than 
medicine would have helped to make 
the course applicable to a wider allied 
health professional audience.  

 
1. Diwan et al. (2016) 
 
2. America 
 
3. “To describe and 
evaluate the impact of a 
3-year, university-
community SWF 
collaboration on 
interprofessional  
competencies among 
students across multiple 
professional programs.” 
 
4.  Pre- and post-test 
design without 
comparison groups. 
 

 
5. NR. 
 
6. Interdisciplinary – an unspecified number of 
nurses alongside students from health sciences, 
fitness, nutrition, occupational therapy, psychology 
and social work. 
 
7. University health fair for older people. 
 
8. Undergraduate and postgraduate. 
 
9. The SWFs were the result of collaboration 
between the community and the university in a 
large metropolitan area in California.  
 
10. Wellness fair for older people including heart 
health, fitness, hypertension, healthy eating, 
balance and exercise, anxiety and depression, 
mood and well-being. 
 
11. Undergrads from across disciplines. 

 
12. Participation in the SWF 
enhanced student knowledge 
and skills in providing health 
promotion information to older 
people in an interprofessional, 
collaborative setting as 
indicated by mean scores on the 
Perceived Learning Outcomes 
Survey, an instrument 
developed for this project. An 
independent samples t test for 
the total PLOS combined 
showed that there was a 
significant difference between 
overall learning scores reported 
by undergraduate students (M = 
32.06, SD = 3.2) and graduate 
students (M = 29.58, SD = 2.99); 
t (98) = 3.99, p < .001.  
Open-ended data highlighted 
aspects of the SWF that 
students found most useful 
(interaction with seniors, 
community resources, 
interprofessional learning, and 

 
14.  4-6 hour one-day 
event with hours of 
preparation in 
advance.  Significant 
resources required.  
The University provides 
resources to the Centre 
on Aging to coordinate 
student activity, and 
other partners provide 
the physical space and 
the money needed to 
advertise and operate 
the SWF.  
 
15. Partnership with 
entities outside the  
university, that provide 
physical space for 
SWFs, were key to 
successfully generating 
publicity, outreach to 
seniors, and recruiting 
a wide range of 
exhibitors from the 

 
17. The strengths of the SWFs as 
learning tools are noteworthy. The 
quantitative findings and students’ 
positive comments on learning 
experiences far outweighed the 
challenges experienced. Many of the 
students who responded were clear 
about the significance of this  
opportunity to engage in community 
health promotion; one that revolved 
around interprofessional practice and 
building bridges and networks of 
resources to best support older people 
living in the community.  
 
18. Future research can also assess 
experience of senior attendees in 
terms of receiving free health 
screening and educational 
information.   Validation of the quiz 
required. 
 
19.  Dataset not complete.  
Longitudinal follow up would be 
beneficial. 
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self-awareness) and most 
challenging (communication 
barriers, limited opportunity for 
interaction, and physical 
environment). Pre- and post-
test scores on the 
Multidisciplinary SWF Practice 
Learning Quiz, illustrated 
improvement in student 
understanding of other 
professions and the importance 
of interprofessional cooperation 
to promote and maintain 
healthy aging (A paired samples 
t-test indicated a small but 
significant increase in the mean 
total scores between pre-test 
(M = 13.48, SD = 1.42) and post-
test (M= 14.77, SD = 1.55); t(53) 
= –4.705, p = .01.).   
 
13. Of greatest benefit to 
undergrads. 

community.  
 
16. Language barriers.  
Noise in cubicles. 

 

 
1. Hwang et al. (2013) 
. 
2. China 
 
3. “To compare the 
effectiveness of 
intergenerational service 
learning in 
different types of 
facilities for nursing 

 
5. NR. 
 
6. Student nurses n=126. 
 
7. (assisted living facilities AL = 43, nursing homes 
NH= 43, veterans’ homes VH= 40). 
 
8. NR. 
 
9. Junior college nursing program in Taiwan. 

 
12. attitude, care and self-
transcendence. 
 
13. The only significant 
differences were the 
Pre-test attitude score (F = 7.18, 
p = .001) and taking a 
Gerontology Nursing GN course 
(F = 87.96, p = .000). Overall, 
most students took a GN course. 

 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. This study was the first to 
demonstrate significantly different 
outcome in terms of attitude, caring, 
and self-transcendence among 
successive groups of nursing students. 
At posttest, all three groups showed 
increased caring and attitude scores 
but decreased self- transcendence 
scores.  
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college students, this 
quasi-experimental 
study performed a 
questionnaire survey 
before the intervention 
and two surveys after 
the intervention to 
comprehensively 
evaluate outcomes.” 
 
4. Pre- and post-test or 
quasi-experimental 
design. 

 
10. The supervised ISL project as a supplement to 
the introductory long-term care course (16 hours 
of lectures in long-term care) was designed by the 
research team with the concepts input from Reed’s 
self-transcendence theory, Swanson’s theory, and 
five service learning guidelines. The project 
included 6-hour preservice training, a 12-hour 
supervised service, and a 2-hour interaction 
achievement presentation (Figure 1). The pre-
service classroom training involved self-
introduction through arts activities, 
communication with residents through role play, 
and developing empathy. 
 
11. The project included 6-hour pre-service 
training, a 12-hour supervised service, and a 2-
hour interaction achievement presentation with 
elders through aging simulations. To provide peer 
learning for students and develop relationships 
with elders, two students and one elder were 
teamed up for the 2-hour per week pre-service 
training and the 6-week ISL project. The 12-hour 
supervised service section included activities such 
as self-introduction and life story sharing through 
artwork and recreational activities. 

Most students in the NH group 
did not take GN courses. 
Notably, all students in the AL 
group took GN course, and their 
pretest scores for attitude were 
significantly higher than 
students in the other groups. 
 
The GEE model of simple time 
effect (controlling for pretest 
score and taking GN course) 
(Table 2) was applied to test for 
significant difference in caring 
status across three waves of 
times in individual groups. At 
posttest, the model showed 
significant increases from 
pretest scores for caring 
behaviors in all three groups (β 
range from 3.9 to 8.51, p < 
.005). In both the AL and VH 
groups, caring at follow-up test 
was significantly higher than 
those at pretest (β range from 
5.65 to 8.90, p < .05). 
The GEE model of simple group 
effect (while controlling for 
pretest score and taking GN 
course) was used to test for 
significant group differences in 
caring at post-test and at follow-
up test. Caring behavior scores 
were significantly higher in the 
AL group than in the VH group 

This study lays the foundation for 
further studies of the educational 
benefits of ISL in various contexts. 
 
18. NR. 
 
19. This study has several limitations. 
First, the population of nursing 
students analyzed in this study was 
limited to students enrolled in a 
nursing program at a single public 
junior college. Most students were in 
their late teenage years and were 
indigenous Taiwanese. Therefore, the 
ability to generalize the findings of this 
study is limited, and the findings 
should be tested in a more diverse 
sample of students.  
 
Second, the students were randomly 
assigned to the three groups as 
complete classes rather than as 
individuals, which may have had 
Confounding effects. Plus, students in 
the AL group had more positive 
attitudes compared to the other two 
groups, which indicates the possibility 
of a selection effect. 
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at post-test (adjusted mean: AL 
= 58.68, VH = 53.28; p < .001) 
and at follow-up test (adjusted 
mean: AL = 58.39, VH = 53.84; p 
< .001). Results indicated that, in 
the VH and NH groups, the post-
test scores were significantly 
higher than the pre-test scores 
(ß range from 3.85 to 4.93, p < 
.001). In the AL group, however, 
both follow-up scores and post-
test score were significantly 
higher than the pretest scores (ß 
= 6.32, p < .001). Attitude scores 
were significantly higher in the 
AL group than in the VH group 
at follow-up test (adjusted 
mean: AL = 110.09, VH = 101.23; 
p < .000). 

 
1. Kent et al. (2014) 
 
2. Australia. 
 
3. This paper reports:  1) 
The process of 
developing an 
interprofessional aged-
care student clinic, 
including barriers 
encountered and 
successful strategies that 
were implemented;  
2) Student learning 

 
5. NR 
 
6. Interprofessionals, fourth- or fifth-year medical 
nutrition and dietetics, and nursing, occupational 
therapy, physiotherapy, podiatry, pharmacy, 
psychology, social work and speech pathology. 
 
7. Primary care clinic 
 
8. Undergraduate 
 
9. GP and nurse supervisors. 
 
10. Clinic operations: Up to nine students 

 
12. 
Qualitative themes emerged: 
 
Student learning outcomes. 
Comprehensive approach to 
patient care; Knowledge of roles 
and referral options; Teamwork 
skills; Interprofessional 
communication. 
 
Student feedback.  
Positive experience, recommend 
to peers;  
Enjoyed working in mixed-

 
14. This initiative was 
made possible by grant 
funding and the 
generosity of the 
participating health 
network. Most costs 
incurred were for 
the payment of 
educators.  A 
financially sustainable 
model, where a clinic 
of this nature might be 
funded by 
standard rebates for 

 
17. The primary care student 
placement that focused on 
health screening for older people was 
well regarded by the students and 
educators.  It facilitated the 
development of patient-centred care, 
interprofessional communication 
skills, knowledge of  the  role  and  
services  provided  by  others,  and  
teamwork  skills.   
 
18. NR. 
 
19. A limitation of this work is that the 
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outcomes from  
participating in an  
interprofessional  aged-
care  student  clinic;  and  
3) student and educator 
feedback on, and 
satisfaction with an 
interprofessional aged-
care student placement. 
 
4.  Qualitative design. 

participated in the  clinic  on  any given  day  and  
worked  simultaneously  in  mixed-discipline  teams  
of  two  to  three.  Within the clinic, the student 
teams assessed recently  discharged,  older  
patients with a  semi-structured  interview  
addressing  mobility, falls, activities of daily living, 
toileting, cognition, nutrition, social status, and 
foot care. Each consultation was 40 to 60 minutes. 
The student teams were required to work together 
to ascertain the need for further follow-up or 
specific services.  The educators  positioned  them-
selves  as  observers  in  the  corner  of  the  
consultation rooms, aside from the consultations, 
and intervened as necessary.  When  previously  
unaddressed  health  needs were  identified  in  the  
interview,  the  student  teams,  in consultation  
with  the  educator  and  patient,  were responsible 
for writing a referral to the appropriate service  or  
making  a  recommendation  to  the  patient’s  
usual 
general medical practitioner. A summary of 
findings was then written,  reviewed,  and  
approved  by  all  educators before  sending  to  the  
patient’s  general  medical  practitioner. At the 
conclusion of each day, the students verbally 
presented each case to the other student teams 
and clinical educators for discussion and reflection. 
 
11. NR, but learning objectives were:  
 
Communication skills. 
—for learners from different professions to 
communicate with each other in a collaborative, 
responsive and responsible manner. 

discipline teams; Valued 
educator feedback; Some prefer 
2 rather than 3 students  
per consultation. 
 
13. NR. 

patient care and 
affordable  
contributions  from  
education  providers,  
remains  a  focus  of 
our ongoing 
investigations. 
 
15. The  establishment  
of  the 
interprofessional  aged-
care student clinic was 
challenging, mainly due 
to the lack of 
infrastructure for IPE in 
the hospital or 
university and 
subsequent  need  for  
liaison  with  a  large  
number  of 
stakeholders.  
Additional  logistical  
challenges  in  the 
establishment  of  IPE  
were  also  
encountered  (such  as 
student  time-tabling)  
and  have  been  
previously  
documented in the 
literature. 
 
16. NR. 

initial student volunteers are likely to 
represent a skewed sample of diligent 
health students, with an interest in the 
values of interprofessional clinical 
education. 
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Patient-centred care. 
—for learners to seek out, integrate and value, as a 
partner, the input and engagement of the patient 
in designing and implementing care/services. 
 
Role clarification. 
—for learners to demonstrate an understanding of 
their own role and the roles of those in other 
professions. 
 
Team functioning. 
—for learners to participate effectively in 
interprofessional team collaborations. 
Interprofessional conflict resolution 
—for learners to demonstrate a willingness to 
discuss and deal effectively with interprofessional 
conflict. 
 
Collaborative leadership. 
—for learners to understand and apply leadership 
principles  that  support  a  collaborative  practice  
model, demonstrating leadership and teamwork as 
appropriate. 
 
 

 
1. Koskinen et al. (2015) 
 
2. Finland. 
 
3. “To evaluate the 
outcomes of the 
Learning with Older 

 
5. NR. 
 
6. 87 nursing students (n = 46 in the intervention 
group, n = 41 in the comparison group). 
 
7. Two Finnish nursing schools. 
 

 
12. The primary outcome 
measure was the Students' 
Interest in Nursing Older People 
Scale (SINOPS) (Koskinen et al. 
2012), while the secondary 
Outcome measures consisted of 
Kogan's Attitudes towards Old 

 
14. Older people 
recruited from the local 
pensioner and patient 
organisations and via 
various community 
contacts. In the case of 
the LOPP, older people, 

 
17. Overall, the extent to which 
knowledge level in both groups 
improved was inconclusive. 
 
18.  
(a) NR. 
(b) NR. 
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People Programme 
(LOPP) in terms of 
nursing students' 
interest in older people 
nursing, their attitudes 
towards older people 
and 
their knowledge level 
about ageing.” 
 
4. Pre- and post-test 
with comparison group. 
or quasi-experimental 
design. 
 
 

8. Undergraduate nursing students in the middle of 
their 3.5-year bachelor degree studies and enrolled 
in compulsory theoretical older people nursing 
courses. 
 
9.  Two Finnish nursing schools geographically 
apart. 
 
10. Learning with Older People Programme (LOPP) 
is theoretically based on 1) the explicitly 
recognised, unique experiential knowledge 
possessed by older people and 2) students learning 
from and with older people in a dynamic mutuality. 
The aim of LOPP is to promote nursing students' 
understanding of ageing, older people and older 
people nursing. LOPP draws on the expert 
experiences of people in the community who are 
over the age of 70. Older people are recruited from 
the local pensioner and patient organisations and 
via various community contacts. They are not 
trained on how to act in LOPP and are welcomed 
without any predetermined qualifications.  
 
LOPP is a five-day intensive week consisting of 27 
contact lessons (equivalent to one ECTS credit), 
carried out in classrooms equipped with a 
computer and data projector at the nursing 
schools. When LOPP takes place, the week is solely 
devoted to lessons involving older people and 
there are no other classes in that week. The 
content of LOPP is based on existing nursing 
curricula for older people at the two nursing 
schools under study (The 
learning objectives for the courses deal with such 

People scale (KAOP) (Kogan, 
1961) and the Facts on Aging 
Quiz I (FAQ1) (Palmore, 1977, 
1998). In addition, the 
questionnaire consisted of 
background questions obtained 
at baseline. 
 
At baseline, there were no 
significant differences between 
the two groups for the majority 
of background variables 
measured. Thus, the two groups 
were considered comparable. 
 
For one month's time, there 
were no significant mean 
differences between the groups 
in terms of their knowledge 
level about ageing. 
 
Hypothesis 3, which posited that 
IG students have higher 
knowledge level about ageing 
than CG students, was not 
supported. Ultimately, the LOPP 
did not improve students' 
knowledge level about ageing 
compared to the theoretical 
course alone.   
 
13. NR. 
 

as volunteers, were not 
financially reimbursed. 
However, the lunches 
and coffees as well as 
travel expenses were 
covered for older 
people. To ensure the 
well-being of the older 
people various 
advanced planned 
arrangements are 
required. 
 
15. Involving older 
people in nursing 
education requires 
several considerations 
and preparations 
beforehand. One the 
most important 
involves viewing the 
expertise of older 
people and nurse 
educators as being 
equal. Thus, nurse 
educators must be 
prepared to step back 
and yield the expert 
role to older people 
and not question or 
understate the worth 
of their experiential 
knowledge. 
 

(c) NR. 
(d) The involvement of older people 
offers a constructive approach 
to nursing education and provides 
students with opportunities to 
understand the lives of older people 
and the diverse nursing care needs of 
this particular group. For nurse 
educators, the involvement of older 
people is a means of diversifying 
teaching.  
 
19. Adjusting the sample size to better 
fit conventional power analysis would 
have strengthened the design by 
giving an estimation of the magnitude 
of the reached effects. It was not 
completely possible to eliminate 
interference between the groups, 
even though the IG and CG students 
took their theoretical courses 
separately. 
 
One part of the SINOPS was only 
somewhat valid and the results 
need to be interpreted with caution. 
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topics as ethical action, health promotion, 
decision-making, guidance, cooperation, 
development and management, multicultural 
nursing, societal activity, clinical nursing and 
medication.). The curricula emphasise the health 
promotion and well-being of older people and 
diverse nursing care for older people. The unique 
idea behind LOPP is that students and older people 
work together daily in small groups on various 
topics. There are approximately five students and 
two older people per group. 
 
11. LOPP is a five-day intensive week consisting of 
27 contact lessons. 
 

16. NR 
 
 

1. Lam et al. (2015) 
 
2. Canada. 
 
3. “To evaluate the 
effects of a five-weekend 
Care of the Elderly 
Certificate Course for 
family practitioners.”  
 
4. Mixed-methods 
design. 
 
 
 

5. NR. 
 
6. 24 participants [9 family physicians, 11 nurse 
practitioners, and 4 family practice trainees].  
 
7. Primary Care. 
 
8. CPD . 
 
9.  Care of the Elderly Certificate Course 
Accredited continuing professional development 
program for primary care practitioners that 
addresses the learning needs encountered in the 
primary care setting. 
 
10. Structured over five-weekends, course 
consisted of didactic lectures and case-based small 
group learning opportunities involving 4 or 5 
participants. At the end of the weekend, there is a 

12. Retrospective “post-then-
pre” questionnaires asked 
participants to rate their 
knowledge of and 
confidence in managing the 42 
geriatric topics presented 
in the course, both before and 
after each weekend, on a scale 
of 1 to 5. A Wilcoxon signed 
rank test comparing the before 
and after measurements 
demonstrated that 
the results were statistically 
significant for all but 1 of the 
42 topics. 
 
13. Course was developed by 
family physicians for family 
physicians with the aim of 

14. NR. 
 
15. NR. 
 
16. NR. 

17. Preliminary evaluation 
has been favourable, demonstrating 
improvement in participants’ self-
rated knowledge of and confidence in 
managing common geriatric problems. 
Qualitative 
data also show positive changes in 
participants’ provision of geriatric 
care. 
 
18.  
(a) NR. 
(b) NR. 
(c) NR. 
(d) Small group interactivity, with 
discussion of patient cases, has 
previously been shown to be effective 
in practice-based small group learning 
in CME. Putting participants into 
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take-home 500-word writing assignment in which 
participants are asked to reflect on clinical 
challenges they have encountered and explain how 
the material presented in the course will affect the 
care they provide in the future. At the beginning of 
the next weekend class, a debriefing session 
(approximately 90 minutes) occurs in which the 
assignments are discussed with the entire group. 
 
11. Five-weekends 
 
 

creating a curriculum that 
specifically addressed the 
geriatric care learning needs of 
primary care practitioners. 
Having family physicians lead 
the teaching provided primary 
care role models with whom the 
participants could identify. 
The longitudinal structure and 
comprehensiveness of the 
course over 5 weekends, with 
face-to-face contact with the 
same familiar group of 
participants is identified as a 
strength of the course. 

groups of 4 or 5 allows them to 
intimately share their experiences and 
crystallize their own opinions about 
complex issues. 
 
 
19. The self-rated responses of 
improved knowledge and confidence 
might not be an accurate measure of 
effects on physician performance, as 
there is mounting evidence that 
physicians are not very good at self-
assessment. 

 
1. Lasater et al. (2014) 
 
2. Oregon US & UK. 
 
3.  
(a) “To examine the 
effect of an expert nurse 
role model on student 
clinical judgment in 
simulation”, and (b) “to 
explore whether clinical 
judgment skills transfer 
to the clinical setting”, in 
context of older adult 
perioperative care.” 
 
4. Qualitative design. 
 

 
5. NR. 
 
6. 275 undergraduate nursing students enrolled in 
the first clinical course offered that focused on 
care of perioperative patients 
 
7. School of nursing 
 
8. Undergraduate nurse education 
 
9.  Experienced simulation faculty designed a three 
phase simulation centred on the care of an older 
adult female (fictitious) who had fallen and broken 
her hip. The three phases included (a) admission to 
the preoperative unit, (b) admission to the 
postoperative surgical unit, and (c) 2 days 
postoperatively, as the patient was showing signs 
of Delirium. 

 
12. The treatment group 
watched a video of an expert 
nurse role model caring for a 
patient similar to the simulation 
patient, whereas the control 
group did not watch the video. 
Four weeks after simulation, 
participants cared for real-life, 
older adult perioperative 
patients. Quantitative data were 
composed of direct 
measurement of the four 
aspects of clinical judgment, as 
defined by Tanner (2006). 
Participants across treatment 
and control and post simulation 
and post care groups were 
generally consistent in their 

 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. The qualitative findings in this 
article expand on the quantitative 
findings of the study (Johnson et al. 
2012) and raise questions about the 
link between clinical judgment and 
confidence, as well as the long-term 
impact of an expert nurse role model 
on aspects of clinical judgment. Many 
participants verified that role models 
are important to their development of 
clinical judgment. 
 
18.  
(a) NR. 
(b) NR. 
(c) NR 
(d) The qualitative data from this 
study support the findings that pre 
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10. Perioperative component of course undertaken 
by students, the timing of this varied across the 5 
institutions in the study. 
 
11. 4 weeks. 
 
 

ability to notice and identify the 
main patient issues—pain, 
respiratory management, 
delirium, and patient safety. 
However, they were not always 
as effective in knowing how to 
interpret or respond to the 
issues. 
 
13. The post simulation data set 
revealed the most dramatic 
differences between the 
treatment and control groups. 
The differences clustered on 
knowing what to expect and 
increased confidence. 
 
 

licensure students benefit from 
practicing clinical judgment in the safe 
environment of simulation and that 
they carry their learning into practice. 
 
19. The inability of the program in the 
United Kingdom to participate in the 
post care data collection due to 
timing. Also, some participants of the 
post simulation group did not have the 
opportunity to care for an older adult 
perioperative patient at the 4-week 
mark. An additional limitation was 
that one site inadvertently posted the 
post simulation questionnaire without 
the added question. These combined 
factors resulted in a smaller post care 
sample. 

 
1. Law et al. (2016) 
 
2. Canada. 
 
3. Evaluation of an 
online model for 
geriatric psychiatry 
(online Study Group). 
 
4. Pre- and post-test 
design. 
 
 

 
5. NR. 
 
6. 45 practicing Geriatric psychiatrists and 5 
geriatric psychiatry trainees. 
 
7. Geriatric psychiatry. 
 
8. CPD. 
 
9.  Canadian Academy of Geriatric Psychiatry. 
 
10. For each module, a facilitator (i.e. geriatric 
psychiatrist) recommended two current review 
papers and one primary research paper in geriatric 
psychiatry. After completing assigned readings, 

 
12. The retrospective post-then-
pre-design survey assessed 
program effects in three key 
domains: (a) self-efficacy 
(participants’ confidence in their 
ability to pass the geriatric 
psychiatry exam), (b) knowledge 
in geriatric psychiatry 
(participants’ perceived 
knowledge of the assessment 
and treatment of geriatric 
psychiatric disorders), and (c) 
comfort level with online 
learning. Each domain was 
measured using three to six 

 
14. NR. 
 
15. NR. 
 
16. Researchers note 
that participants may 
prefer a learning 
format consistent with 
the final assessment 
design—in this study’s 
case, the certification 
examination is in short-
answer question 
format, which may 
have reflected 

 
17. The Online Study Group was well-
received, with greater benefits 
for self-efficacy with the material and 
comfort with online learning than for 
perceived knowledge of geriatric 
psychiatry itself. 
 
18.  
(a) NR. 
(b) NR. 
(c) NR. 
(d) In e-Learning for health 
professionals, interactivity, practice 
exercises, and feedback have been 
demonstrated to improve learning 
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participants logged into the portal to participate in 
four different discussion boards or “rooms” within 
their “group page.” The first room contained short-
answer questions covering essential elements of 
the module’s topic. The second focused on 
reflection and discussion of broader concepts and 
controversies. The third was a journal club to 
critically appraise a topical empirical paper. In the 
fourth, “Clinical Corner,” participants discussed a 
challenging case provided by the facilitator or 
themselves, or asked the facilitator and their peers 
questions about topics they have “always-wanted-
to-know-about-but-were-afraid to-ask.” Audio or 
video recordings and electronic presentations 
from a recent parallel didactic lecture series were 
available to participants. 
 
 
11. 22 distinct modules, each lasting 22 days. 
 
 

items, rated on a five-point 
Likert scale. 
 
13. Most respondents had at 
least moderately positive 
perceptions of the effectiveness 
of the five pedagogical 
approaches to 
improve their understanding of 
the subject matter, namely 
short-answer questions (n=26; 
90 %), reflective questions 
(n=24; 83 %), clinical corner 
cases (n=22; 76 %), active 
participation (n=21; 72 %), and 
journal club (n=16; 55 %). The 
level of positive perceptions 
varied across approaches, with 
short-answer questions being 
most popular and journal club 
being least popular. 
 

participants’ preferred 
learning. 

outcomes, while satisfaction increases 
with interactivity and online 
discussion. As a new generation of 
learners becomes practicing 
physicians, they will continue to 
demand online CPD programs to suit 
their schedules, lifestyles, and learning 
needs. Hence, future research should 
transition towards a better 
understanding 
of the ways in which online CPD 
education can be made successful for 
a diverse group of participants, 
shifting away from an emphasis on 
comparing the effectiveness of online 
delivery versus traditional methods to 
instead focus on when to use e-
Learning, how to blend 
it with traditional methods or other 
emergent approaches (e.g., social 
media), and how to use it to achieve 
specific learning objectives and its 
cost-effectiveness 
 
19. NR. 

 
1. Lea et al. (2014) 
 
2. Australia. 
 
3. “To identify the 
potential for aged care 
placements to deliver 
benefits for second year 

 
5. NR. 
 
6. 49 undergraduate nursing students on a 3-week 
professional experience placement. 
 
7. Residential aged care facilities 
 
8. 2nd year of Bachelor of Nursing degree 

 
12. The Wicking Teaching Aged 
Care Facilities Program (TACFP). 
The intervention facility 
placement programme led to 
mentors and students being well 
prepared for the placement and 
to students experiencing 
enhanced teaching and learning 

 
14. NR. 
 
15. The TACFP model 
specifies the need to 
plan well in advance for 
student placements by 
preparing facility 
staff to act as mentors, 

 
17. This research shows that an 
enriched, supported professional 
experience placement in aged care, 
which employs an action research 
framework to build capability among 
mentors to support students and an 
opportunity for students to debrief 
and critically reflect, provides second 
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nursing students when 
conducted within a 
supportive framework 
with debriefing and 
critical reflection 
opportunities.” 
 
4. Mixed method design. 

undergraduate nurse education. 
 
9.  Staff in residential aged care facilities formed 
mentor action research groups in each facility and 
participated in a pre-placement capacity-building 
programme. 
 
10. The Wicking TACFP builds on an evidence-
based best practice model of quality aged care 
placements key components of which include 
appropriate preparation of staff to mentor 
students and adequate on-site support. Uniquely, 
the Wicking TACFP activates this model within a 
framework that includes opportunities for students 
to debrief and engage in critical reflection The 
intent is to encourage student learning and 
teaching, so they experience a well-supported 
placement and develop their understanding of 
both aged care and dementia. 
 
11. Pre-post a 3-week professional experience 
placement. 
 
 

derived from high levels of 
mentor support and increased 
autonomy. Students’ 
knowledge, understanding and 
attitudes around aged care and 
dementia improved. 
 
13. The diversity of experiences 
for students, where mentors 
thought of ‘interesting 
activities’, together with 
participation in the dementia 
education workshop, opened up 
opportunities for the 
intervention students to 
develop their knowledge of 
dementia. This was important 
because feedback meeting data 
indicated that students’ pre-
existing experience of caring for 
people with dementia was 
limited. 
 
Students recounted that the 
opportunity to work with 
residents with dementia – 
opportunities strategically 
facilitated by their mentor – led 
to their developing new insights 
into care provision and 
enhanced understandings of 
dementia. The qualitative data 
demonstrated that new 
understandings of dementia 

and to provide a 
supportive 
environment including 
welcome and 
orientation activities, 
debriefing and the 
opportunity for critical 
reflection for mentors 
and students. 
 
16. NR. 

year nursing students with an 
improved placement experience over 
‘standard’ aged care placements. Such 
placements enable nursing students to 
feel welcome, experience satisfaction 
with learning activities, and improve 
their attitudes to and understanding 
of aged care, effectively enhancing 
students’ exposure to education in 
areas such as dementia and facilitating 
their learning about holistic care 
practices. 
 
18.  
(a) NR. 
(b) NR. 
(c) NR. 
(d) Employing a strategic approach to 
facilitation of teaching and learning via 
mentor support to provide a quality 
placement in residential aged care will 
potentially prepare students more 
completely for their future role as 
nurses. This applies not only to those 
who will work in the aged care sector 
but also in the acute or community 
sectors, where nurses will be required 
to manage the complex chronic 
healthcare needs associated with an 
ageing population. 
 
To provide students with a positive 
aged care experience, aged care 
education and aged care placements 
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together with a diversity of 
placement experiences 
supported students to develop 
their understandings of 
appropriate care for older 
people. 

need to be integrated more 
completely within the curriculum. 
 
19. Study size and the implications this 
has for generalization. 
 

 
1. Leung et al. (2012) 
 
2. China. 
 
3. “To explore the long 
term effect of a service 
learning project on 
medical and nursing 
students’ knowledge in 
aging and their attitudes 
toward older people.” 
 
4. Randomised 
controlled trial. 
 
 
 

 
5. The study reported here evaluated a service 
learning project called ‘‘Generations as Partners in 
Education (GAPIE)’’ implemented in the 
Hong Kong Special Administrative Region of China 
in 2008. The project was guided by the 
definition of service learning (Brown and Roodin 
2001) and social learning theory (Bandura 
1986). 
 
6. 124 medical and nursing students and 48 
community dwelling older people with at least one 
type of chronic illness 
 
7. Service learning with community dwelling older 
people, with older people acting as mentors to 
students 
 
8. Bachelor of Medicine, Bachelor of surgery and 
Bachelor of Nursing  
 
9.  Undergraduate medicine, surgery and nursing 
 
10. The intervention consisted of three 
components: a half-day introductory workshop, a 
10-week interaction period and a half-day 
intergenerational sharing session. In the 

 
12. Student’s knowledge 
about aging was measured by 
the modified 70-question 
Palmore’s Facts on Aging Quiz 
completed before and after the 
intervention. 
 
13. The 10-week service learning 
activities in the GAPIE project 
significantly increased medical 
and nursing students’ overall 
knowledge of aging and their 
understanding of mental health 
needs in old age. After the 
intervention, students in the IG 
had significantly more 
knowledge of aging than the CG. 
Although 1 month after the 
completion of the activities, IG 
students’ overall knowledge of 
aging score dropped slightly, 
their understanding of aging 
was still significantly higher than 
that of students who had no 
interactions with community-
dwelling older people in the 

 
14. Older people were 
recruited from two 
non-governmental 
organizations (NGOs), 
at monthly meetings 
and through poster 
circulation. 
 
15. Periodic contacts 
with older people via 
service learning 
activities. 
 
16. NR. 
 

 
17. The current study showed that the 
10-week service learning activities 
significantly increased medical and 
nursing students’ overall knowledge of 
aging and their understanding of 
mental health needs in old age, and 
reduced their negative attitudes 
toward older people. However, the 
effect is not long-lasting. 
 
18.  
(a) NR. 
(b) NR. 
(c) NR. 
(d) The findings of this study suggest 
that medical and nursing educators 
need to design appropriate strategies 
to support students in learning 
gerontology in an innovative and 
interactive environment. 
Opportunities should be developed to 
bring older people and students 
together so that they can understand 
and appreciate the existence of their 
counterparts. 
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subsequent 10 weeks, each pair of participants 
(one older adult and one student) met for 1–2 h 
per week. Students were encouraged to work with 
the older people as partners to identify their 
learning objectives during this period. Topics such 
as age-related changes, the challenge of chronic 
illness in old age, and a healthy lifestyle in later life 
could be discussed. Each pair worked out their own 
activities so that they could participate together. 
The ultimate goal was to let students learn ‘what 
the reality of aging is’ and ‘how their partners 
(older people) lived with the reality’. 
 
11. 10 weeks 
 
 

project. 
 

19. The sample was relatively small 
and a majority of the participants 
were females and nursing students. 
Increasing sample size and recruiting a 
gender-balanced or programme-
balanced sample would improve the 
generalizability of the findings. Finally, 
when using a self-report 
questionnaire, people may give 
socially desirable answers to the 
questions, rather than the truth. This 
study used the modified 70-question 
Palmore’s Facts on Aging Scale to 
measure students’ knowledge of 
aging. Its psychometric properties 
have been discussed by many 
researchers and some found its test–
retest reliability to be uncertain. 

 
1. Martinez & Mora, 
(2012) 
 
2. US 
 
3. “To evaluate student 
progress towards 
minimum geriatric 
competencies following 
the integration of AAMC 
& Hartford geriatric 
competencies into a new 
undergraduate medical 
curriculum”  
 

 
5. AAMC competencies in geriatrics for 
undergraduate medical students in eight domains: 
medication management, cognitive and behavioral 
disorders, self-care capacity, falls/balance/gait, 
healthcare planning and promotion, atypical 
presentation of disease, palliative care, and 
hospital care for elders (Leipzig et al. 2009). 
 
6. Medical students who had completed geriatric 
clerkship n=40. 
 
7. The Herbert Wertheim College of Medicine 
(HWCOM). 
 
8. Undergraduate. 

 
12.  
Outcome assessed 
Proficiency in minimum 
competencies required.  
 
Effect on outcome 
More than 95% of these 
students satisfactorily 
completed both OSCEs. After 
remediation, 100% successfully 
completed the geriatric 
clerkship, indicating proficiency 
in the minimum competencies 
covered. 
 

 
14. NR. 
 
15. Early exposure to 
geriatric medicine. 
 
16. NR. 

 
17. Initial results indicate proficiency 
in the minimum geriatric 
competencies covered. 
 
18.  
(a) NR. 
(b) Add a hospital rotation to the 
Geriatric Clerkship so that students 
will be able to identify potential 
hazards of hospitalization for older 
adult patients, such as immobility, 
delirium, medication side effects, 
malnutrition, pressure ulcers, 
procedures, pre- and postoperative 
periods, and hospital-acquired 
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4. Formative and 
summative evaluation 
methods. 
 
 

 
9. University Medical educators and preceptors. 
 
10. Introduction to key geriatric domains during 
their basic sciences and clinical skills, the basics of 
medication management in Pharmacology and 
review poly-pharmacy during a course on 
Complementary and Alternative Medicine Course. 
Healthcare planning and promotion and Ethical 
Foundations of Medicine, Addressing the Socio-
economic and Cultural Aspects of Health, Team-
based Community Engagement, Advanced 
directives, consent, and appropriate screenings 
and recommendations for populations. They have 
a six-session Palliative Care course. In Clinical Skills, 
students attend introductory lectures on the 
concepts of functional decline in aging; develop 
awareness of the physiological, psychological, and 
social changes that occur with aging; learn the 
importance of older patient–physician 
communication and functional assessments; and 
practice physical examination in the older people. 
They also start to learn about the clinical signs of 
depression. Students spend one day a month with 
a community primary care preceptor, participate in 
history taking and physical examinations to 
practice what they learned in Clinical Skills. They 
are also required to write papers reflecting their 
experiences with patients, their conditions, and 
basic sciences. Additionally, students also rotate 
through several emergency rooms once a month to 
improve their clinical skills. 
 
11. Throughout the 4 years of undergraduate 

Early exposure to geriatric 
medicine increases awareness 
of poly-pharmacy and 
encourages students to learn 
more about pharmacology.  
 
Increased attention to the 
importance of older patient–
physician communication, utility 
of an enhanced social history 
and functional assessment, and 
pitfalls of ageism in the medical 
setting.  
 
13.  
Student exposure to the 
complexity of medical decisions 
and the value of 
interdisciplinary evaluations for 
older people. 
 
 

infections. Also adding a nursing home 
rotation to expose students to 
patients who may be incontinent 
and/or agitated, to learn about 
pressure ulcers, indications and 
contraindications for indwelling 
(Foley) catheter use, and physical and 
pharmacological restraint. 
 
(c) Plan to assess success in 
embedding geriatric competencies in 
undergraduate medical education 
through the AAMC medical school 
graduate questionnaire. 
 
(d) NR. 
 
19. NR. 
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education 

 
1. Masud et al. (2014) 
 
2. UK, Denmark, Ireland, 
Austria, Germany, 
Switzerland. 
 
3. “To develop a 
consensus among 
geriatricians on a 
curriculum with the 
minimal requirements 
that a medical student 
should achieve by the 
end of medical school” 
 
4. Modified Delphi 
process. 
 
 
 
 
 
 
 
 
 

 
5. NR 
. 
6. n=49 experts representing 29 countries affiliated 
to the European Union of Medical Specialists. 
 
7. geriatricians actively involved in medical care of 
older patients 38 of the panel members were 
directly involved in teaching medical students as a 
staff member or affiliate of a University. 
 
8. Undergraduate. 
 
9. University. 
 
10.  
The minimum level of essential knowledge, skills 
and attitudes which students must have gained by 
graduation were agreed: 
Graduates should: 
Respect patients regardless of their age;  
Know about and understand normal and abnormal 
structure and function, including the natural 
history of human diseases, the body’s defence 
mechanisms, disease presentation and responses 
to illness; Know about common medical conditions 
in older people; 

 
12. Outcome assessed: 
The formulation of a European 
undergraduate curriculum in 
geriatric medicine with 
minimum training requirements. 
 
13. Effect on outcome 
consensus achieved in 
developing a European 
Undergraduate Curriculum in 
Geriatric Medicine. 
 

 
14. NR. 
 
15. Anonymity of the 
panel members, made 
possible by online 
computer 
communication, 
avoided issues of group 
conformity and 
prevented influences of 
dominant personalities, 
prestige and politics. 
 
Although there were 
differences in the 
precision of the 
terminology employed 
in the four previous 
national and 
international curricula 
identified, there were 
no substantive 
differences between 
the subject areas 
covered. 
 

 
17. This curriculum should help to 
further develop the teaching of 
geriatrics in medical schools and also 
serve as a basis for advancing 
postgraduate training in geriatrics 
across Europe. 
 
18. 
(a) NR. 
(b NR. 
(c) NR. 
(d) New didactic approaches might 
help in the development of teaching 
modules that can be used across 
countries. 
 
19. A potential limitation of the Delphi 
technique is researcher influence on 
the formulation of the initial 
statements. 
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Have the special skills needed to conduct a history 
and perform an assessment in an older patient; 
Know about and understand the principles of 
treatment including the effective and safe use of 
medicines as a basis for prescribing; Recognize the 
importance of responses to illness, providing help 
towards recovery and reducing or managing 
impairments, disabilities and handicaps; Know 
about and understand the main ethical and legal 
issues in the international and national context 
they will come across; know about, understand 
and respect the roles and expertise of other health 
and social care professionals; Know about care of 
older patients in different settings; Know about 
specific aspects relevant for health and social care 
for older people in their region/country. 
 
11. Throughout undergrad curriculum. 

16. Participating panel 
members expressed 
their personal opinions 
which might not reflect 
the position of the 
institutions or 
organisations they 
represent. 
 

 
1. Mehdi et al. (2014) 
 
2. UK 
 
3. “To assess the 
feasibility and benefits of 
a bespoke simulation 
course for specialist 
trainees in geriatric 
medicine”. 
 
4. Pre- and post-test 
design without 
comparison groups. 
 

 
5. Simulation enables experiential learning by 
allowing trainees to become immersed in realistic 
scenarios, within which the outcome is dependent 
upon their abilities to manage the clinical problem, 
as well as display effective non-technical skills. 
 
6.  Specialist Trainees in Geriatric Medicine 
and nursing staff (n=26 candidates; 21 specialist 
trainees in geriatric medicine and five band-5 
nurses working in elderly care. 
 
7. St. Thomas Hospital London. 
 
8. Post Graduate (Specialism). 
 

 
12.  
Outcome assessed: 
Candidates rated their 
confidence (on a scale from 0 to 
100%) in managing geriatric 
clinical scenarios and in key non-
technical skills. 
Evaluated the educational value 
of the course (seven items on a 
five-point Likert scale; e.g. ‘How 
well did the educational 
programme for the day meet 
the stated aims?’); 
Provided ‘free-text’ feedback 
with regard to what they 

 
14. NR 
But staffing required 
for one scenario = 
Control Room: Role 
players: 1 × technician 
1 × FY1 plant 1 × 
patient voice 1 × de-
briefer. 
 
15. geriatrics-specific 
course affords the 
educational 
opportunity to use a 
full range of simulation 
modalities: high-

 
17. The results of these pilot courses 
are promising, with a reported 
improvement in trainees’ confidence 
in technical and non-technical skills.  
Overall, trainee opinion was 
supportive of simulation as a training 
tool in geriatric medicine. 
 
18.  
(a) NR. 
(b) NR. 
(c) Further studies are required to 
assess the retention of the skills 
gained from the course, the efficacy of 
simulation compared with more 
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 9. Hospital based Simulation and Interactive 
Learning Centre (SaIL). 
 
10. Following an introduction to simulation, a 
description of the course objectives, and a 
discussion about human factors, non-technical 
skills and patient safety, candidates participated in 
the scenarios either individually or in small groups, 
whilst the rest watched live audio-visual 
transmission remotely. Each scenario was followed 
by a video-assisted debriefing session using the 
model of description, analysis and application 
developed at SaIL, which enables the effective 
debriefing of a multi-professional group. Six 
curriculum-mapped scenarios, employing a variety 
of simulation techniques and incorporating key 
non-technical skills. 
 
11. 1-day course. Four similar courses were 
delivered between January and December 2012 

learned from the course. 
 
Effect on outcomes: 
Post-course confidence was 
significantly higher on all items, 
with an average improved 
confidence of around 12 per 
cent. 
 
Mean evaluation scores (post-
course only) on whether the 
course was educational, 
interesting, relevant to practice 
and useful for reflection were 
highly correlated (α = 0.901; 
seven items). The mean 
evaluation score overall was 
4.46 (95% CI 4.28–4.63; where 1 
= very poor and 5 = very good). 
 
Qualitative analysis revealed 
three broad categories focusing 
on ‘geriatric medicine’, ‘dealing 
with acutely unwell patients’ 
and ‘non-technical skills’. The 
majority of responses were 
related to non-technical skills, 
all of which were judged not to 
have been taught as effectively 
by other learning media. 
Candidates commented that 
simulation was a valuable 
training modality; Candidates 
also commented that the course 

fidelity, low-fidelity, 
part-task trainers, 
patient actors and role-
play exercises. 
 
16. Length of scenarios 
and video feedback 
and personal 
debriefing sessions.  
 
 

traditional teaching modalities and the 
effects on patient outcomes.  
Additionally, the effects of repeated 
simulation experiences on longer-term 
learning outcomes require further 
exploration. 
(d) Authors support its incorporation 
into specialist training schemes in 
geriatric medicine. 
Recommend a fully inter-professional 
course with equal numbers of 
candidates as well as faculty members. 
 
To offer such a course to all other 
health professionals as an educational 
tool for improving competencies in 
managing elderly patients. 
 
 
19.  
Pilot course. Benefits are limited by 
self-reporting, small sample size, a lack 
of formal feedback from patient actors 
and assessment of the candidates to 
demonstrate an improvement in skills. 
In view of this, the findings are hard to 
generalise.  
 
In addition, although the course was 
offered to doctors and nurses, only 
one or two nurses attended each 
course (five in total), and all were of 
the same grade. 
 



210 

 

could be improved by 
incorporating longer scenarios 
and an increased use of video 
feedback and personal 
debriefing sessions. 
 
13. The course addressed areas 
of the curriculum rarely taught 
formally, such as continence 
assessment, end-of-life decision 
making and multidisciplinary 
situations. 
Simulation training affords 
situational learning without 
compromising patient safety. 

 
1. Nadash et al. (2014) 
 
2. USA. 
 
3. “To describe the 
development and 
implementation of 
UMass Boston’s online 
Management of Ageing 
Services Program and 
reports on faculty and 
student and faculty 
perceptions of its 
performance so far”. 
 
4. An internet survey. 
 

 
5. MAS Program seeks to provide students with 
easy access to a comprehensive and practical range 
of courses that will enable them to operate and 
manage aging services, aiming to enhance 
students’ self-confidence and leadership skills so 
that they may become advocates for older people. 
 
6. Students (n=105); Faculty (n=8). 
 
7. University setting. 
 
8.  Interdisciplinary Post Graduate: Aimed at mid-
career professionals in the aging services field. 
 
9. Gerontology Department part of the McCormack 
School of Global and Policy Studies UMASS. 
 
10.  

 
12.  
Student Satisfaction 
(Management of Aging Services 
(MAS) Student Satisfaction 
Survey) 
Student Outcomes 
Faculty perspectives 
 
13. 
Student satisfaction 
Students mainly strongly agreed 
that the course was interesting, 
relevant, thorough and 
comprehensive and curriculum 
has sufficient rigor and breadth 
to meet the needs of students 
desiring productive and 
rewarding careers in the field of 

 
14. NR. 
 
15. Affordability, 
convenience, clarity of 
purpose, and 
willingness to support 
applicants’ decision 
making processes 
proved important in 
students’ and 
graduates’ decisions 
about applying to the 
MAS Program. 
 
Online technology 
embraced a variety of 
pedagogical 
techniques, engaging 

 
17. The success of the MAS master’s 
Program demonstrates that an online 
Program is a viable means of 
expanding gerontological education to 
a broader audience of professionals 
and those who wish to pursue a career 
in the administration of aging services. 
The reach of such Programs can be 
worldwide. Thus, such programs may 
be a promising and feasible solution to 
the problem posed by expanding 
global needs for expertise in the 
management of aging services. 
 
18. 
(a) NR. 
(b) NR. 
(c) NR. 
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Required courses* 
Health and Physical Aspects of Aging; 
Issues in Aging Policy; Marketing Aging Services; 
Service Delivery Issues in Aging Services; 
Organization and Financing of Aging Services; 
Human Resources and Personnel Management in 
Aging Services; Organization Theory, Behavior and 
Aging Services; Capstone Project; 
Elective courses; Social Aspects of Aging;  
Economic Issues in Aging; Populations Psychology 
of Aging; Residential and Long Term Care 
Management. The Program culminates in a 
capstone course, which requires students to 
demonstrate the ability to execute an independent 
project that brings together skills and knowledge 
developed in previous courses. The capstone 
course is designed to encourage and support 
student creativity. 
 
The MAS Program uses a learning management 
system (LMS) that offers an integrated set of web-
based tools for course management and delivery. 
The LMS is used as the landing site for a number of 
online learning tools: most important are the 
course materials themselves, which include 
readings, links to web-based material, and 
recorded lectures but may also include discussion 
boards, virtual chats, online quizzes, and more. 
 
Includes a feature called MAS info-share, an online 
professional networking site all students, faculty, 
and alumni to share updates and information 
about conferences, jobs, and other opportunities 
and to allow students to keep in touch with each 

aging services. 
The main personal reason 
applicants elected to apply was 
their wish to either change or 
advance their careers in the 
field of gerontology. 
Expectations were largely met 
” Several believed that the 
degree would make them “more 
marketable when applying for 
management opportunities.” 
But many expressed a desire for 
more experiential learning, 
whether through additional 
group projects or through 
internships. The addition of a 
social work/counseling 
component, or additional 
coursework on the 
physical/psychological aspects 
of aging. 
 
Student outcomes 
One third of alumni report a 
promotion based on Program 
participation, whereas nearly 
one fourth report that the 
Program provided them with 
other forms of career or skills 
One fifth reported a career 
change, showing the success of 
the Program in enabling new 
entrants to the field of aging. 
 

students as co-
producers in the 
learning process. 
intensive instructor 
engagement is an 
important element 
building a community 
for the students. 
 
16. Changes to the 
software platform 
employed to deliver 
the curriculum 
obtaining adequate 
support. 
challenges, such as 
ensuring that the 
educational experience 
remains consistently 
excellent and 
introducing new 
courses reflecting the 
changing needs of the 
older population and 
their families 

(d) Link current students with 
graduated students, as well as 
expanding existing Distance Learning 
in Gerontology 131 alumni networks. 
The Program is also reaching out to 
University Career Services to establish 
a customized job search and job 
interviewing experience for current 
and recently graduated students. 
 
Accreditation of the programme needs 
to be discussed to accommodate the 
range of career goals expressed by 
students. 
 
19. NR. 
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other 
 
 
11. 1 to 2 years (30 credits) (full time & part-time 
online). 

Faculty perspectives 
The faculty generally agreed or 
strongly agreed that the MAS 
Program curriculum has 
sufficient rigor and breadth to 
meet the needs of students and 
the majority did not believe that 
there were any courses that 
should be removed. They also 
agreed that the Program 
provides ample opportunities to 
interact with students, despite 
the online format. 

 
1. Nayton et al. (2014) 
 
2. Australia. 
 
3. “To examine attitudes 
and self‐rated 
knowledge of 
participating staff in 
“The View from Here: 
Skills in Dementia Care 
for Acute Settings” 
 
4. Survey and audit.  
 
 

 
5. Tailored education program to improve the 
quality of care 6 of people with dementia. 
 
6. Acute care nurses and allied health staff (n=49). 
45 Nurses, 3 Occupational Therapists and 1 Social 
Worker. 
 
7. Nurse Unit Manager (NUM) of a general medical 
ward in a large, urban hospital.  
 
8. Postgraduate. 
 
 
9. Queensland Dementia Training Study Centre 
(DTSC) – University based. 
 
10. “The View from Here: Skills in Dementia Care 
for Acute Settings” proposed to increase staff 
awareness of how people with dementia may 
experience the hospital environment.  

 
12.  
Attitudes of Participants 
(9‐item Approaches to Dementia 
Questionnaire (ADQ) (Lintern & 
Woods, 2001).  
Environmental Review 
The National Health Service 
National Audit of Dementia: 
Care in General Hospitals 
Environmental Checklist (Royal 
College of Psychiatrists, 2010). 
 
13. 
Attitudes: The mean score on 
this scale pre‐program was 66 
out of 95 (s.d.=10.2, n=16), 
indicating reasonably positive 
attitudes towards people with 
dementia on the part of the 
staff participating.  

 
14. NR. 
 
15. Post‐education 
strategies in the form 
of dementia champions 
And Post course 90‐
minute workshop 
‘Integrating Education 
into Practice’ to 
promote sustainability. 
 
The process of its 
development. Content 
was developed 
progressively, which 
allowed for feedback 
from all stakeholders 
Accessible in terms of 
“pitch” and amount of 
information. 

 
17. Key points: 
Acute care nurses require education 
about dementia to provide quality 
care for these patients. A tailored 
dementia education program can help 
address identified knowledge deficits 
and local barriers to implementation. 
Progressive content development 
utilizing multiple inputs may be 
replicated in healthcare settings 
elsewhere. 
 
18. 
(a) NR. 
(b) NR. 
(c) NR. 
(d) Many of its elements, including the 
unique way in which it was developed, 
are potentially applicable to other 
contexts in which health professionals 
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Specifically, the program aimed to provide staff 
with tools, such as evidence‐based assessment and 
observation techniques, to better understand the 
needs and experiences of an acutely ill person with 
dementia and learn to be reflective about their 
practice. The final program consisted of seven 
sessions: Neurobiology & Person-centred Care; 
Communication Strategies; Information Gathering 
and Bedside Tests;  
Approaches to Pain Assessment;  
Activities for the Inpatient Setting;  
Behavioral Observation and Pharmacology 
The Acute Care Environment. 
 
11. Each session 3 was delivered a total of four 
times, twice as a stand‐alone 25-minute session, 
and twice as a 4 component of a ‘block’ evening 
delivery (with multiple sessions back‐to‐back).  

 
Evaluation of programme: 
overall satisfaction with the 
program (mean = 3.77, s.d. = 
0.83 on a 5‐point Likert scale); 
Preferred longer sessions. 
 
Environment: some simple 
changes like signage would help 
the orientation of patients with 
dementia. 
 
Feedback was taken from 
Caregivers and Experts to inform 
the course content. 

Time constraints were 
overcome by utilizing a 
microteaching 
approach to the 
structure and delivery 
of the program, and by 
offering repeated 
opportunities for 
attendance. 
 
16. NR. 

are lacking in dementia‐specific 
education and training 
 
Recommended elements applicable to 
success: 
Evaluation of existing and desired 
knowledge and skills. 
Review of relevant, recent evidence‐
base. 
Use of facilitator/s with current/recent 
experience in the field. 
Inclusion of opportunities for 
participants to “practice” their new 
skills. 
 
Knowledge both in training sessions 
and in the clinical environment. 
Attention to post‐program 
sustainability 
 
19. NR. 

 
1. Nilsson and Engstrom, 
(2015) 
 
2. Sweden 
 
3.“To describe the 
strengths and 
weaknesses of an e-
assessment and 
subsequent e-training 
program used among 
elderly care staff who 

 
5. E-learning refers to e-assessment of knowledge, 
skills and abilities and an e-training program 
supported by information and communication 
technology (ICT). 
 
6.  N=36 staff members. 
 
7. Swedish Elderly Care. 
 
8. NR. 
 
9. Faculty of Health and Occupational Studies, 

 
12.  Strengths and weaknesses 
of e-assessments and 
subsequent e-training program 
over time 2010-2011. 
 
Effects of the e-training program 
on staff members’ working life 
(quality of care, and 
psychological and structural 
empowerment) and well-being 
(job satisfaction and 
psychosomatic health). 

 
14. NR. 
 
15. Having 
opportunities to 
develop in a flexible 
and easily accessible 
way, becoming aware 
and being able to 
influence and Feeling 
stronger. 
 
16.  

 
17. The present e-assessments and the 
e-training program could be one way 
of helping elderly care staff who lack 
formal education develop their 
competence, which would, in turn, 
improve their self-confidence, working 
life and well-being. Thus, the e-
assessments and the e training 
program lead, in accordance with the 
PATH model, to healthy workplaces 
and organizational improvements. 
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lack formal competence” 
and  
2) “To study the effects 
of an e-training program 
on staff members’ 
working life (quality of 
care and psychological 
and structural 
empowerment) and 
well-being (job 
satisfaction and 
psychosomatic health)”.  
 
The hypothesis was that 
staff who had completed 
the e-assessment and 
the e-training program 
would rate greater 
improvements in 
working life and well-
being than would staff 
who had only 
participated in the e-
assessments. 
 
4. An intervention study 
with a mixed-methods 
approach. 
 
 

Department of Health and Caring Sciences. 
 
10. A professional e-training program tailored to 
every individual’s needs. The e-assessments – 
three practical and eight theoretical e-assessments 
of staff members’ knowledge, skills and abilities – 
as well as the completed education were based on 
the curriculum of the Swedish upper secondary 
school care program, which includes a total of 
eight learning objectives. 
 
E-assessments and the subsequent e-training 
program: Three practical assessments – morning, 
lunch and evening – were conducted in a 
specifically designed apartment with video 
cameras and ICT technology. They included a total 
of 5 learning objectives with different grades and 
were related to everyday work: “Basic healthcare”, 
“Communication”, “Rehabilitation”, “Ergonomics, 
hygiene, aesthetics, environment” and “Assistive 
technology”. The intervention included both 
practical and theoretical e-assessments and a 
subsequent e-training program supported by ICT. 
 
The theoretical assessments were performed using 
a workplace-based ICT tool (computer) that 
consisted of 8 learning objectives: “Health”, 
“Communications”, “Oral care”, “Ergonomics, 
hygiene, esthetic, environmental”, 
“Rehabilitation”, “Assistive technology”, “Basic 
healthcare”, and “Law and organization”.  
After completion of the e-assessments, staff 
received a document accredited by the Centre for 
Adult Education in the municipality that was to be 

 
13.  
Staff who had completed both 
the e-assessments and the 
subsequent e-training program 
rated greater improvements in 
their working life and well-being 
than did staff who had only 
completed the e-assessments. 
 
Staff in the intervention group 
(n = 28) rated their 
psychosomatic health as better 
over time (total scale for 2010 
Mean = 18.5, SD = 2.6 vs. for 
2011 Mean = 19.5, SD = 2.6; p = 
0.040) as well as the factor 
“sleep problems” (2010 Mean = 
59.8, SD = 25.4 vs. 2011 Mean = 
67.0, SD = 25.3; p = 0.036). 
 
“Impact” on the psychological 
empowerment scale (In 2010 
Mean = 4.4, SD = 1.3 vs. 2011 
Mean = 5.1 SD = 0.8; p = 0.005; 
n = 26).  
 
Better structural empowerment 
over time (total score 2010 
Mean = 18.5 SD = 2.6 vs. 2011 
Mean = 19.5, SD = 2.7: p = 
0.008: n = 26), as well as for the 
factors “formal power” (2010 
Mean = 3.0, SD = 0.7 vs. 2011 

Staff descriptions of 
Being nervous,  
Not having confidence 
in their own abilities, 
and Internal and 
external demands 

18. 
(a) NR. 
(b) NR. 
(c) test different pathways when 
identifying needs for competence 
development among staff and to give 
them opportunities to learn and 
develop through training. 
(d) NR. 
 
19.  
Non-randomized design might have 
induced selection biases, and the small 
sample size and high drop-out rate 
limit generalizability.  
A test of inter-rater reliability 
regarding the e-assessment tool was 
not performed in this study  
The sample was taken from only one 
municipality in Sweden.  
Workplace culture may have played a 
role in how the individuals felt about 
the e-training program and may limit 
generalizability. 
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used for the individual’s future competence 
development. The subsequent e-training program 
was individualized and linked to staff members’ 
practical and theoretical e-assessment outcomes 
as well as tailored to suite their learning styles. 
 
The e-training program began with the teacher 
giving an individual follow-up, a debriefing, in 
relation to the completed e-assessment. After that, 
the teacher helped the staff member tailor his/her 
competence development and he/she began 
studying the areas of deficiency. When the staff 
member felt he/she was ready to take the practical 
and/or theoretical test/tests, which were the same 
as in the e-assessments, he/she was to contact the 
teacher. 
 
11. The practical skills assessments were carried 
out by creating everyday situations and took about 
40 minutes/person/situation. The theoretical part 
was performed through an ICT tool that could be 
used either at the workplace or at home. This 
meant that the e-training program could be carried 
out independent of time and place and be done all 
at once or divided up. 
 

Mean = 3.3, SD = 0.8: p = 0.022) 
and “informal power” (2010 
Mean = 2.9, SD = 0.6 vs. 2011 
Mean = 3.2, SD = 0.6: p = 0.011).  
 
When differences over time 
were compared between the 
groups, there were significant 
differences for the scale. 
 

 
1. Pesut et al. (2015) 
 
2. Canada 
 
3. “To explore whether a 
collaborative educational 
intervention could 

 
5. NR. 
 
6. Twenty-one RN and 21 HCA students completed 
the workshop. Of those, 8 RN and 132 HCA 
students went on to complete the innovative 
clinical experience. 
 

 
12. To evaluate student 
outcomes, pre and post-test 
measures of self-perceived 
competence and knowledge in 
supportive care were collected 
prior to the workshop (T-1), 
immediately after the workshop 

 
14. NR. 
 
15. Clients and 
students learnt from 
one another through 
the experience. 
 

 
17. Findings from this study suggest 
that an educational workshop can 
improve RN and HCA students' self-
perceived competence and knowledge 
in caring for those with advanced 
chronic illness. 
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develop registered 
nursing and healthcare 
assistant students' 
capabilities in supportive 
care while enhancing 
care of clients with 
advanced chronic illness 
in the community” 
 
4. Mixed method design. 
 
 

7. Community based. 
 
8. Post registration (RN), Post graduate. 
 
9. A college in a rural community. 
 
10. An educational innovation that consisted of  
(i) a collaborative workshop for registered nursing 
(RN) and healthcare assistant (HCA) students in a 
palliative and (ii) an innovative clinical experience 
where selected RN and HCA students were 
partnered to provide care to older people living in 
the home with advanced chronic illness who were 
not yet eligible for home-based nursing services. 
 
11. NR. 

(T-2) and three months after the 
workshop (T-3).  
 
A sub-set of students who 
completed the workshop also 
took part in an innovative 
clinical placement with people 
living with advanced chronic 
illness in the community. 
Qualitative semi-structured 
interviews were conducted with 
students and clients to evaluate 
the education and clinical 
placement. 
 
13. 
At the pre-workshop baseline 
(T-1), RN students indicated the 
lowest self-perceived 
competence scores in the 
domains of spiritual, 
psychological and social needs, 
although all domains indicated 
means of greater than three on 
a five-point scale. In contrast, 
HCA students scored less than 
three on six of the ten domains. 
Largest mean differences 
between pre and post-
workshops scores for RN 
students were in spiritual needs, 
ethical and legal issues, and last 
hours of life. Largest mean 
differences for HCA students 

Students recognized 
the value of what they 
were learning from 
clients. They had an 
intimate look at the 
social determinants of 
health and a deeper 
awareness of the 
resources available in 
the community. 
The development of 
therapeutic 
relationships through 
place, time and space. 
 
16. clients and students 
expressed uncertainty 
about the focus of care 
a 

 
18. 
(a) NR 
(b) NR 
(c) Future work is needed to find ways 
to sustain these gains. An innovative 
clinical experience can maximize 
reciprocal learning while providing 
nursing services to a population that is 
not receiving home-based care. 
(d) The challenging symptoms 
reported by these clients, and the 
difficulties that students had 
addressing these symptoms, would 
require further development to better 
support student learning. 
 
19.  
Not all gains were sustained through 
to measurement conducted at the 3-
month interval. The inability to sustain 
these gains may be explained by 
student clinical contexts. HCA students 
participated in their first clinical 
experience during this time period. 
Heavy workloads and a task 
orientation often make it difficult to 
focus on these more intangible areas 
such as spiritual and ethical care, and 
the development of one's own 
practice. 
 
Sample sizes were too small to analyze 
the result of the innovative clinical 
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were in physical symptoms 
other than pain and last hours of 
life. 
 
Post-workshop, all self-
perceived confidence means 
were greater than three for 
healthcare worker students and 
four, or greater, for RN 
students. 
 
There were statistically 
significant changes on all self-
perceived competence scores 
for RN and HCA students with 
two exceptions: HCA students 
demonstrated no changes on 
the domains of ethical/legal or 
personal/professional. 
No self-perceived knowledge 
scores, for either HCAs or RNs, 
changed significantly between 
T-2 and T-3. 

experience statistically. 
 
Study was conducted in a rural context 
where students and their supervising 
faculty are typically rural insiders with 
pre-existing relationships. 
 
While innovative placements may 
prepare students for emerging nursing 
roles, without a strong nursing 
presence students may be less well 
prepared in traditional practice 
competencies. 
 
 
 
 
 
 

 
1. Petrovich et al. (2014) 
 
2. US. 
 
3. “To identify which 
topics related to geriatric 
care should be focused 
on to improve the 
quality of geriatric 
training within a general 

 
5. NR. 
 
6. Faculty (n=52) and residents (n=40) from 
Department of Surgery . 
 
7. An urban academic medical centre. 
 
8. Postgraduate. 
 
9. Academic medical centre. 

 
12.  
Assessment of perceived 
adequacy of current programme 
using 24 Likert-scaled questions, 
with 16 questions directly 
connected to Accreditation 
Council for Graduate Medical 
Education core competencies. 
Evaluation of clinical outcomes. 
A chart audit (n=22) was 

 
14. NR. 
 
15. NR. 
 
16. NR. 
 

 
17. The results obtained further 
strengthen the opinion that geriatrics-
based education is an integral 
component of the general surgery 
training program. In an environment 
of limited duty hours and increased 
educational demands of residency 
curricula, our results demonstrate the 
need to secure curriculum time for 
geriatric-specific educational 
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surgery residency 
program. “ 
 
4. Cross-sectional design. 
 

 
10. NR. 
 
11. NR. 

performed to identify patterns 
of geriatric care on the Trauma 
Surgery service. 
 
13.  
There were 4 questions that 
faculty assessed resident 
competency as less than 
acceptable (Contraindicated 
medications, Delirium 
management, Medication 
adjustments, Screening 
guidelines). 
 
 
Both groups identified 
medication management, 
management of comorbid 
conditions, and evaluation and 
management of delirium as 
primary areas in need of further 
geriatric training. 
 
Results of chart audit: 
Although most patients (68%) 
had healthcare directives 
documented in the chart, a 
goals-of-care discussion was 
only documented for 1 patient. 
Additionally, code status 
discussion was only 
documented in 7 (32%) patients. 
An evaluation for either delirium 
(1/22) or dementia (1/22) was 

initiatives. 
 
18. 
(a) NR. 
(b) NR. 
(c) a multi-institutional study should 
be performed to appropriately inform 
national curricular directives 
(d) Suggested areas for education: 
Management of comorbidities 
Medication metabolism and side 
effects. 
Risk assessment. 
Postoperative delirium. 
Postoperative fluid management. 
End-of-life and goals of care. 
 
The topic requires both an increased 
emphasis in curriculum design as well 
as refinement to include the areas of 
most need as identified by this study. 
 
 
19. 
Low response rate of faculty survey. 
Small sample sizes. 
Single institution and clinical markers 
on a single clinical service. 



219 

 

rarely documented. Use of at 
least 1 medication that is 
contraindicated per institutional 
policy occurred in greater than 
half the geriatric patients. 

 
1. Redfield et al. (2016) 
 
2. US. 
 
3. “To evaluate nursing 
students’ shifts in 
attitudes, knowledge 
about aging, and social 
goals during a program 
of repeated and 
structured social 
interactions with 
community-dwelling 
older people”. 
 
4. Pre- and post-test 
design. 
 
 

 
5. NA. 
 
6. Student nurses A total of 63 of 65 junior 
undergraduate nursing students (i.e. 53 women, 9 
men, and one non responder) at a private 
university in the Pacific Northwest provided 
informed consent and participated for extra credit 
(mean age = 21.97 years, SD = 3.82 years). 
Students had alternative means to earn extra 
credit. Participants were 67.2% Caucasian, 
20.3% Asian or Pacific Islander, 4.7% Hispanic, 3.1% 
African American, and 4.7% chose not to disclose 
their ethnicity. 
 
7. University school of Nursing undergraduate 
Bachelors. 
 
8. Undergraduate. 
 
9. University. 
 
10. Older people were randomly paired with two 
nursing students to form triads that met four times 
in one academic year (twice in fall, once in winter 
and spring quarters), interacting for 1 hour at an 
off-campus location determined by the triad’s 

 
12. Measures: 
Attitude Toward Older People. 
The Perspectives on Caring for 
Older Patients Scale (PCOP; 
Burbank, McCool, & Burkholder, 
2002) is a 20-item measure of 
views on caring for older people, 
on a scale from 1 (strongly 
disagree) to 5 (strongly agree), 
with higher scores indicating 
more positive views. The PCOP 
has demonstrated internal 
consistency (Neville & Dickie, 
2014; mean α = .86), as well as 
factor structure and convergent 
validity (Burbank et al. 2002). 
  
Knowledge of Aging. The Facts 
on Aging Quiz 1 (FAQ1; Palmore, 
1998) is a 25-item true or false 
measure of knowledge about 
older people and the aging 
process. The sum of higher cor-
rect items represents greater 
accurate knowledge of aging. 
The FAQ1 has evaluated 

 
13. For attitudes 
(PCOP), there was a 
significant linear time 
effect (b = 0.23, 
standard error (SE) = 
0.08, p = .003), as well 
as a small quadratic 
time effect (b = –0.06, 
SE = 0.02, p = .025; 
Table 2 for means and 
standard deviations). 
The cubic time effect 
was not significant, and 
because the model fit 
best without this term, 
it was removed from 
the model. Thus, 
students increased in 
positive attitudes over 
the course of the year, 
as hypothesized, with 
the increase 
decelerating slightly as 
the year progressed 
(Figure).  
For knowledge about 

 
17. 
Conclusion: A relational contact-based 
program may shift knowledge, at-
titudes, and social goals in nursing 
students, complementing traditional 
classroom nursing education. 
 
Students decreased in unhelpful social 
goals during interactions, as 
hypothesized. After repeated 
interactions with older people, 
students reported less striving for self-
image goals (e.g., to get older people 
to view them as intelligent). 
 
18. Future studies should limit 
external contact between curricular 
nurse educators and students, as that 
may have inadvertently reinforced 
content and biased results. 
 
19. Several limitations must be noted. 
The FAQ1 had low internal 
consistency; Future studies should 
incorporate a broader range of 
measures of knowledge and attitudes; 
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preference. 
Before each older adult visit, students self-studied 
two or three competency topics from Felver’s and 
Van Son’s older adult focus (2011), such as 
communication, awareness (i.e. self and societal 
perceptions toward aging), and assessment (e.g., 
normal aging versus pathology; meaningful 
engagements). 
 
Next a brief group didactic discussion on 
competency behaviors, activities, and goals for the 
visit.  Students were instructed that older adult’s 
interests should lead the conversations and their 
role was to help in health promotion and 
preparation for the older adult’s future self-care.  
 
Prior to the first visit and after each subsequent 
visit, students completed measures of knowledge 
of aging and attitudes on caring for older people. 
Social interaction goals were also assessed after 
each interaction. 
 
11. 8 months. 

students’ and workers’ 
knowledge of aging in 
healthcare fields (e.g., Eskildsen 
& Flacker, 2009; Zucchero, 
2011). FAQ1 scores have 
correlated with education levels, 
suggesting evidence of construct 
validity (Palmore, 1998). 
Internal consistency was 
moderate in studies (Cowan, 
Fitzpatrick, Roberts, & While, 
2004) and somewhat low in our 
sample (mean a = .20). 
However, the FAQ1 was 
designed to be directly inter-
pretable in terms of accurate 
knowledge for a range of 
disparate statements about 
aging—an important 
performance criterion— rather 
than a single latent construct 
with highly intercorrelated 
items, as in more traditional 
constructs (Palmore, 1998).  
 
Social Interaction Goals. Self-
image and compassionate goals 
(Crocker & Canevello, 2008; 
Study 1) were assessed after 
each social interaction. Students 
were asked to what extent, dur-
ing specific interactions, they 
wanted or tried to engage in 13 
goals on a scale of 1 (not at all) 

aging (FAQ1), 
significant linear (b = 
1.99, SE = 0.78, p = 
.011), quadratic (b = –
1.60, SE = 0.69, p = 
.021), and cubic effects 
(b = 0.34, SE = 0.15, p = 
.027) were found. 
Participants showed a 
pattern of linear 
increase followed by 
deceleration of this 
increase (quadratic 
time effect) and then 
further increase (cubic 
effect). As 
hypothesized, students 
participating in the 
OAPP demonstrated 
increased knowledge 
over time. 
With regard to social 
goals, contrary to 
hypotheses, compas-
sionate goals did not 
change over time (b = –
0.004, SE = 0.03, p = 
.865). As expected, 
significant linear 
decrease in self-image 
goals (b = –0.11, SE = 
0.04, p = .020) was 
found. Quadratic and 
cubic effects were not 

other non-cognitive nursing 
competencies (e.g., affective and 
psychomotor domains), and specific 
social behaviours during interactions 
with older people to further test which 
relational processes account for 
effects of our program on attitudes 
and knowledge (given that social goals 
did not predict these outcomes). In 
addition, future studies should 
randomly assign nursing students to 
the OAPP with and without relational 
interaction to identify the unique 
contribution of this component. 



221 

 

to 5 (always). Six items mea-
sured self-image goals (e.g., 
avoid showing your weaknesses) 
and seven measured 
compassionate goals (e.g., make 
a positive difference in her/his 
life). Crocker and Canevello 
(2008) provided evidence of 
factor structure, reliability, and 
convergent validity. In the 
current study, both types of 
goals were internally consistent 
(mean a = .81, .79).  
 
 

significant. Across 
sequential social inter-
actions, students 
decreased in striving to 
appear competent and 
avoid vulnerability with 
older people (Figure). 
Compassionate goals 
predicted neither 
knowledge (b = –0.17, 
SE = 0.37, p = .635) nor 
attitudes (b = –0.02, SE 
= 0.08, p = –.790); 
neither did self-image 
goals predict 
knowledge (b = –0.28, 
SE = 0.19, p = .149) nor 
attitudes (b = –0.06, SE 
= 0.05, p = –.219), 
suggesting that these 
goals did not account 
for changes in attitudes 
and 
Knowledge. 
 
14. NR. 
 
15. NR. 
 
16. NR. 
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1. Reilly et al. (2014) 
 
2. United States. 
 
3. “To assess changes in 
students’ knowledge 
after participation in an 
interprofessional, team-
based geriatric home 
training programme. “ 
 
4. Pre and post-test 
design. 
 
 

 
5. NR. 
 
6. Students from 7 health profession programmes - 
dentistry, medicine, occupational therapy, 
pharmacy, physical therapy, physician assistants 
and social work. 
 
7. University. 
 
8. Undergraduate placement. 
 
9.  University. 
 
10. The Interprofessional Geriatrics Curriculum 
(IPGC) is designed to train health professionals to 
work as a team in the care of the elderly in a 
community-based senior housing unit. The 
curriculum includes building skills in assessing the 
broad healthcare needs of the elderly, while 
providing them with health education and 
community resources to meet those needs. 
Student teams met five times over the course of 
the academic year. The first meeting was a 4-hour, 
faculty-directed, intensive introductory didactic 
workshop prior to beginning the IPGC experience. 
This was followed by three 4-hour meetings held at 
the community-based, senior housing unit. 
 
The 12 student teams were divided into two 
groups, so that at any given session, six teams 
participated with six elderly residents. Finally, the 
students met in a 2-hour, faculty-directed 
workshop at the end of the academic year. 

 
12. Only 1 of the 
interprofessional learning scale 
items, showed a statistically 
significant change across all the 
disciplines after the program 
was implemented. Overall, after 
IPGC, students were more likely 
to understand their role in an 
inter-professional healthcare 
team than before the IPGC 
experience (odds ratio 6.67, p < 
.001). All other changes are both 
small and statistically unstable. 
The interprofessional learning 
scale scores within each 
discipline were also analysed for 
pre-test and post-test changes 
(Table 4). The difference 
reported above in role 
understanding disappears when 
observed by discipline. 
There were no observed 
significant changes in any 
interprofessional learning scale 
items among the physician 
assistants or medical students 
after the IPGC experience. 
Question 13 focuses on 
students’ perception that shared 
learning with other healthcare 
students can improve their 
communication skills with 
patients and other 

 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. The study describes an effort to 
train future healthcare providers in an 
interprofessional team care health 
model. At the end of the IPGC 
experience, the study demonstrated a 
higher likelihood of students 
understanding their roles in an 
interprofessional healthcare team 
than before the IPGC experience.  
 
18. Education needs to reconnect 
nurses with care and not just focus on 
development of technical skills and 
specialization. 
 
Teaching Nursing Homes provide 
effective nurse training in the context 
of a collaborative, inter-disciplinary 
learning environment, where students 
can experience and contribute to 
team-based care. 
 
Larger-scale quantitative measures of 
nursing students’ pre- and post-
placement attitudes towards care staff 
and hygiene tasks would provide 
useful triangulation.  
 
19. Lacked a comparison group.  
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11. One academic year. 
 
 

professionals. Only pharmacy 
students were more likely to 
believe that shared learning 
would be beneficial to their 
communication with the health 
professional team (odds ratio 
3.75, p <.01). All other health 
professional students either 
showed no change or, in the 
case of dental students, 
demonstrated a negative effect 
that IPE would improve their 
communication with patients 
and other professionals (odds 
ratio 0.15, p < .01). 
 
13. NR. 

 
1. Sawin et al. (2016) 
 
2. US. 
 
3. ‘To examine the 
pedagogical 
effectiveness 
of the LOC simulation 
and reports on its impact 
on students’ knowledge, 
understanding, and 
attitudes’. 
 
4. Mixed method design. 
 
 

 
5. NR. 
 
6. Nursing students, health and human service 
professions. 
 
7. Community. 
 
8. Undergraduate placement. 
 
9.  NR but students are undertaking a faulty 
caregiving service learning elective course. 
 
10. Data were gathered from students enrolled in a 
family caregiving service learning elective course. 
The LOC simulation was offered following the 
course orientation, before students began 

 
12. Comparison of pre- and 
postscores on the Caregiver 
Knowledge Scale showed a 
significant increase in 
knowledge of commonly used 
caregiving terms. Through their 
simulated interactions with 
community agencies, students 
learned terms describing 
personnel (e.g., certified nursing 
assistant) and services (e.g., 
Meals on Wheels). Although 
significantly higher at post-test, 
knowledge change scores for 
some terms (e.g., activities of 
daily living, respite) remained 

 
13. NR. 
 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. This study demonstrates that the 
LOC simulation allows students to 
experience the challenges of 
caregiving families in an intensive and 
personal way. Data provide evidence 
that it is a useful strategy for 
effectively educating health 
professions students about aging and 
caregiving families in the context of 
their communities. The simulation 
develops empathy and understanding 
by helping students’ link knowledge to 
real-life situations in a family and 
community context.  
 
18. NR. 
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providing respite services to caregiving families in 
the community.  
 
11. Academic semester. 

low, suggesting these terms 
could be more effectively 
incorporated into the 
simulation. 

 
19. Small sample size, rating was self-
reported, all instruments require 
further validity testing.  

 
1.Schoenborn et al. 
(2015) 
 
2. US. 
 
3. “To describe an 
innovative curriculum 
that teaches that 
incorporates prognosis in 
the care of the older 
people with 
multimorbidity. “ 
  
 
4. Pre- and post-test 
with comparison group 
or quasi-experimental 
design. 
 
 

 
5. NR. 
 
6. Medicine. 
 
7. Older adult. 
 
8. Undergraduate. 
 
9.  University. 
 
10. The curriculum includes three small-group 
sessions and a clinical exercise. The curriculum 
focuses on life expectancy but also teaches about 
condition-specific prognosis or risk (e.g. risk of 
stroke from atrial fibrillation).  
Session 1 introduces the importance of prognosis, 
uses case-based exercises to teach prognostic tools 
and how to apply prognosis to frame the 
benefits/harms of common clinical decisions in 
primary care. A summary of prognostic tools and 
resources is provided to residents to facilitate 
application.  
 
Session 2 uses role play exercises with 
standardized patients to teach the skill to 
communicate the benefits/harms of a decision that 

 
12. In knowledge assessment, 
the intervention group 
respondents improved in the 
accuracy of prognosis estimates 
(i.e. same percentage as 
predicted by validated tools) in 
both hypothetical patient cases, 
reaching statistical significance 
in one of the two cases (1/18 to 
9/18 correct responses, p < 
0.001). The intervention group 
respondents also significantly 
increased in usage of evidence-
based prognostication methods 
in both cases (1/18 to 14/18 and 
2/18 to 14/18, both p < 0.001); 
these were significantly 
different from the control group 
at follow-up. In both cases, the 
intervention group respondents 
improved in correctly answering 
clinical decision 
questions that involved applying 
prognosis information, reaching 
statistical significance in one of 
two cases (9/18 to 17/18, p = 

 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. This is a novel curriculum with 
significant short-term impact on 
prognosis knowledge and 
communication skills. The curriculum 
addresses an important educational 
gap in the care of older people with 
multimorbidity. 
 
18. NR. 
 
19. NR. 
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is framed by prognosis and the skill to discuss 
prognosis explicitly. In the clinical exercise, 
residents assess prognosis for one of their primary 
care patients, use the estimated prognosis to 
frame a relevant clinical decision, and have a 
discussion with the patient either about the clinical 
decision or explicitly about the patient’s prognosis.  
 
During Session 3, the residents share their 
reflections about the exercise and receive group 
feedback. 
 
11. The prognosis curriculum was first 
implemented in January 2014 in one residency 
program with 20 first-year residents (intervention 
group) while the other program’s 52 first-year 
residents served as controls. The curriculum was 
implemented in an existing, required rotation that 
consisted of two 2-week outpatient blocks. 

0.005) but inter-group 
difference was not significant at 
follow-up (p = 0.07). 
 
We found significant 
improvement in the 
intervention group’s knowledge 
and ability to use evidence-
based tools to estimate 
prognosis.  
 
13. NR. 

 
1. Söderlund et al. (2013) 
 
2. Sweden. 
 
3. “To explore nurses’ 
experiences of a 1-year 
validation method 
training program 
conducted in a nursing 
home for residents with 
dementia and to 
describe ratings of work 
climate before and after 
the program.” 

 
5. Validation method (VM) training. 
 
6. 12 nurses qualitative.  Quantitative – pre-
program n=53, post-program n=56. 
 
7. Three wards at a nursing home. 
 
8. Postgraduate. 
 
9. External certified supervisor. 
 
10. 1-year program which includes learning a 
confirmatory, empathetic approach as well as 
learning to use verbal and non-verbal VM 

 
12. Nurses’ experiences of 
attending a VM training 
program and ratings of work 
climate before and after the 
program. 
 
Nurses’ experiences (n=12 
nurses interviewed): 
The program was extensive, 
instructive and stimulating, but 
it was also demanding.  
However, the nurses felt the 
program’s advantages 
outweighed its disadvantages.  

 
14. Demanding of time 
– resource-consuming. 
 
15. Work climate, 
support, supervision, 
sharing of experiences. 
 
16. Cost, staff-time. 

 
17. The program gave the nurses the 
ability to strengthen their efforts in 
caring for residents with dementia, 
especially in complex care situations 
with upset or aggressive residents. 
 
18.  
(a) NR. 
(b) This extensive program may be too 
demanding for some nurses working in 
dementia care. 
(c) Use of mixed-methods approach 
allowed complementary knowledge to 
be obtained.  However, interviewing 
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4. Mixed methods 
design. 
 

techniques for communication.  The focus for the 
training program was to improve nurses’ skills in 
communicating, confirming the residents’ feelings 
and managing complicated care situations. 
11. 1-year 

The program was viewed as 
‘unnecessarily long’ in duration.   
 
Four categories were identified 
from the transcribed interviews: 
(1) Being under extra strain, (2) 
Sharing experiences, (3) 
Improving confidence in care 
situations and (4) Feeling 
uncertain about continuing the 
program. 
 
Nurses on the program felt they 
were under extra strain 
(experiencing demands from 
colleagues and demands to 
improve oneself).   
 
The use of videotaping as a 
method of documentation of 
practice and as a basis for 
supervision was seen as 
valuable.   
 
The program gave the nurses 
the knowledge to use various 
approaches in everyday care 
situations.  This was a positive 
aspect for both residents (help 
distressed residents) and for the 
nurse.   
 
When the program had finished 
the nurses wanted to continue 

both management and nurses’ 
colleagues could have furnished more 
valuable information rather than just 
getting the participating nurses’ 
experiences. 
(d) Demanding but seen to be very 
relevant for nurses working with 
residents with dementia. 
 
19. Limited to three wards in one 
nursing home.  The authors had no 
influence on the delivery of the 
program or the selection of 
participating nurses.  Self-reported 
data (quantitative).  Pre and post-
program sample were not identical.    
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using what they had learned and 
wanted their colleagues to 
engage with the program.  How 
they would do this was not 
altogether clear to them. 
 
Quantitative Results:  Work 
climate ratings –the program 
resulted in higher mean values 
after the program in relation to 
dimensions of the work climate.  
Only values for ‘conflicts’ 
dimension were reversed after 
the program. 
 
13. Trusting atmosphere, 
sharing of experiences, 
reflection through the use of 
videotaped care situations, 
ongoing support, theoretical 
knowledge and practical 
training. 
 

 
1. Smith et al. (2010) 
 
2. USA 
 
3. “To describe 
evaluation results 
related to a CD-based 
depression training 
program that 
incorporates 

 
5. NR. 
 
6. Qualified Staff nurses (n=250). 
 
7.  Older adult setting. 
 
8. Postgraduate. 
 
9. The program, Nurse as Advocate, which was 
funded by The Wellmark Foundation of Iowa, 

 
12.  The evaluation data indicate 
that the majority of respondents 
experienced positive outcomes 
associated with the Nurse as 
Advocate 
depression training program.  
 
Items related to the extent 
to which the training changed 
care practices and outcomes for 

 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. Items related to the extent to 
which training changed care practices 
(n = 19) and outcomes of care for 
older people (n = 13) consistently 
received high scores. 
 
Responses to open-ended questions 
resulted in positive comments related 
to assessment, monitoring, 
communication, and interventions 
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the collaborative care 
principles of the 
Improving Mood—
Providing Access to 
Collaborative Treatment 
(IMPACT) model of 
care.” 
 
4. Mixed-methods 
design. 
 

builds on key components of the IMPACT 
treatment protocol, including education of older 
people about depression, systematic assessment of 
depression symptoms using standardized scales, 
comprehensive review of factors that complicate 
the course and outcomes of depression treatment, 
use of behavioural activation and pleasant events 
scheduling, regular communication among care 
partners, and referrals for antidepressant 
medication or talk therapy 
The Nurse as Advocate training program includes 
four key parts: (1) Understanding depression in 
late life, (2) Assessing depression, (3)Depression 
care for older people, and (4) Collaborating to 
promote positive outcomes. 
 
The four-part training program used workplace 
exercises and case-based 
learning to change daily care practices as part of 
the training. The relevance and application of 
depression assessment, treatment, care planning, 
communication, and referral methods were 
addressed. 
 
10. NR. 
 
11. NR. 

older people with depression 
were consistently given high 
scores (>4 on the 6-point Likert-
type scale).  
 
Few participants overall 
reported that the training had 
little effect on their provision of 
depression-related care and the 
outcomes achieved. 
 
13. NR. 
 

such as scheduling pleasant activities.  
 
Results indicate the training program 
may positively influence nursing 
practice and collaboration with 
interdisciplinary providers. 
 
18.  
(a) NR. 
(b) NR. 
(c) NR. 
(d) NR. 
 
19. NR.  

 
1. Smith et al. (2014) 
 
2. US. 
 
3. “To describe 
evaluation results 

 
5. NR. 
 
6. N=250 individuals - Staff nurses (57%), nurse 
managers (18%) care coordinators (6%), educators 
(7%), other positions (12%) . 
 

 
12. Changes in Knowledge and 
Skills and Usefulness of the 
Program. 
 
Changes in Knowledge- 
Mean scores in relation to the 

 
14. CEUs now 
discontinued so 
program needs to be 
purchased. 
 
15. Addresses a broad 

 
17. This paper supports the 
importance of depression training for 
nurses and allied health providers who 
are not psychiatric-mental health 
nurse trained but who provide daily 
care for older people with depression.   
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associated with 
statewide dissemination 
of the Nurses as 
Advocates depression 
training program.” 
 
4. Cross-sectional design. 
 

7. Nursing homes (40%), community/home health 
agencies (24%), hospitals (17%), other settings 
(19%) including assisted living, public health, adult 
day healthcare, private practice 
 
8. Postgraduate (Continuing Education Unit - 
CEUs). 
 
9. Training packets sent by mail to healthcare 
providers (details of training not provided in this 
paper) 
. 
10. The training program addressed three main 
objectives: (a) improve access to depression 
education, (b) increase the skills and knowledge of 
providers who care for elders with depression, and 
(c) improve the provision of quality, evidence-
based depression care. 
 
11. NR (CD-based program). 
 

extent to which training 
increased knowledge ranged 
from 4.5-5.1 on a range of 1-6.  
22% of participants felt the 
depression training program 
influenced their knowledge or 
skills in other ways – such as 
assessment methods and scales, 
awareness of depression, 
importance of individualized 
care and nursing care and 
interventions. 
 
Skills and Usefulness of the 
Program- Assessment methods 
and scales, understanding and 
awareness of depression, 
nursing care and interventions 
and communication methods.  
Participants liked the use of 
handouts, case-based learning, 
video presentations, workplace 
exercises and appendix 
materials (170 comments).   
 
Least useful elements of the 
program – 80 participants 
referred to content and 58 
referred to format.  70% of 
participants had no difficulty in 
completing the program. 
 
13. Content of the training 
program and format of the 

audience with varying 
levels of skill. 
 
16. The program 
became too simple in 
the quest to include 
basic information.  The 
request to use all four 
parts of the program in 
sequence may have 
deterred more 
experienced nurses.  

 
18.  
(a) Examine organizational support 
(setting, specialty-specific issues). 
(b) education or experience level, 
motivation of the nurse should be 
examined. 
(c) Research on the impact of nurse 
training for depressed older people. 
(d) Use of both informal conversations 
and traditional educational formats to 
advance the understanding of 
depression, develop skills and 
interventions. 
 
19. Participants requested the training 
program and voluntarily returned the 
evaluations, self-reported perceptions. 
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training program. 

 
1. Tumosa et al. (2012) 
 
2. US. 
 
3. “To answer questions 
about the effectiveness 
and value of the 
Geriatric Scholar 
Program (GSP). “ 
 
4. Pre- and post-test 
design without 
comparison groups.  

 
5. The GSP is a multimodal educational program 
targeted to primary care providers and ancillary 
staff who work in VA’s rural clinics. 
 
6. Two intakes evaluated  
Class 1(n=62): Physicians (n=42), nurse 
practitioners and physician assistants (n=20) 
Class 2 (n=58): Physicians (n=12), nurse 
practitioners and physician assistants (n=12), 
pharmacists (n=11), social workers (n=23). 
 
7. Rural or highly rural VA Community Based 
Outpatient Clinics (CBOCs), US Territories. 
 
8. Postgraduate. 
 
9. GRECC faculty – interdisciplinary including 
physicians, nurses, social workers, other associated 
healthcare professionals and research scientists. 
 
10. Mandatory Components  
Quality improvement course – one-day course 
includes didactic lectures and interactive small-
group activities to model the planning and 
evaluating of a QI project.  Scholars work in 
interdisciplinary teams to develop an aims 

 
12. Impact on geriatric 
competencies – At three 
months’ post intervention 
scholars self-identified 
additional educational needs in 
key geriatric competencies 
which they declined pre 
intervention.  The focus was on 
domains of patient care and 
medical knowledge for primary 
care providers and pharmacists.  
Social workers identified similar 
types of areas related to 
practice.  The intervention 
significantly reduced social 
workers’ need for additional 
education in a life cycle-related 
issue. 
 
Other learning needs of 
healthcare providers 
GSP developed a learning 
community which reinforced 
knowledge and skills obtained at 
the intensive geriatrics and 
quality improvement courses.  

 
14. NR. 
 
15. Used methods to 
target education 
traditionally delivered 
in urban centres to 
clinicians practicing in 
rural locations. 
 
16. NR. 

 
17. The program allowed hundreds of 
experts in geriatrics and gerontology 
to target a focused, longitudinal 
education intervention to healthcare 
providers in over 400 rural VA CBOCs. 
 
18.  
(a) NR. 
(b) NR. 
(c) NR. 
(d) Refresher intensive courses 
meeting the needs of clinicians. 
 
19. NR. 
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statement, define a measurement plan, map an 
existing process, and define and prioritise change 
ideas. 
 
Intensive course in geriatrics and gerontology – 
scholars attended one of three courses held at 
different times of the year in collaboration with 
GRECCs.  Course syllabi contains succinct 
distillations of relevant geriatric knowledge. 
Quality improvement (QI) project – after the 
intensive training courses scholars implement and 
measure a clinical improvement project under 
guidance from QI experts. 
 
Educational needs assessment – scholars complete 
a survey which assesses their individual 
educational needs.  GSP staff work with them to 
design an appropriate mix of clinical, didactic, 
supervised, and administrative growth 
experiences. 
 
Elective Components -  
Clinical practicum in geriatrics – to supplement the 
didactic education. 
Monthly GRECC audio conferences on new clinical 
developments in geriatrics – 1-hour audio 
conferences on new developments in geriatrics. 
Targeted distance education for scholars –
CME/CEU accredited targeted distance education. 
 
Learning community – internet web-based 
platform to share VA resources, best practices, 
publications, self-directed and distance learning 
opportunities and the scholars’ QI projects.   

The additional educational 
opportunities included web-
based learning, practical 
webinars, audio conferences, 
and an ageing newsletter.  GSP 
developed webinars focused on 
peer-to-peer education in 
response to 44% of the scholars 
rating their confidence in 
conducting peer training at 3 or 
below on a 6-point scale.  The 
web-based seminar on rural 
ageing and the geriatrics audio 
conferences were less 
frequently utilized.   
Practice Change, Quality 
Improvement and Impact on 
Patient Care 
Almost one fourth of intended 
changes to scholars’ clinical 
practices involved medication 
issues (14.3%) and dementia 
screening and management 
(13.6%).  Of the 147 practice 
changes identified at time-point 
2, only 17% were fully 
implemented at time-point 3.  
Significant progress was 
reported for a further 30.6%.  
Social workers were less 
successful in carrying out 
practice change plans with 
independent licensed providers 
most successful in fully 
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11. 1-year 

integrating the proposed 
change.  Both classes reported 
local VA support (37.5%), 
collaboration within the primary 
care team (18.6%), mentors and 
GSP coaches (37.5%) as being 
important factors to facilitating 
their QI projects.  Lack of time 
(68%) and lack of support (18%) 
and lack of access to 
information (18%) were 
identified as barriers.  QI 
projects were seen as beneficial 
to improving patient care for 
screening of geriatric conditions, 
better clinical efficiency. 
Value of GSP to Participants 
Education directly impacted 
practice.  “This program has 
helped me with my day-to-day 
practices”.   
 
13. Value of GSP resulting in 
scholars feeling more 
comfortable in their role, 
communicating better with their 
team and patients. 

 
1. Wilkerson et al. (2014) 
 
2. USA 
 
3. “To investigate the 
effect of an educational 

 
5. HOH include delirium, pressure ulcers, urinary 
incontinence and retention, functional decline, 
falls, suboptimal prescribing, dehydration and 
malnutrition, infection, depression, and 
inappropriate interventions. 
 

 
12. A pre- and post- training test 
of three questions reflecting the 
interns’ knowledge of HOH 
definition and assessment of 
HOH, components of the CAM 
and self-efficacy in managing 

 
14. NR. 
 
15. NR. 
 
16. Incomplete 
information from chart 

 
17. The educational and instructional 
strategies employed, including an 
online module and practical 
application on a geriatrics consultation 
service through a structured format, 
had a measurable effect on the 
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intervention to increase 
internal medicine 
interns’ knowledge and 
self-efficacy of Hazards 
of Hospitalisation (HOH) 
and to improve their 
care of hospitalized older 
people as measured by 
their documentation of 
HOH.” 
 
4. Pre- and post-test 
design without 
comparison group.  
 

6. Internal medicine interns (n=42). 
 
7. Large academic hospital. 
 
8. Postgraduate. 
 
9. University hospital, geriatric physicians. 
 
10. Two primary objectives; Increase internal 
medicine intern knowledge and self-efficacy 
regarding HOH and to incorporate the assessment 
of HOH into the routine evaluation of hospitalized 
older people by internal medicine interns. 
Didactic portion of the curriculum – interns 
completed assigned reading and an online module 
that reviews the management of each HOH.  The 
module included validated screening tools – 
Confusion Assessment Method (CAM), Geriatric 
Depression Scale. 
 
Clinical component – interns made rounds on the 
geriatrics consultation service following at least 
one consultation patient and completed an HOH 
observer ‘checklist’ that the geriatrics attending 
physician or fellow on service reviewed to ensure 
that all 10 HOH had been reviewed and their 
recognition and management discussed.  The also 
reviewed interns performing the CAM. 
 
11. 2-4 weeks  

each HOH was completed.  A 
retrospective, unblinded chart 
review was conducted during a 
preset 8-week period using a 
HOH abstraction guide.  Interns 
were stratified into 3 groups – 
not rotated (not rotated 
through geriatrics and no 
educational curriculum), 
geriatrics only (previously 
rotated through geriatrics but 
no educational curriculum) and 
trained (had rotated through 
geriatrics and participated in the 
curriculum).  Quotations that 
illustrated the hazards 
documentation were recorded.  
Interns were unaware of their 
documentation being reviewed 
for the study. 
 
Knowledge scores significantly 
increased between learners’ pre 
and post-tests after completion 
of the HOH educational 
curriculum (n=36, p<0.001).  The 
mean change was 0.78, close to 
getting one additional correct 
question.  Participants reported 
significantly greater confidence 
in their ability to manage each 
HOH after completion of the 
curriculum (n=40 p<0.001 for 
each HOH).  The largest 

reviews.  Interns were 
encouraged to 
document hazards but 
were not formally 
trained on 
documentation 
practices. 

interns’ knowledge and behavior. 
 
18. 
(a) NR. 
(b) NR. 
(c) NR. 
(d) Revision of this educational 
intervention to focus on the poorly 
documented hazards and extending it 
to surgical house staff. 
 
19. Replication is needed to 
understand the generalizability of the 
results.  Chart review was limited to a 
preset time period (admission history), 
limitations to the method of chart 
review conduction (quality of chart 
abstraction tool and accuracy of 
reviewer). 
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increases were seen in delirium 
(mean pre 2.73 vs mean post 
3.80), functional decline (mean 
pre 2.33 vs mean post 3.60) and 
suboptimal prescribing (mean 
pre 2.60 vs mean post 3.80).  
After the HOH curriculum, 
interns were significantly more 
likely to agree that they 
regularly document specific 
hazards and had more 
confidence in performing the 
CAM.   
 
Interns who had completed the 
curriculum documented 3 HOH 
elements more often – 
assessment of gait (91%), plan 
for functional decline 
prevention (57%) and activities 
of daily living (91%) however 
they documented assessment of 
instrumental activities of daily 
living less often than the other 
two groups who did not have 
the educational curriculum.   
 
When reviewing charts, no 
statistical difference was found 
in relation to documenting a 
prevention strategy for patients 
admitted with a diagnosis of 
delirium between the trained 
interns (3/9) not-rotated (3/10) 
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and geriatrics-only interns (1/6) 
although this was done more 
often by those who had the 
educational curriculum. 
 
13. Education of HOH improves 
learners’ behavior outcomes. 
The online module made 
learning accessible and portable 
for the house staff and 
addressed several core 
competencies.   

 
1. Wilson et al. (2016) 
 
2. Ireland. 
 
3. “To determine the 
palliative care 
knowledge and attitudes 
towards caring for the 
dying, of nurses working 
in care of the older 
person settings in Ireland 
and identify palliative 
care education needs; to 
determine which type of 
palliative care education 
resulted in higher scores 
in palliative care 
knowledge and attitudes 
to dying.” 
 
4. Cross-sectional design. 

 
5. Palliative Care defined by the WHO 2016 
‘An approach that improves the quality of life of 
patients and their families facing the problems 
associated with life-threatening illness, through the 
prevention and relief of suffering by means of early 
identification and impeccable assessment and 
treatment of pain and other problems, physical, 
psychosocial and spiritual’. 
 
6. Qualified nurses (n=61). 
 
7. Four private and three state-run older person 
care units in a rural county. 
 
8. Postgraduate. 
 
9. One of three – informal short sessions on 
palliative care in workplace; study sessions on 
palliative care outside of work; the European 
Certificate in Essential Palliative Care (ECEPC). 
 

 
12.  Knowledge and skills -  
The highest number of incorrect 
responses was achieved for ‘the 
philosophy of palliative care is 
compatible with that of 
aggressive treatment’ (n=56, 
92%) with the highest number 
of correct responses for 
‘individuals who are taking 
opioids should follow a bowel 
regime (n=57, 93%). 
 
The mean PCQN score for 
nurses who had some form of 
palliative care education was 
12.4 (2.79) and 11.3 (2.85) for 
those who had no palliative care 
education (not significantly 
different). Additionally, there 
was no significant difference in 
the scores for nurses who 

 
14. NR. 
 
15. NR. 
 
16. NR. 

 
17. The results indicate moderate 
knowledge of palliative care among 
nurses working in older people care 
settings.  Those who had completed 
the ECEPC had significantly higher 
PCQN scores than those who had 
attended an information session 
within their unit.   
 
18.  
(a) NR. 
(b) NR. 
(c) NR. 
(d) A focus on the philosophy of 
palliative care is necessary because a 
philosophy of palliative care not only 
focuses on symptom management and 
relief of suffering, but also on the 
promotion of quality of life. 
 
19. Small sample size, cross-sectional 
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 10. NR. 
Questionnaire asked respondents about palliative 
care training they had undertaken.  Two 
instruments – the Palliative Care Quiz for Nursing 
(PCQN) and the Thanatophobia Scale (TS). 
 
11. ECEPC is an 8-week course (self-directed) 
requiring 2 days of attendance. 

attended an informal session 
within their unit and those who 
attended a study day outside 
their unit (p=0.105) nor for 
those who completed ECEPC 
and those who attended a study 
day outside their unit (p=0.781).   
 
There was a significant 
difference for mean scores on 
PCQN for nurses who completed 
ECEPC M=13.8 (SD=2.39) and 
those attending an information 
session within their unit M=10.6 
(SD=3.21).       
No significant difference was 
found in the mean TS for those 
with some form of palliative 
care education (14.7 (6.36)) and 
those who had no education 
(15.7 (5.89)).   
 
No significant difference was 
found between the mean score 
for the PCQN or the TS between 
nurses and nurse managers. 
 
13. ECEPC completion resulted 
in greater knowledge than 
informal sessions. 

design. 



237 

 

 
1. Yuasa et al. (2013) 
 
2. Hawaii. 
 
3. “To describe and 
evaluate the 
effectiveness of a novel 
structured role-playing 
didactic session followed 
by an on-call Nursing 
Home (NH) longitudinal 
clinical experience.” 
 
4. Pre- and post-test 
design without 
comparison group. 
 

 
5. NR. 
 
6. Geriatric medicine fellows (n=10), faculty (n=1), 
family medicine (FM) (n=13), nurse practitioners 
(NPs) (n=31), seven other learners including 2 
medical students, 2 pharmacy students, 1 NP 
student and 2 psychiatry residents. 
 
7. Faculty. 
 
8. Under and Postgraduate. 
 
9. Multidisciplinary – GM faculty, FM faculty, NP 
faculty.  Academic and NH. 
 
10. Board certified GM faculty members with 
active NH clinical practices prepared a case 
exercise reflecting common situations GM fellows 
routinely encounter when taking telephone calls 
from NHs out of hours.  The cases focused on 
topics requiring clinical judgement and 
communication skills, not chronic problems.  Two 
learners were assigned to role-play the scenario:  
one as the on-call clinician and one as the NH staff 
or family member.  Other learners watched and 
gave suggestions, made comments about similar 
cases and asked questions.  GM faculty facilitated 
all sessions, FM faculty helped facilitate the FM 
residents’ session and NP faculty helped facilitate 
NP sessions.  
 
Larger sessions; roles were assigned to groups of 2 
or 3 learners rather than to individual learners.  

 
12. An 18-item pre/post 
questionnaire to assess 13 skills 
outcomes of the role-playing 
session – significant 
improvements were found in 
overall mean skills scores, 
greatest for; comfort in 
managing residents at the NH; 
managing feeding or 
gastrostomy tube dislodgement; 
identifying different availability 
of medications; laboratory 
studies; procedures in NH; 
describing steps to send NH 
residents to the emergency 
department.  
 
Greatest improvements for NP 
(score change post-pre skills (0.9 
(3.8-2.9)) and FM students 
(score change post-pre skills (0.9 
(3.7-2.9)) with significant 
improvements for the GM 
fellows (score change post-pre 
skills (0.8 (3.9-3.1)).  The other 
learners demonstrated less 
improvement in skills. 
Fellows rated their skills before 
the fellowship year and at the 
end of the year retrospectively. 
All skills improved significantly 
after the longitudinal clinical 
experience.  1st year fellows 

 
14. NR 
 
15. Longitudinal clinical 
on-call experience 
allowed greater 
improvement in skills. 
 
16. NR. 

 
17. This innovative on-call curriculum 
significantly improved learners’ self-
assessed skills in NH care for different 
types of learners. 
 
18.  
(a) NR. 
(b) NR. 
(c) Examine clinical outcomes of this 
curriculum in several different training 
programs.  A follow-up study could 
examine clinical outcomes of 
combining this on-call curriculum with 
NH staff training. 
(d) Fall case should be developed. 
 
19. Resident-level outcomes before 
and after this educational intervention 
were not systematically collected.  The 
questionnaires used were not 
validated.  Tertiary outcomes were 
measured using a retrospective 
pre/post faculty survey rather than 
chart reviews. 
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The structured role-playing didactic session was 
provided to NP students as part of their required 
chronic disease course and was modified from the 
original GM fellows’ session to add three 
outpatient community-dwelling scenarios and 3 NH 
scenarios were not included (abnormal urinalysis 
result, syncope, and rash).   
 
The longitudinal clinical experience consisted of 
on-call clinical coverage of the GM faculty practice 
plan’s resident and additional on-call follow-up 
sessions.  GM fellows reported on-call related 
problems to faculty every weekend and at monthly 
fellows’ meetings, and at quarterly on-call systems-
based error reflection sessions. 
 
11. 2-3 hours to complete the role-play  
Longitudinal follow up of GM fellows – one-year 

retrospectively reported greater 
improvement in skills than the 
2nd year fellows.  Greatest 
improvement was in managing 
NH residents care over the 
telephone, comfort managing 
NH residents’ care over the 
telephone, comfort working 
within the limitations of NHs 
and managing behavior 
disturbances. 
 
Faculty survey – tertiary 
outcomes of the curriculum – 
significant improvement after 
curriculum implementation.  Pre 
implementation of the 
curriculum documentation was 
incomplete and written sign-out 
quality was variable.  
 
Modified sign-out 
documentation implemented 
with the curriculum resulted in 
every telephone call being 
documented electronically and 
delivered securely to faculty and 
fellows.  Faculties were able to 
review challenging cases or 
unexpected outcomes quickly 
and provide immediate 
feedback. 
 
13. The structured role-playing 
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didactic session successfully 
improved self-assessed skills in 
NH care of different types of 
learners benefiting NP and FM 
students the most. 
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Appendix 3: Letter of Ethical Approval 
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Appendix 4: Focus Group Information Leaflet/Invitation for participants 

INFORMATION LEAFLET/ INVITATION FOR PARTICIPANTS IN FOCUS GROUP 

Re:  The development of a strategic vision and educational framework for Gerontological 

Nursing. 

Aim: This project aims to answer the question “What knowledge, skill and competence are 

required to produce a nursing workforce that can provide quality person-centred care to 

older people wherever they access healthcare?” 

Many of you will already have this event marked in your diaries.  We’re planning on having a 

lively and engaging conversation about your vision for a contemporary nursing profession 

which meets the needs of older people in varied contexts. We’re well aware of the 

challenge of creating a strategic vision and educational framework for Gerontological 

Nursing, but we believe this is a hugely important milestone and is worth the effort of all of 

us. 

Who should partake?  Anyone with an interest in Gerontological nursing is most welcome. 

This could include:  members of the public, carers, members of the multidisciplinary team, 

GPs, nurses, public health nurses, policy makers, regulators, educators. 

What does this entail for you? In these focus groups we will use the “World Café 

Methodology” which is a very interactive, fun, large group methodology which facilitates a 

more in-depth kind of engagement and discussion.  We want to explore lots of different 

perspectives and provide the opportunity for maximum participation and connection 

between participants.  In essence you are being asked to partake in an interactive two-hour 

focus group discussion. 

What about confidentiality? The information you will give will be kept confidential. No 

personal details that might identify you or your organisation will appear in the study report 

or associated publications. 

What about withdrawing? You have the right to withdraw from the focus group discussions 

at any time, even if you initially agree to participate. 
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What are the benefits of participating? We hope this this will be fun for all involved. But on 

a more serious note, the results of this unique study shall be used by the Health Service 

Executive to inform the development a strategic vision and educational framework for 

Gerontological Nursing. Thus, your opinions and perspectives are really important. 

WHAT RISKS ARE THERE TO TAKING PART? The risks (if any) are considered minimal and 

ethical approval has been granted from the Clinical Research Ethics Committee of the Cork 

Teaching Hospitals. All information will be treated in the strictest confidence. Participation is 

voluntary. The research findings will be presented in the report of the study, presentations, 

publications but anonymity of the person and practice area will be upheld. 

 

Principal Investigator: Dr. Alice Coffey   

Focus Group Lead: Professor Josephine Hegarty, T: (021) 4901462, E: J.Hegarty@ucc.ie 

HSE Lead: Deirdre Lang, M: 087 7662466, E: deirdrelang@rcsi.ie 

 

Thank you for taking the time to read this information leaflet. 

 

  

mailto:J.Hegarty@ucc.ie
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Appendix 5: Focus Group Consent Form 

Title: National focus groups to support the development of a strategic vision and 

educational framework for Gerontological Nursing. 

                    

 This is to confirm that I have been informed about a study  

 

 I understand that there are minimal risks to me taking part. I know that the study 

will not take longer than two hours. 

 

 I understand that my taking part in the study is voluntary and I may withdraw at any 

time I choose. 

 

 I understand that the sponsors and investigators have such insurance as is required 

by law in the event of injury resulting from this research. 

 

 I understand that all the information given will be highly confidential. My name or 

personal details will not be reported at any stage.  

 

 Confidentiality of records concerning my involvement in this project will be 

maintained.  When required by law, the records of this research may be reviewed by 

government agencies and sponsors of the research, as all anonymised transcripts of 

data will be retained in the University College Cork on file for a period of seven 

years. 
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 I understand that results of the study will be published in the study report, scientific 

journals and shared at relevant conferences. 

 

 I have had the opportunity to ask questions concerning any and all aspects of the 

project.  

 

 

PARTICIPANTS AGREEMENT: 

 

I, the undersigned, hereby consent to participate in the above described project.  I have 

received a copy of this consent form for my records.  I understand that if I have any 

questions concerning this research, I can contact the researchers listed above.  If I have 

further queries concerning my rights in connection with the research, I can contact the 

Clinical Research Ethics Committee of the Cork Teaching Hospitals, Lancaster Hall, 6 Little 

Hanover Street, Cork. 

 

After reading the entire consent form, if you have no further questions about giving 

consent, please sign where indicated. 

 

__________________________     __________________________ _________ 

  

Participants name                           Participants signature                            Date     

(Please print) 
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Appendix 6: Socio-demographic Questionnaire  

The development of a strategic vision and educational framework for Gerontological 

Nursing 

Socio-demographic instrument for focus group participants, please place an X in the answer 

box that best applies to you. 

1. What age are you (years)? Please tick (X) one option  

□ <30   

□ 30-39  

□ 40-49  

□ 50-59  

□ 60-69 

□ ≥70 

2. What gender are you?  

□ Male  

□ Female 

3. Which category best represents the group whose opinions you are representing today: 

□ Nurse  

□ Member of the public  

□ Older adult patient/service user 

□ Carer (if yes, please specify ____________________________________________) 

□ Multidisciplinary team member (if yes, please specify  _______________________) 

□ Policy context (if yes, please specify _____________________________________) 

□ Regulatory context (if yes, please specify  _________________________________) 

□ Other (if yes, please specify ____________________________________________) 

 

6. What is the highest educational level you have attained?  

□  Primary School  

□  Secondary School 

□ Professional qualification (certificate or diploma) 
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□  Degree  

□  Postgraduate Qualification (e.g. postgraduate certificate/diploma)  

□  Masters  

□  Doctorate  

 

 

If you are a registered nurse please complete the next question, otherwise you are finished, 

with thanks for completing the survey. 

 

Nurses to complete this page (Q7-Q9) only 

7. How many years has it been since you registered as a nurse?  

□  <5  

□  5-9  

□  10-14  

□  15-19  

□  ≥20  

 

4.  If currently employed, what is your current occupation/role?  

 

 

 

 

8. How many years have you been in your current position/role?   

□ <5  
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□ 5-9   

□ 10-14   

□ 15-19  

□ ≥20  

 

9. How many years have you worked in the broader older adult care setting/context?  

□  <5  

□  5-9  

□  10-14  

□  15-19  

□  ≥20  

□  I have not worked in the broader older adult care setting/context as a registered 

nurse?  

 

 

Thank you for completing this survey please return the survey to the focus group facilitator. 
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Appendix 7: Focus Group Topic Guide 

The theme of the consultation is “Preparing nurses to support holistic health and positive 

aging”. 

 

Focus Group Questions 

Consider the following three individual contexts of care:   

1. Acute hospital care and rehabilitation  

2. Home/long term residential care  

3. In the community, at home. 

Each context of care is very different and the needs of the older adult differ according to 

each context of care. Thus each context will be considered separately. 

 

For each context of care consider the following questions: 

a. Can we explore your vision for quality health and social care for older people and 

promotion of wellness in this context of care? 

b. How do you see nursing roles expanding/changing /altering to deliver on your 

vision and meet the needs of the older adult in this context? 

c. What are the core nursing knowledge, skills and competence required in this 

context of care? 

d. What enhances /hinders the nurses’ ability to meet the needs of the older adult 

in this context? 

e. What needs to happen to support nurses to meet the needs of the older adult in 

this context? 

Any other considerations/comments 


