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ІНФОРМАЦІЯ ПРО ПРОЕКТ
Проект «Центр освіти «третього віку» – це мультинаціональний спільний проект, що
фінансується ЄС в рамках міжрегіональної програми Європейського сусідства та партнерства.
Пріоритетом проекту є концепція - освіта впродовж життя (LifelongLearning).
Тривалість проекту: 1 грудня 2013 – 30 листопада 2016 (36 місяців).
Мета та завдання проекту:
• розвиток, накопичення та управління людським капіталом через розповсюдження освіти
впродовж життя та включення людей похилого віку до соціальних систем неформальної
освіти та підвищення кваліфікації в Україні та країнах-партнерах;
• проведення кампанії з підвищення свідомості суспільства та академічної спільноти щодо
освіти «третього віку» (для людей віком 50+) в країнах-партнерах;
• заснування Центрів освіти «третього віку» в університетах-партнерах та забезпечення їх
сталого функціонування;
• забезпечення рівного доступу до освіти та сприяння обміну досвідом та знаннями між
поколіннями.
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ПЕРЕДМОВА
Соціальна підтримка людей похилого віку – це необхідний атрибут життєдіяльності будь-якого
суспільства, і розвинені країни, як правило, мають характер соціальних держав, або «держав
загального благоденства» (welfare state), що має на увазі відповідальність за добробут громадян
з боку держави.
Соціальна робота з людьми похилого віку є одним з найбільш масових напрямків в сфері
соціального захисту населення. Стратегічна значимість цього напрямку обумовлена таким
явищем, як демографічне старіння населення, коли поступово збільшується частка громадян
похилого віку в загальному обсязі населення. Даний процес спостерігається в першу чергу в
розвинених країнах, де за останні роки дають про себе знати дві важливі демографічні тенденції
- зростання середньої тривалості життя і зниження народжуваності.
Зміна соціального статусу людини в старості, викликане, перш за все припиненням або
обмеженням трудової діяльності, трансформацією ціннісних орієнтирів, самого способу життя і
спілкування, а також виникненням різних утруднень, як у соціально-побутової, так і в
психологічній адаптації до нових умов, диктує необхідність вироблення і реалізації специфічних
підходів, форм і методів соціальної роботи з людьми похилого віку.
Соціальна робота - прийняте в усьому світі вираз, що означає прояв гуманного ставлення до
людини. Вона виникла ще в біблійні часи як благодійність, релігійний обов’язок людини, як
система гуманітарних послуг нужденним людям. Однак тільки у минулому столітті соціальна
робота була визнана самостійною професією, що вимагає спеціальної підготовки. На рівні
Організації Об'єднаних Націй сформовані групи принципів щодо осіб похилого віку: 1)
незалежність, 2) участь, 3) догляд, 4) реалізація внутрішнього потенціалу, 5) гідність. Вони
покладені в основу соціального законодавства більшості країн і є своєрідними вісниками
формування нової політики щодо старшого покоління.
Перші школи з підготовки соціальних працівників з'явилися в країнах Західної Європи і США в
кінці XIX - початку ХХ століть. І сьогодні вже ніхто не уявляє собі світ без соціальних
працівників. Досвід, накопичений у сфері соціальної роботи, яка існує за кордоном вже більше
ста років, різноманітний і багатоликий. Якщо говорити про Україну, то тут спостерігається
нерозвиненість інститутів громадянського суспільства,
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Перші школи з підготовки соціальних працівників з'явилися в країнах Західної Європи і США в
кінці XIX - початку ХХ століть. І сьогодні вже ніхто не уявляє собі світ без соціальних
працівників. Досвід, накопичений у сфері соціальної роботи, яка існує за кордоном вже більше
ста років, різноманітний і багатоликий. Якщо ж говорити про Україну, то тут нерозвиненість
інститутів громадянського суспільства детермінують переважну роль і обов'язок держави в
реалізації соціальної підтримки своїх громадян.
Основне завдання запропонованого посібника - розширити уявлення фахівців та студентів про
соціальну роботу з літніми людьми, рамки якої проглядаються недостатньо чітко. Крім того,
знайомство з соціальною роботою за кордоном дозволить дізнатися не тільки щось нове про
діяльність своїх зарубіжних колег, а й осмислити власний досвід і знання, окреслити нові
перспективи для подальшого розвитку вітчизняної соціальної практики.
У навчальному посібнику пропонується матеріал, що представляє окремі аспекти зарубіжного
досвіду соціальної роботи, пов'язані як із соціальною політикою, так і з безпосередньою
соціальною роботою з людьми похилого віку. В основу викладу матеріалу покладено
історичний і порівняльний підходи.
ЗАГАЛЬНА ХАРАКТЕРИСТИКА КУРСУ
Програма вивчення факультативу “Соціальна робота з людьми третього віку:
міжнародний досвід для України” складена в контексті освітньо-професійної програми
підготовки бакалаврів напряму 6.130102 “Соціальна робота” спеціальності “Соціальна робота”
та викладачів Центру Освіти Третього Віку у ДонДУУ.
Предметом вивчення англомовного факультативного навчального курсу є системні
знання щодо специфічної соціальної діяльності в напрямку здійснення соціальної роботи з
людьми третього віку в Європі та Сполучених Штатах Америки.
Програма факультативу складається з таких змістових модулів:
1.

Особливості соціальної роботи з людьми третього віку.

2.

Соціальний захист та соціальні технології у роботі з людьми третього віку в

Європі та США.
Метою викладання англомовного факультативу “Соціальна робота з людьми третього
віку: міжнародний досвід для України” є формування у студентiв системних знань про певну
реальність – соціальну сферу та специфічну соціальну діяльність (соціальну роботу) в

зарубіжних країнах, – а саме в напрямку соціальної роботи з людьми третього віку в за
кордоном.
Основними завданнями вивчення факультативу «Соціальна робота з людьми третього
віку: міжнародний досвід для України» є
теоретичні: поповнити знання щодо актуальних проблем соціальної роботи в
американському культурно-освітньому середовищі; концептуально-організаційних моделей
соціальної роботи в Європейських країнах та США із літніми людьми, ознайомити студентів із
особливостями функціонування соціальних служб в США, а також зі специфікою соціальної
роботи з окремими категоріями клієнтів – людьми третього віку;
практичні: навчити виявляти та оцінювати сучасні тенденції розвитку соціальної роботи
в американському суспільстві; навчити виявляти позитивний досвід та оцінювати перспективи
його впровадження в Україні, удосконалювати професійну англійську мову; практикувати
міжкультурне спілкування та взаємодію (в рамках Проекту “Розвиток громад” Корпусу Миру
США в Україні).
Згідно з вимогами освітньо-професійної програми студенти повинні:
знати: соціально-психологічні особливості людей третього віку, соціальний захист в
США цієї уразливої групи населення, соціальне обслуговування та технології роботи з людьми
третього віку в Сполучених Штатах.
вміти: виявляти літніх людей, які потребують соціальну підтримку; визначати конкретні
види та форми допомоги особам, які потребують соціальну підтримку; сприяти покращенню
якості життя літніх людей, розуміючи і вирішуючи весь комплекс проблем; давати об’єктивну
оцінку соціальній політиці щодо людей третього віку у США, аналізувати соціальні явища та
формувати власний погляд і оцінку ідей, концепцій соціальної роботи, а також практичних
проблем соціальної освіти в США, творчо використовувати кращі ідеї соціальної роботи у США
для ефективної підготовки і функціонування соціальних працівників, використовувати та
трансформувати зарубіжний досвід до сучасних умов життєдіяльності Україні, проводити
оцінку існуючих соціальних служб та менеджменту у роботі із людьми третього віку, визначати
сферу їх діяльності та можливості соціальної роботи в них.
Міждисциплінарні зв’язки: деонтологія, етика соціальної роботи, історія та теорія
соціальної роботи, технології соціальної роботи, технології соціальної роботи в зарубіжних
країнах, основи реабілітології, соціологія освіти, соціологія вільного часу та дозвілля,
економічна соціологія тощо.

Інформаційний обсяг навчальної дисципліни
ЗМІСТОВИЙ МОДУЛЬ 1.
ОСОБЛИВОСТІ СОЦІАЛЬНОЇ РОБОТИ
З ЛЮДЬМИ ТРЕТЬОГО ВІКУ
Тема 1.
Люди третього віку в сучасному суспільстві
Старіння суспільства як ризик. Поняття людей третього віку. Соціально-демографічні
характеристики людей третього віку. Соціально-психологічні особливості літніх людей.
Тема 2.
Основні проблеми літніх людей
Літня людина та її соціальне оточення. Взаємодія між поколіннями. Зайнятість в пенсійному
віці. Дозвіллєві практики людей третього віку. Третій вік – особливості сприйняття соціального
часу. Відкрита та непряма дискримінація людей третього віку та профілактика соціального
виключення людей третього віку. Можливості соціальної роботи із літніми людьми.
Тема 3.
Соціальна геронтологія.
Деонтологія по соціальній роботі із літніми людьми
Соціальна геронтологія: основні поняття. Деонтологія по соціальній роботі із літніми людьми:
основні поняття. Структура та зміст психологічної компетентності спеціаліста із соціальної
роботи з людьми похилого віку. Професійно важливі якості спеціаліста у соціальному
обслуговуванні людей літнього віку. Основні завдання спеціалістів у роботі із літніми людьми.
Тема 4.
Професійна підготовка фахівців із соціальної роботи,
які працюють із людьми третього віку: міжнародний досвід
Особливості американської моделі підготовки фахівців соціальної роботи.
Мережа навчальних закладів, у яких здійснюється підготовка соціальних працівників в країнах
ЄС та у США. Триступенева школа професійної кваліфікації. Експертна оцінка національних
програм підготовки фахівців та акредитація програм вищої школи і магістратури.

ЗМІСТОВИЙ МОДУЛЬ 2.
СОЦІАЛЬНИЙ ЗАХИСТ ТА СОЦІАЛЬНІ ТЕХНОЛОГІЇ
У РОБОТІ З ЛЮДЬМИ ТРЕТЬОГО ВІКУ В США
Тема 5.
Соціальний захист літніх людей у США
Основи конструювання адресних стратегій соціального захисту. Принципи и функції систем
соціального захисту в США. Система соціального страхування. Державний, регіональний і
муніципальний рівні реалізації соціальних програм. Соціальне страхування і державна допомога
– дві основні форми державної системи соціального забезпечення. Система соціального захисту
в США.
Тема 6.
Соціальне обслуговування
літніх американців
Зміст та види соціального обслуговування літніх людей. Соціально-побутове обслуговування
літніх громадян за місцем проживання, вдома. Типи соціальних послуг: транспортні послуги;
телефон із постійним підключенням до сигнально-чергової системи; перебування в денних
центрах; пансіонатах; будинках сімейного типу; будинках тимчасового перебування; лікарнях;
будинках-інтернатах. Робота з родиною літніх людей.
Тема 7.
Модель та форми соціальної роботи із активізації літніх людей
Школа третього віку. Освіта в третьому віці. Філософія школи та напрямки роботи. Методи
роботи. Розвиваючий діалог як інструмент розвитку. Школа – ресурсний центр літніх людей.
Міжнародна співпраця.
Тема 8.
Менеджмент соціальної роботи з літніми людьми в США
Заклади та послуги для літніх людей. Хоспісне обслуговування в США. Державні організації
соціального захисту населення. Приватні соціальні організації. Добровольчі організації.
Міжнародні благодійні організації. Контрактна система взаємодії соціальних служб. Соціальна
робота в різних сферах життєдіяльності людей (соціальна робота в громаді, соціальна робота в
закладах охорони здоров’я, соціальна робота в системі правоохоронних органів, соціальна
робота в закладах освіти).

КОРОТКИЙ ЗМІСТ КУРСУ
THE COURSE BRIEF CONTENT
TOPIC 1.
THE PEOPLE OF THE THIRD AGE IN MODERN SOCIETY
There is a fountain of youth: it is your mind, your talents, the creativity you bring to your life and the
lives of people you love. When you learn to tap this source, you will truly have defeated age.
Sophia Loren
Plan
1.1.

Definition.

1.2.

Ageing Society a Risk to Society Itself.

1.3.

The Characteristics of People of the Third Age.
1.1.

Definition

The “Third Age” refers to the periods of time after the First Age of childhood dependence and
the Second Age of full time employment and parental responsibility. It is part of the post Industrial
Age, the Information Age (Wikipedia).
A “U3A” (University of the Third Age) is a university in the original sense of the word: a
collective of people devoted to learning, and members are in the “Third Age”. The “Third Age” is a
time of creativity and fulfillment for older people.
Anyone in the Third Age can join a U3A – all you need is interest and enthusiasm. It is called a
university, but it has members, not students. No qualifications are required, and none are given.
The International Association of Universities of the Third Age sponsor conferences which bring
together under the same roof people from a variety of countries with the object of learning from each
others’ culture and provide an opportunity for joint projects. Researchers, doctors and gerontologists,
who specialize in older persons learning and well being meet and exchange ideas and experiences with
lectures, presentations, exhibitions and feedback sessions.
The current Third Age philosophy emphasizes:
• Older persons can still learn and acquire new skills, that becoming older doesn’t imply
obsolescence.

• Older persons can continue with gainful employment, including assuming new roles that will
help to reinforce their contribution towards society.
• Older persons are able to participate in research projects and work towards higher degrees in
areas in which they have worked over the years.
• Opportunities for elderly people to volunteer their services in teaching about the experience of
aging in gerontological courses in universities.
A key factor in the evolving Third Age concept is that our world is changing. Universities are
grappling with the idea that the future student bodies of universities will not be comprised solely of
young adults but people of all ages, and that older people do not stop learning just because they are
getting older and that they are actually as good and as conscientious students in precisely the same way
as employers have found them to be as employees (U3A).
Examples of Third Age organizations include:
• Civic Ventures is a national nonprofit organization (with The Next Chapter projects in many
states) that works to expand the contributions of older Americans to society and to help transform the
aging of American society into a source of individual and social renewal. Civic Ventures seeks to tap
the talents and skills of older Americans by developing avenues for meaningful community service. In
pursuit of this mission, Civic Ventures promotes new ideas, strengthens infrastructure and establishes
new institutions. Civic Ventures has developed the Life Options concept to assist adults making the
transition from midlife to a new life stage characterized by opportunities for connection and direction.
The Life Options Initiative builds on the knowledge that access to meaningful choices for work,
service, lifelong learning and community connections plays an important role in the health and ongoing
development of older adults and provides them with connections to the life of the community and its
needs (Civic Ventures).
• Cross Cultural Bridges is a Third Age group from the north and south of Europe whose core
activity involves attempting to decrease the effects of local and transnational conflicts with projects
emphasizing sustainability. They work on issues of fair trade (coffee as an example) in countries that
include the Netherlands, Spain, Kosovo, Bolivia, Guatemala, Uganda, Nepal and Sudan (Darfur). Cross
Cultural Bridges is made up of a multidisciplinary team of activists with personal and professional
cross cultural experience and a strong emphasis on collective rights, the rights of nature and the right to
live (Cross Cultural Bridges).
• The University of Denver, Colorado, has a Focus Forward school which is a Third Age
program. It has an initial class titled “Planning for Change in the Third Age”, a functional workshop

partially developed by the Hudson Institute of Santa Barbara – recognized experts in adult
development, renewal and leadership training. Students explore the Third Age – a pivotal point
between midlife and old age. They learn tools and strategies for navigating transition and change,
identify a sense of guiding purpose, learn life skills for sustaining purpose and passion, and leave with
a compelling plan for their next chapter. After this workshop, participants may continue with two
courses on Career Continuation and Change, or Reinventing Retirement. These classes are typical of
ones being offered by a growing number of educational institutions (University of Denver).
1.2.

Ageing Society – a Risk to Society Itself

According to the World Health Forum, there are several factors at work that are contributing
towards our rapidly ageing society:
• Declining fertility. The world’s total fertility rate – that is, the number of children born per
woman – fell from 5 children per woman in 1950 to roughly 2.5 today, and is projected to drop to about
2 by 2050. Most of this decline has occurred in the developing world, where the share of children in the
population is expected to drop by half by 2050 from the 1965 level. As families have fewer children,
the older-age share of the population naturally increases.
• Increased longevity. Globally, life expectancy increased by two decades since 1950 (from 48
years in 1950 to 1955 to 68 years in 2005 to 2010), and is expected to rise to 75 years by 2050. There
are still considerable disparities between the wealthy industrial countries, at 82 years, and the less
developed countries, at 74 years. However, this gap has narrowed greatly in the last few decades. The
life expectancy of older people has increased particularly rapidly; a person who reaches age 60 has
more years of life left than in the past.
• Falls in mortality came before falls in fertility. In the early phases of this transition, large
cohorts were born, mainly because mortality, especially among infants and children, tended to decline
before fertility fell. Those cohorts are now reaching working ages and the older ages, and their ranks
will swell. In developed countries in particular, large-sized post-World War II baby-boom cohorts are
reaching the older ages. Another reason for an emphasis on ageing today is that “doomsday scenarios”
abound. These alarmist views typically assume a world of static policy and institutions, continuing
trends involving low fertility, and constant age-specific behavior and labor outcomes. The resulting
scenarios yield stark and shocking images of workforce shortages, asset market meltdowns, economic
growth slowdowns, the financial collapse of pension and healthcare systems, and mass loneliness and
insecurity.

The statistics from the World Economic Forum pose some very significant areas for concern as
the world as a community becomes older. The areas of concern include:
• coping with how individuals find fulfillment;
• what age people retire;
• what will be their quality of life when they retire;
• how governments devise financial stability;
• how older and younger workers interact as they divide up the economic pie;
• how businesses staff with a decreased workforce;
• how overall health systems accommodate for the needs of those living longer;
• the strain on pension systems;
• the increased need for long term care (World Health Forum).
1.3.

Characteristics of People of the Third Age

The following chart from the US Bureau of the Census shows a distribution of the 65 years and
older group from the year 2000 and a projection of the distribution in the year 2050. Europe (which
includes Ukraine) is showing the highest percentage of older people by 2050.

O

ther noteworthy indicators include:
• At the global level, the share of those 80-plus has edged up from 0.6% of world population in
1950 (15 million) to around 1.6% of world population (110 million) in 2011, and is expected to reach
4% (400 million) by 2050.
• The global population is projected to increase 3.7 times from 1950 to 2050, but the number of
60-plus will increase by a factor of nearly 10, and the 80-plus by a factor of 26.
• Between 2010 and 2050 the total population will increase by 2 billion, while the older
population will increase by 1.3 billion.
• Women account for about 55% of the 60-plus group, rising to 64% of the 80-plus group, and
82% of the 100-plus group. On average, women outlive men by nearly 4.5 years.
Note: The UN Population Division uses the terms “more developed regions” and “less
developed regions”, which correspond with “industrial countries” and “developing countries” [World
Economic Forum, “Global Population Ageing, Peril or Promise”, p. 5].
The focus of what we can do to support successful ageing lies with 5 key needs among older
people: Health, financial security, the ability and opportunity to contribute and be productive, the
ability to connect with their communities, and the opportunity to have fun and recreate. How we as a
society respond to these areas will largely help determine how successful we are in dealing with our
rapidly changing demographic picture. Offering products and services to enhance older persons’ health
and well being will help facilitate their ability to remain important contributors to our global society.
There is a need to reinvent the concept of ageing as it interacts with technological change,
globalization and urbanization. The less developed countries feel the change most dramatically.
Retirement will no longer be traditional, as people explore part time employment, changing careers,
additional educational opportunities. The benefits of the changing environment include realizing and
utilizing the immense benefit, or “longevity dividend” of people with life experiences and skills living
longer.

Questions
1. How would you describe the Third Age concept?
2. You now have three examples of Third Age groups from around the world. Can you think of Third
Age groups in Ukraine?

3. Can you describe the factors of an Ageing Society that cause stress on society as a whole?
4. What do you see happening in Ukraine in this regard?
5. What are the important demographic features to be aware when discussing an Ageing Society?
6. How does the issue of women’s’ longevity play a role?
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TOPIC 2.
PROBLEMS ENCOUNTERED BY SENIOR CITIZENS
“In one thing you have not changed, dear friend," said Aragorn: "you still speak in riddles."
"What? In riddles?" said Gandalf. "No! For I was talking aloud to myself. A habit of the old: they
choose the wisest person present to speak to; the long explanations needed by the young are
wearying.”
J.R.R. Tolkien, The Two Towers
Plan
2.1. An Elderly Man in his Social Environment – Interactions between Generations.
2.2. Employment in the Retirement Age (Labor, Employment and Leisure).
2.3. Discrimination Against People of the Third Age.
2.4. The Role of the Social Worker in Addressing the Problems of Older People.
2.1. An Elderly Man in his Social Environment
– Interactions between Generations
In a recent paper, “Promoting Intergenerational Understanding between the Young and Old”,
Leng Lang Thang of the National University of Singapore succinctly identified the problem in modern
society of age segregation:
“Ask a youth what comes to your mind when you think of the old and young generations,
chances are the term “generation gap” will be one common association. There is little doubt that
generational segregation has increasingly become a norm in today’s modern industrialized societies.
The social structuring of age has contributed to an extent the gap among generations. One important
dimension of age segregation is “institutional age segregation” where different age groups are isolated
from the socially constructed division according to chronological age, such as the channeling of the
young into day care and schools and expecting seniors to live separately in age-homogenous retirement
communities. Among the various social institutions, the family is probably the only institution that is
“truly age integrated” (Hagestad and Uhlenber, 2005, 2006), however, the advent of nuclear families,
more instances of divorces, singlehood, migration and so forth have increasingly limited the capacity of
the family to provide cross-age understanding and connections.
In fact, we can no more assume that strong bonding will certainly exist between the generations
even when three generations live under the same roof. With different pace of life and activities, it is

common for different generations to live in so-called “separate islands of activity” even when they are
living in the same household. Grandparents who are alone the whole day may feel isolated in a threegenerational household; even when their children and grandchildren are at home in the evening, they
are likely to be tucked away in their own rooms facing their own TVs and computer screens.
Age segregation has various undesirable consequences, besides producing ageism which leads
to the discrimination of young people against the old, it also reinforces the negative stereotype of the
young among the old. Furthermore, social support network within the family as well as society is
expected to weaken when horizontal connections between the same age peers are not enriched and
extended by vertical connections across different ages. As the intergenerational equity conflicts of the
1980s and the 1990s in the U.S. have shown, generation gap threatens social cohesion and will lead to
tensions emphasizing competition of the generations for limited resources and the fear of an
intergenerational war. The gulf between the generations fear deepening with changing social patterns
and demographic trends and imply an urgent need for deliberate program and policy efforts to address
the disengagements of the generations” [Wang, p. 1].
The issue of intergenerational interaction is especially important for older men. For many older
men in today’s world what to do with your time after retiring from the work world presents unique
challenges, as their work frequently gave their lives definition. Men tend to have their strongest social
networks with work colleagues and with less intergenerational bonds.
A second, related issue is that men tend not to have as wide and vital social networks as women
do. Indeed, men often have most of their closest relationships with work colleagues. When they retire,
these connections loosen, and most of them get completely severed. With fewer strong relationships
outside of work, men are more likely to feel lonely and bored in retirement.
Social contact is very beneficial. While this may seem obvious, yet, few realize just how
powerful the effect of social contact can be. For example, research has shown that amongst the “oldestold”, social contact with non-family members has a greater impact on mental well- being than their
health status. In short, even when older individuals are suffering longstanding illness, their mental
well-being can be as good as those who are in good health, if such individuals engage in social contact.
Intergenerational contact, especially for older men, may help to reduce the “ageistic” attitudes
that young people have about older men and vice versa. These ideas have an impact on social policy
decisions as to how to allocate public monies to the greatest effect [Lloyd, p. 1-2].

2.2. Employment in the Retirement Age
(Labor Employment and Leisure)
There is currently underway a fundamental change in the way people, especially older men, are
looking at retirement. The previous view of retirement was a time of retiring completely from work,
sitting back, and enjoying the “Golden Years”. As has been discussed, people are now living longer
and retirement years can easily consist of another third of their lifespan. Most retirees understand the
importance of financial planning towards retirement. Planning for other important areas of future
lifelong planning issues such as civic engagement, social, emotional and relational transitions and
expectations is still a relatively new concept for many persons who are retiring. There are a growing
list of retirement planning options, such as through educational, church and recreational resources that
can enable more of a lifelong planning approach to explore work opportunities, leisure activities and
maintaining and growing new relationships. This planning may entail part time, rather than full time,
employment. It can also mean going into a new area of work than what a person has traditionally done,
with an emphasis on fulfillment and not necessarily on how to earn the greatest amount of money.
Planning for retirement may now focus on things such as (Frakes, Baby Boomers):
• exploring part time employment options;
• considering volunteer work in an area of interest;
• taking classes on subjects of interest such as through a University of the Third Age;
• connecting with church if appropriate;
• establishing a “bucket list” of retirement goals;
• focusing on areas of interest including fitness clubs, music, dancing and hobby activities;
• hands on experiences with younger family members – intergenerational involvement.
Teresa Ghilarducci, in her article from 2008 “The Future of Retirement in Aging Societies”, has
the following comments on issues related to the retirement age.
In addition to retiring persons attempting to be ready for retirement, the larger society needs to
see the value in such future planning and provide the support and resources necessary to make such
planning viable.
Here is what we know in the U.S:
• surveys of workers on their limited ability to work has been collected since 1981 reveal that
the ability to work decreases with age;
• since 1981, the share of older workers reporting limitations in their ability to work has stayed
steady (the rate fluctuates according to economic activity – it averaged 9.37 % during the economic

expansion of 1983 through 1990 to over 10.81 % in the economic boom of the 1990s (Clark et al. 2004,
21-22);
• in 2000, 11.3 % of people aged 55 to 64 reported physical limitations that prevented them
from working or seeking work two years in a row. (In any one year, the share of older adults who
report work limitation for just one year is almost double.);
• while the share of jobs demanding physical effort is declining, especially for men, the share
requiring good eyesight or computer skills is increasing (Johnson 2004).
Working longer is often not a choice for workers who develop health problems or are laid off
late in their careers. According to a recent McKinsey & Company survey, 40% of workers are forced to
retire earlier than they had planned, with health, or the health of a family member, the reason cited for
over half of these early retirements.
Age discrimination, layoffs, and plant shutdowns adversely affects older people’s ability to
work (Rotenberg 2006).
Many older workers do not stay in their career jobs. Instead of 60 being “the new 50,” it has
become the new 17, as older people re-enter the job market as retail clerks or in other low-paid
occupations. Elderly workers over age 65 have jobs with less status than workers aged 55-64.( They are
less likely to be in occupations classified as “executive,” “professional,” or “technician” and more
likely to be in “sales” and “service” occupations [Ghilarducci, p. 9-10].
2.3. Discrimination Against People of the Third Age
Aging.com, a website for seniors, had an interesting website article 4/12/12 entitled “Ageism:
Discrimination against the Elderly” that helps bring the issue into focus:
Elderly people experience a type of discrimination that's prevalent, and it has nothing to do with
the color of their skin, their religion or socio-economic status.
–What do you expect at your age? – You're not getting any younger!”, – do these statements
sound familiar? The “old geezer” stereotype is an unjust and prejudicial generalization that assumes all
older adults naturally become weak, sick and forgetful. This is what constitutes “ageism”.
Ageist attitudes are not only hurtful, they are harmful. It's not just younger people – family
members, friends, or complete strangers – who are doling out the ageist remarks. Some health care
professionals have the same attitude. Dr. Robert Stall, a practicing geriatrician for over 20 years in
Buffalo, New York, sees it first-hand often. “And I can tell you from 23 years as a geriatrician, when
an older person visits a doctor with valid health concerns such as loss of bladder control, decreased
mobility or memory impairments – and is met with a “what do you expect” attitude from a doctor or

nurse – the mindset rubs off on the patient. He or she leaves the doctor’s office thinking, 'What do I
expect? I'm not getting any younger. My health problems are just part of getting old”.
“What should you expect at your age? A lot! That's my mantra when working with elderly
patients. The fact is, older people get sick from disease, not old age. People can remain healthy, vibrant
and of sound mind well into their 70s, 80s and even 90s”.
Stall, who serves as a mentor for premedical undergraduates and medical students, actively
encouraging them to consider a career in geriatric medicine, says one solution to the problem of ageism
in healthcare is to increase the number of fellowship-trained geriatricians. “The internal medicine and
family practice training that most primary care doctors receive does not focus sufficiently on working
with elderly patients. For that training, a doctor requires a formal program to learn about geriatric
medicine. This program has very little redundancy with internal medicine training. The body of
knowledge called geriatrics includes getting past ageist attitudes”.
Physicians with increased awareness of aging as an important component of their medical
training could have a great impact on combating ageism.
However, geriatricians continue to be in short supply. Only about 10 percent of U.S. medical
schools require work in geriatric medicine. The American Geriatrics Society says there are only about
7,600 physicians nationwide certified as geriatric specialists (Sollitto).
A recent New York Times 1/12/12 newspaper article (“Age Discrimination Takes Its Toll” Paul
Span) reports that older people themselves feel discriminated against:
A startling proportion of older people report they’ve experienced discrimination: 63 percent, in
a study recently published in research on Aging. The most commonly cited cause? Thirty percent report
that they were being mistreated because of their age… That’s a sorry enough state of affairs, but it is all
the more disturbing because of an additional finding: over a 2 year period, everyday discrimination is
associated with higher rates of depression and poorer self related health... Blacks, those who were
separated or divorced or widowed and those with fewer household assets had higher levels of perceived
discrimination. Interestingly, the discrimination effect was stronger for everyday slights and suspicions
(including whether people felt harassed or threatened, or whether they felt others were afraid of them)
than for more dramatic events like being denied a job or promotion or being unfairly detained or
questioned by the police (Span).
In a 2/8/05 Washington Post article, Abigail Trafford reports:
Discrimination against older people in the workplace is pervasive, according to research by
AARP. It's usually subtle and more difficult to prove than other forms of discrimination. After all, most
people think the normal process in the workplace is for younger people to replace older ones. As Tom

Osborne, senior attorney at AARP, explains: “You have to step back and ask: 'Is this the result of
normal attrition or is this age discrimination?”
Getting back into the job market after official retirement or a layoff is problematic. Job seekers
have to cover up their age and masquerade as young. “We would advise people who are of a certain age
not to put your age or graduation dates on your resume,” counsels Osborne.
In this upside-down culture, what was once an asset becomes a liability. Until about age 40 or
50, experience is the steppingstone to a promotion. After that, it's viewed as excess baggage.
Stereotypes kick in. In one AARP survey of public perceptions, nearly 40 percent of respondents felt
that older workers aren't as effective as younger workers. Almost half believed that the majority of
older people cannot adapt to change.
Prejudice becomes policy. Older workers are supposed to fade away. The Marie Antoinettes of
Corporate America are saying in effect: Let them play golf (Trafford).
2.4. The Role of the Social Worker
in Addressing the Problems of Older People
Denice Goodrich Liley, Ph.D., ACSW has a good summary in an article in The New Social
Worker Online website, “I am a Geriatric Social Worker: A Walking, Talking, Living resource for all
Your What Ifs”:
As a geriatric social worker, I specialize in locating and connecting concrete resources: visiting
nurse service, hospice care, aide service, transportation, housekeeping, lists of residential care agencies,
nursing homes, the local Area Agency on Aging programs. The list goes on and on, but for families in
need, those resources are a lifeline to maintaining some semblance of the current life. Resources
provide a feeling of control when a person’s world has changed and the person feels as though he or
she has none.
The indirect tasks that, as a geriatric social worker, I provide are wide and deep. It’s a wide
variety of assistance, when it may seem as though I am not doing anything. I can listen; sometimes just
being there or knowing that people can call me is ever so helpful. I help to normalize feelings and
thoughts other people are having. I challenge the absurd or irrational. Many times, my non-judgmental
stance has helped families to not struggle for the answer to “Why.” I model and give definition to “wait
and see.” I provide sanity when all that is familiar is lost. I discuss common trajectories of
hospitalizations, stages of dementia, end-of-life, and strategies others have found helpful. I help
formulate lists, pose questions, and address what needs doing, given the situation.

My experience as a geriatric social worker helps me to listen, and not to solve the unsolvable.
Others can plead to me for something to be different, or to not be so. I help families move from what
seems like the vortex of a living hell to the other side. But, most often I wish to give hope for the
future, for healing and recovery from the loss and pain. I listen to many people’s darkest moments and
provide comfort.
As a geriatric social worker, sometimes it seems like I specialize in the “Final Act.” I am sure I
have been to more funerals in my lifetime than I have to dinner parties. I know funeral music and
common passages read. I am sought out to help choreograph many a funeral. At one point in my work,
I went to the wrong mortuary for a funeral, and I knew people there! It was clear that I was spending
way too much time attending funerals. What music, what readings would be good? What do you think
the person would have liked? These are questions friends and family have no hesitation to ask me.
Lastly, as a geriatric social worker, I’ve come to enjoy describing my work like when I was a
child looking out the window: It is winter, it is snowing outside, it is cold, and the sky is clear sky.
There is fresh snow everywhere. I have my face pressed to the window. I am experiencing everything
outside, but I also know it will be so different when I cross the door and get to go outside. I share these
experiences with many people, friends, and family, but it is a very different and unique experience
when it is my mother, my brother, watching my husband cope with the dementia of his mother, or a
close friend selecting a nursing home for a parent. Each situation is unique for each of us (Liley).
Social workers in the field of geriatrics are a part of a health care team, often composed of
doctors nurses, social workers and other health care professionals. We frequently work with clients and
families to help figure out what is possible and to act as an advocate when assistance is needed to help
with personal and systemic barriers. Sometimes, social workers are an immediate lifeline in crisis to
provide resources and options. Now more than ever before in health care delivery, the profession of
social work is needed. As health care systems are being held accountable for the continuum of care of
discharged patients in order to avoid penalties for 30-day hospital readmissions and emergency room
visits, knowledge of, and experience with, community-based social services is increasingly valuable.
Social workers in community-based organizations provide person-centered care and focus on issues of
health care access, such as lack of financial resources and social isolation, which contribute to the
revolving door syndrome of re-hospitalizations. Social workers act as facilitators, whether in the
community, hospital, or other institutional settings, to coordinate with the team, caregivers and
community resources to provide a more comprehensive and continuous care plan. In our work we keep
in the forefront the client’s right of self determination (Obrien-Suric).

Questions
1. What problems are there with retired men and intergenerational interaction?
2. What are some retirement planning ideas for a Third Age person?
3. What types of discrimination do older persons face?
4. Can you discuss how you have seen age discrimination in Ukraine?
5. What are some of the roles of social workers in working with older persons?
6. What may be some issues in working with older persons in Ukraine?
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TOPIC 3.
GERONTOLOGY IN SOCIAL WORK – WORKING WITH OLDER PEOPLE
Learning is an ornament in prosperity,
a refuge in adversity, and a provision in old age
Aristotle
Plan
3.1. Social Work Competencies Essential in Working with Older Persons.
3.2. Work Ethics for a Social Worker in Gerontology.
3.3. Social Work Roles in Working with Older Persons.
3.1. Social Work Competencies Essential in Working with Older People
The National Center for Gerontological Social Work Education has identified the following
skills that are very important for a social worker to have in order to work effectively with older
persons:
Knowledge:
1. Understand how the impact of historical, political, and societal responses to aging influence
current societal responses and social policy formation.
2. Understand the normal physical, psychological, cognitive and social changes associated with
aging and the impact these changes have on families.
3. Understand the ethical issues of social and economic justice as they relate to increasing
needs for care and service of older adults.
Values:
1. Respect for the aging clients’ autonomy, accumulated knowledge, life experience, and
history of interpersonal relationships as well as coping capacities.
Suggestions include: Don’t assume that an older person is helpless. It is best to respect an older
person’s autonomy and not do for them what they are able to do for themselves. They will let you know
if they need assistance. Don’t give advice that may be unwanted.
It also helps to take time to share memories. You can show respect for an older person by
asking their opinion on the world today, the changes that they have seen and the wealth of experiences
that they accumulated. Showing interest helps to get to know the other person as well as ourselves

better and also helps build the rapport necessary to work effectively with that person. They need to
know you and trust you.
2. An appreciation for the effects of cultural, racial, sexual orientation, gender, religious, and
ethnic values as they influence and determine clients’ choices and lifestyles.
NASW states the importance of sensitivity of these issues as a key factor in social work
practice: “The word culture is used because it implies the integrated pattern of human behavior that
includes thoughts, communications, actions, customs, beliefs, values and institutions of a racial, ethnic,
religious, or social group” (NASW, 2000b, p. 61). Culture often is referred to as the totality of ways
being passed on from generation to generation. The term culture includes ways in which people with
disabilities or people from various religious backgrounds or people who are gay, lesbian, or transgender
experience the world around them. The Preamble to the NASW Code of Ethics begins by stating: The
primary mission of the social work profession is to enhance human well-being and help meet the basic
human needs of all people, with particular attention to the needs and empowerment of people who are
vulnerable, oppressed, and living in poverty. And goes on to say, “Social workers are sensitive to
cultural and ethnic diversity and strive to end discrimination, oppression, poverty, and other forms of
social injustice” (NASW, 2000a, p. 1). Second, culture is mentioned in two ethical standards: Value:
Social Justice and the Ethical Principle: Social workers challenge social injustice. This means that
social workers’ social change efforts seek to promote sensitivity to and knowledge about oppression
and cultural and ethnic diversity. Value: Dignity and Worth of the Person and the Ethical principle:
Social workers respect the inherent dignity and worth of the person. This value states that social
workers treat each person in a caring and respectful fashion, mindful of individual differences and
cultural and ethnic diversity (NASW Cultural Competence p. 6-7). client’s rights as being a guiding
principle for both social workers as well as caregivers: To advocate for family caregivers’ right to selfdetermination, confidentiality, access to supportive services, and appropriate inclusion in decision
making affecting older adults [NASW Standards for Family Caregivers, p. 11].
The International Federation of Social Workers also defines the right of self determination:
An appreciation for the need for self-determination regardless of clients’ age or disability. The
National Association of Social Workers in the United States includes the Social work is based on
respect for the inherent worth and dignity of all people, and the rights that follow from this. Social
workers should uphold and defend each person’s physical, psychological, emotional and spiritual
integrity and well-being. This means:

1. Respecting the right to self-determination – Social workers should respect and promote
people’s right to make their own choices and decisions, irrespective of their values and life choices,
provided this does not threaten the rights and legitimate interests of others.
2. Promoting the right to participation – Social workers should promote the full involvement
and participation of people using their services in ways that enable them to be empowered in all aspects
of decisions and actions affecting their lives.
3. Treating each person as a whole – Social workers should be concerned with the whole
person, within the family, community, societal and natural environments, and should seek to recognize
all aspects of a person’s life.
4. Identifying and developing strengths – Social workers should focus on the strengths of all
individuals, groups and communities and thus promote their empowerment (International Federation of
Social Workers, Statement of Principles, 4.1).
Skills:
1.

An ability to assess the psychosocial needs of older adults, giving recognition to clients’

strengths and life experiences.
As has been discussed briefly in our previous classes, the over 65 age group is increasing faster
than any other age group worldwide. We have also discussed how there exist in many societies
negative stereotypes in regards to older persons. In actuality older people remain living independently
and successfully, maintain close family and personal relations and are still able to contribute to society
in numerous ways. It is also true that older persons experience age related changes in physical and
cognitive areas. Age related changes may include decreased hearing and vision, increased problems
with chronic health issues (such as arthritis, hypertension, heart disease, diabetes and osteoporosis).
Some older persons may also experience decreased processing speed and decreased memory. The
possibility of having dementia also increases with advanced age. Older persons also typically take more
medications and may experience problems with drug interactions and side effects. It is essential when
doing an assessment of an older person’s needs that the assessment include the client’s current mental
status (tested through a tool such as the Mini Mental Status Exam), medical status and diagnoses,
current medications, and interviews with family or support system when cognitive impairment is
suspected. Social workers who will be working with older persons need to be well informed as to these
issues and competent in administering an assessment tool. Classes in gerontology are extremely useful.
2. An ability to collaborate with other professionals and participate in interdisciplinary
approaches to practice and research with older clients.

Examples of working with other professionals and developing therapeutic relationship may
include:
• Clinical Interventions – This may include social workers who work in a medical field and
discuss client centered issues with fellow colleagues including physicians, nurses and other health care
professionals. They may provide therapy for an elderly client with loneliness, anxiety or depression, or
may help arrange for a referral to another appropriate professional.
• Service Interventions – many social workers act as an advocate and a link between their
clients and numerous public and private programs for the elderly. Social workers can assist with the
actual application and help sort out any problems in the delivery of these services.
3. An ability to engage in a therapeutic relationship with older adults and their families.
Key factors in developing a relationship include:
• communication,
• taking

including sensitive listening and awareness of non-verbal communication

time to assess needs, starting where the older person is

• supporting

people with managing crises that arise through loss and change, e.g. bereavement,

changing physical and mental health
• supporting
• practical

help

• generating
• Working
• Helping

people whose lives are constrained by illness and disability
and organising resources

with other professionals

the helpers, including caregivers and colleagues

• Combating

ageism. (Effective Work With Older People)
3.2. Work Ethics for a Social Worker in Gerontology

A basic summary of NASW principles provided by the Jacksonville State University School of
Social Work is as follows:
The NASW Code of Ethics is intended to serve as a guide to the everyday professional conduct
of social workers. This Code includes four sections. The first Section, “Preamble” , summarizes the
social work profession's mission and core values. The second section, “Purpose of the NASW Code of
Ethics”, provides an overview of the Code's main functions and a brief guide for dealing with ethical
issues or dilemmas in social work practice. The third section, “Ethical Principles”, presents broad
ethical principles based on social work’s core values, that inform social work practice. The final
section, “Ethical Standards”, includes specific ethical standards to guide social workers' conduct, and to
provide a basis for adjudication.

The Code identifies core values on which social work's mission is based, summarizes ethical
principles that reflect the profession's core values, establishes a set of specific ethical standards that
guide social work practice, and provides the basis on which the public can hold a practitioner
accountable.
Summary of Principles:
1. Social worker's primary goal is to help people in need and to address social problems.
2. Social workers challenge social injustice.
3. Social workers respect the inherent dignity and worth of the person.
4. Social workers recognize the central importance of human relationships.
5. Social workers behave in a trustworthy manner.
6. Social workers practice within their areas of competence, and develop and enhance their
professional expertise.
Ethical standards are articulated under social workers' ethical responsibilities to clients, to
colleagues, in practice settings, as professionals, to the social work profession, and to broader society.
The National Association of Social Workers is the largest organization of professional social
workers with 155,000 members. It promotes, develops, and protects the practice of social work and
social workers. NASW also seeks to enhance the well being of individuals, families, and communities
through its work and its advocacy. A professional social worker has a degree in social work and meets
state legal requirements. Professional social workers practice in many settings including family service
agencies, child welfare, community mental health centers, private practice, schools, hospitals,
employee assistance programs, and public and private agencies. Professional social workers are the
nation's largest group of mental health services providers.
The National Association of Social Workers (NASW) is located at 750 First Street, NE, Suite
700, Washington DC 20002-4241. Telephone is 202/408-8600, FAX 202/336-8311 and TTD202/4088396 (Jacksonville State University, NASW Code of Ethics).
3.3. Social Work Roles in Working with Older Persons
The National Association of Social Workers lists the following essential roles that geriatric
social workers perform:
There are currently 30,000 licensed social workers specializing in gerontology. The National
Institute on Aging projected that in 2010, up to 70,000 social workers would be needed. We still have
significant recruitment, retention and retraining to do if we are going to keep pace with the growing
demands of this population. The baby boom generation is redefining retirement and aging; people are

living longer, and technology use by clients and service providers alike continues to shape care options.
Moreover, the social work labor force itself is aging, with almost a third older than 55.
Social workers fill numerous roles with aging individuals and their families, including in health
care settings, community-based programs, nursing homes and other long-term care settings; in hospice
and palliative care; and during transitions of care from one place to another. They provide services to
family caregivers, as well as to individuals with dementia, Alzheimer’s disease, chronic illness, mental
illness and to those who have experienced elder abuse. Social workers provide a continuum of services,
from communicating with family members, accessing community resources and evaluating services
and programs to acting as advocates for their clients.
Professional social workers who provide services to older adults and their families are adept at
negotiating complex issues and organizations to ensure that the best outcome possible is achieved for
the client. Numerous social workers run or own successful organizations, agencies or companies aimed
at serving the needs of older adults. And lest we forget, social work had a leading role in the
development and implementation of major national social policies – Social Security, the Older
Americans Act and others (Kelly).
As is apparent from our discussions, there are a variety of social roles working with the elderly.
Each role may be specific to a particular setting, but the knowledge base, ethics values and training are
the same or similar. This is another concise summary:
A wide range of job opportunities are available to gerontological social workers, including
working in hospitals and other health care settings, hospices, community organizations that work with
the elderly or assisted living facilities. You may help your clients overcome physical barriers, such as
providing home visits or arranging for Meals on Wheels for a homebound client, or collaborate with
family members, helping them cope with an aging parent with dementia. Gerontological social workers
may also work on a interdisciplinary team in health care settings with doctors, nurses and other
professionals to ensure that their clients' needs are met in an effective and expedient way. For example,
you may help an elderly client arrange for home health care services after being discharged from the
hospital. You might help a dying client work through the stages of grief, or you may provide supportive
counseling to family members who have just lost a loved one (Miller).
The social roles that have been establishes at the St. Anthony Senior Health Center where this
social worker worked for more than 30 years are the following:
Social worker functions at the senior health center
1. Respond to physician, staff, patient or family requests for psychosocial intervention.
2. Provide crisis intervention for suicidal ideation, detox and emergency placement.

3. Provide short term counseling and facilitate mental health and alcohol abuse interventions
including referrals and coordination of ongoing treatment.
4. Collaborate with physicians/staff on patient care plans.
5. Access resources to provide emergency financial assistance for medications, food, utilities
and transportation.
6. Make home visits to assess functioning and safety of outpatients, including patients with
dementia. Homevisits may be done with the designated clinic nurse.
7. Develop individualized care plans with patient, family and collateral contacts.
8. Assess patients for program eligibility, housing needs and other community resources and
facilitate implementation of services.
9. Monitor the plan of care and make adjustments as patient’s needs change over time.
10.

Complete the 485 Home Care Form for physician’s signature and chart note. Provide

oversight of plans as well as social work services requested by the home health care team.
11.

Share information with SAC case management staff on psychosocial needs of clinic

patients known to social workers.
12.

Follow up with patients/families after hospital discharge to ensure continuity of care.

13.

Work with SNF discharge planners to facilitate transfer of care when patients are

discharged home.
14.Participate in MDEP evaluations, interdisciplinary team meetings and care plan follow up.
15.

Organize and lead support groups at the Senior Health Center (Alzheimer’s caregiver

support).
16.

Assist with completing Medicaid applications.

Track applications through county

processing. Note outcomes on quality improvement Medicaid Tracking Project log. (St. Anthony
Senior Health Center).
Questions
1. As a social worker give an example of how you would show respect for persons of various sexual
orientations?
2. Discuss the importance of working with other professionals when you are working with older
persons.
3. Can you discuss the concept of “do no harm” or avoid harm when working with older people?
4. What does it mean to be accountable to our clients?
5. Describe three roles of social workers who work with the elderly?
6. Describe three job settings of social workers who work with the elderly?
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TOPIC 4.
PROFESSIONAL TRAINING IN SOCIAL WORK –
WORKING WITH PEOPLE OF THE THIRD AGE,
THE AMERICAN EXPERIENCE
Though much is taken, much abides; and though
We are not now that strength which in old days
Moved earth and heaven, that which we are, we are;
One equal temper of heroic hearts,
Made weak by time and fate, but strong in will
To strive, to seek, to find, and not to yield
Alfred Tennyson, Idylls of the King and a Selection of Poems
Plan
4.1. Features of the Training of Social Workers in Gerontology in America.
4.2. Which Schools Have Social Work Gerontology Curricula? How Does One Apply?
4.3. What Is a Typical Gerontology Social Work Curriculum? Where Are Field Placements?
4.1. Features of the Training of Social Workers
in Gerontology in America
The National Association of Social Workers (NASW) explains what is meant by basic training
in the field of gerontology for a social worker:
Who seeks this credential?
The field of gerontology recognizes that older adults have distinct characteristics that can be
differentiated from earlier stages of adulthood. Social work practice with older adults encompasses a
broad range of functions. Whether working in micro or macro settings, the primary goal of the social
worker is to address the specific challenges of the aging process by promoting independence,
autonomy, and dignity in later life. Social workers in gerontology must be knowledgeable about unique
legislation, policies and social programs that affect older adults. In addition, they must be
knowledgeable about the aging process and the issues older adult and their caregivers face, adept at
accessing resources for clients, and strong advocates who champion their rights.
Bachelors’ level social workers specializing in gerontology possess knowledge and skills
necessary for serving older adults including: assessment of older adult needs and functional capacity,

expertise regarding physical and mental health issues, case and care management, long-term care, elder
abuse, quality of life issues, service planning and advance care planning are eligible to apply.
What does this credential represent?
The SW-G credential represents bachelor’s level experience and excellence for social workers
specializing in gerontology. The SW-G was established in 2006, as one of the three gerontology
certifications offered through the National Association of Social Workers (NASW), to recognize social
work skill and experience in service to older adults. The SW-G credential certifies that the holder has; a
BSW; has met national standards of knowledge, skill, and experience at the bachelors level in
gerontology; and agreed to abide by the NASW Code of Ethics, the NASW Standards for the Services
in Long-Term Care Facilities and the NASW Standards for Continuing Professional Education.
What are the basic eligibility requirements?
•A

bachelor’s degree from an accredited university.

• Documentation

of no less than three (3) years (equivalent of 4,500 hours) of experience

working with older adults under social work supervision.
• Twenty

(20) contact hours of continuing education relevant to work with older adults, or

provided proof of an aging/gerontology concentration via transcripts or certificate.
• One

of the following: ACBSW, current state BSW-level license, ASWB (Association of

Social Work Boards) BSW-level exam passing score, or one (1) additional year of experience and ten
(10) additional contact hours of continuing education.
• Adhere

to the NASW Code of Ethics, the NASW Standards for Social Work Services in Long-

Term Care Facilities, and the NASW Standards for Continuing Professional Education (NASW Social
Worker in Gerontology).
NASW also explains the requirements for training in gerontology for a Clinical Social Worker
and how that differs from the Bachelors degree training:
Who seeks this credential?
Masters level clinical social workers specializing in gerontology possess a variety of knowledge
and skills necessary for working with older adults including: assessment of older adult needs and
functional capacity and expertise regarding physical and mental health issues, case and care
management, long-term care, elder abuse, quality of life issues, service planning and advance care
planning, clinical practice, and administration.
What does this credential represent?
The CSW-G credential represents master’s level clinical expertise and excellence for social
workers specializing in gerontology. The CSW-G was established in 2006, as one of the two

gerontology certifications offered through the National Association of Social Workers (NASW), to
recognize expertise in service to older adults by master’s level social workers. The CSW-G credential
certifiers that the holder has and MSW, and has met national standards of knowledge, skill, and clinical
experience as a social worker in field of gerontology; obtained an additional two years of post master’s
social work experience working with older adults and agreed to abide by the NASW Code of Ethics,
the NASW Standards for Social Work in Long-Term Care Facilities, and the NASW Standards for
Continuing Professional Education.
What are the basic eligibility requirements?
•

A master’s degree in social work from a graduate program accredited by the Council on

Social Work Education.
•

Thirty (30) contact hours of post-degree continuing professional education on bio-

psychosocial issues, interventions, or the dynamics of working with the aging, and their families and
caregivers.
•

Documentation of at least two (2) years (equivalent of 3,000 hours) of paid supervised, post-

MSW clinical social work employment in an agency or organization that provides mental health
assessment and treatment to the aging population.
•

Current state clinical social work license.

•

Adherence to the NASW Code of Ethics and the NASW Standards for Continuing

Professional Education. (NASW Clinical Social Worker in Gerontology)
NASW also has an Advanced Social Worker certification in gerontology:
Who seeks this credential?
Masters level social workers specializing in gerontology possess knowledge and skill in the
areas of: assessment of older adult needs, functional capacity, expertise regarding physical and mental
health issues, case and care management, long-term care, elder abuse, quality of life issues, and
advance care planning, are eligible to apply.
What does this credential represent?
The ASW-G credential represents master’s level expertise for social workers specializing in
gerontology. The ASW-G was established in 2006, as one of the three gerontology certifications
offered through the National Association of Social Workers (NASW), to recognize expertise in service
to older adults by master’s level social workers. The ASW-G credential certifies that the holder has and
MSW and has met national standards of knowledge, skills, and experience in the social work field of
gerontology, and confirms agreement to abide by the NASW Code of Ethics, the NASW Standards for

Social Work Services in Long-Term Care Facilities, and the NASW Standards for Continuing
Professional Education.
What are the basic eligibility requirements?
•

A master’s degree in social work from an accredited university.

•

Twenty (20) contact hours of professional continuing education relevant to work with older

•

Documentation of at least two (2) years (equivalent of 3,000 hours) of experience working

adults.
with older adults.
•

Current state MSW-level license or an ASWB MSW-level exam passing score.

•

Adherence to the NASW Code of Ethics and the NASW Standards for Continuing

Professional Education. (NASW Advanced Social Worker in Gerontology)
4.2. Which Schools Have Gerontology Curriculum?
How to Apply?
The following accredited Schools of Social Work in the United States offer Certificate in
Gerontology:
Arizona State University

Bryn Mawr College

Binghamton University

California State University, Fresno

Boise State University

California State University, Stanislaus

Boston University

Case Western Reserve University

Brigham Young University

Dominican University

East Carolina University

University of Montana

Eastern Michigan University

University of North Carolina at Chapel Hill

Florida State University

University of Pennsylvania

George Mason University

University of Pittsburgh

Greater Rochester Collaborative MSW Program

University of Southern Mississippi

Long Island University

University of Tennessee at Knoxville

Louisiana State University

University of Texas at Austin

Michigan State University

University of Wisconsin-Milwaukee

Newman University

Virginia Commonwealth University

Ohio State University

Wayne State University

Portland State University

(Council on Social Work Education)

Rutgers, The State University of New Jersey

St. Louis University

University of Missouri

University of Arkansas at Little Rock

University of Michigan

University of Georgia

University of Maine

University of Kentucky
The University of Denver School of Social Work has the following application process:
In selecting students for our Master of Social Work (MSW) program, GSSW seeks individuals
who support the school's mission and will advocate, in their subsequent careers, for the values and
principles embodied within that mission.
You must have the following minimum qualifications to be considered for admission to the
MSW program:
•Two-Year Program – a baccalaureate degree earned at a college or university accredited by a
regional accrediting body
•Advanced Standing Program – a baccalaureate degree in social work from a college or
university whose social work program is accredited by the Council on Social work Education at the
time the BSW or BA degree is conferred a minimum of 20 semester hours or 30 quarter hours in
undergraduate course work in the arts and humanities, social/behavioral sciences and biological
sciences
•For each liberal arts course taken to fulfill this requirement, students must earn a grade of “C”
– 2.0 on a 4.0 scale or better. In addition, you must have completed at least one course in English
composition or present evidence of testing out of the English composition requirement.
Once you have met these minimum qualifications for admission to the MSW program, you also
will be evaluated, to the extent possible, on your communication skills, acceptance of diversity, selfawareness, empathy, professional behavior, integrity and ability to complete graduate-level education.
Admissions decisions are based primarily on an evaluation of your previous undergraduate and
graduate coursework, experience in the human services (paid, volunteer, research and internship),
written Career Goals Statement and letters of reference.
4.3. What is a typical Social Work Gerontology Curriculum?
Where Are Field Placements?
The University of Denver, as an example, offers four on-campus Master of Social Work (MSW)
program options, built around the academic preparation and interests of our students:

The two-year MSW program is open to students with bachelor's degrees in academic fields
other than social work.
As a two-year MSW student, you enter the program in fall quarter. During your foundation
curriculum, you acquire a broad, basic knowledge of social work. After two quarters of foundation
study, you'll begin your concentration curriculum, specializing in a particular field of social work
practice called a “concentration”.
As an example, the University of Denver School of Social Work offers a number of classes in
Aging Services and Policy (gerontology) concentration curriculum:
SOWK 4118 History of Social Welfare & SW (3 credits)
History of Social Welfare and Social Work reviews development of social welfare policy and
social work practice in the U.S., from the colonial era to the present; analysis of poor law antecedents
of U.S. social welfare development; political, social and economic context of values and political
decisions

affecting

government

and

private-sector

social

welfare

strategies,

including

professionalization of social work practice; issues regarding the structure, sanction and knowledge base
of social work practice; differential effect of the formal response to the needs of the poor, ethnic
minorities, disabled, women and elderly; and development of various forms of institutional racism in
society.
SOWK 4120 Social Welfare Policy (3 credits)
Social Welfare Policy Analyzes contemporary societal needs and problems, as well as U.S.
social welfare programs and policies. Presents frameworks used to define social problems and analyze
social policies, and introduces students to the policy-making process, with special emphasis on
programs designed to aid the poor and the policies that shape them. Designed to help social workers
work effectively within the social welfare system and fulfill their ethical obligations to improve social
conditions and promote social justice. Prerequisite; SOWK 4118. 3 qtr. hrs.
SOWK 4445 Assessment & Interv in Aging (3 credits)
This course focuses on biological, neurological, psychological, social, spiritual, and
environmental aspects of late life as a foundation for the delivery of assessments and interventions to
older adults. This course presents information on demographic projections, population trends, and
theoretical perspectives that inform gerontological social work practice. This class additionally focuses
on the unique nature of social work with this diverse population including a continuum of care services
for older adults, interdisciplinary nature of helping services, dynamic nature of aging for multiple
vulnerable older adults - those facing institutionalized oppression, and specific attention to elder
wellness.

SOWK 4650 Soc Pol/Serv in Health & Aging (3 credits)
Provides an overview of social policy and service delivery issues in health care and
gerontology. Includes a critical review of rapidly developing policy issues, as well as an overview of
U.S. health care, social service delivery systems and other key issues in the field. Encourages students
to participate in critical analysis of issues and to develop and analyze innovative proposals to improve
health care and programs for the elderly. Choice of this course of SOWK 4640 required in the
Adulthood and Late Life Challenges Track. Prerequisite: SOWK 4120 or admission to advanced
standing program.
Aging Services & Policy Field Education
The Aging Services & Policy concentration prepares you to practice across the continuum of
services that promote quality of life and independence for older adults and their families.
Social workers interested in working with older adults provide clinical care in health, behavioral
health, memory care, community and residential settings. Additionally, social workers intervene in
social justice issues impacting older adults through educational, management, program development,
advocacy and policy work. This concentration emphasizes culturally responsive practice needed for the
increasing diversity among older adults locally, nationally and internationally.
Field education takes place in a variety of settings such as community service agencies and
government agencies, home health and hospice agencies, outpatient and inpatient medical care settings,
residential facilities across the continuum of care, skilled nursing facilities, gero-psychiatry services
and advocacy agencies. Clients are predominately older adults and their families, but may include
clients of all ages. These placements offer you opportunities to gain skills in clinical interventions, care
management, group work, program and policy development, advocacy and administration (University
of Denver).
Question
1. Why is training in gerontology important for social workers working with the elderly?
2. Are there gerontology courses for social work students in Ukraine? Are they needed?
3. What types of field placements are appropriate for social work students working with the elderly?

References
1. NASW, The Social Worker in Gerontology//
http://www.socialworkers.org/credentials/specialty/sw-g.asp
2. NASW, The Clinical Social Worker in Gerontology //
http://www.socialworkers.org/credentials/specialty/csw-g.asp
3. NASW, The Advanced Social Worker in Gerontology //
http://www.socialworkers.org/credentials/specialty/asw-g.asp
4. Council on Social Work Education, Directory of Accredited Programs //
http://www.cswe.org/default.aspx?id=17491
5. University of Denver Graduate School of Social Work, Aging Services and Policy
concentration // http://www.du.edu/socialwork/programs/oncampus/index.html

TOPIC 5.
SOCIAL PROTECTION FOR THE ELDERLY IN THE UNITED STATES
I do not think, sir, you have any right to command me, merely because you are older than I, or because
you have seen more of the world than I have; your claim to superiority depends on the use you have
made of your time and experience
Charlotte Brontë, Jane Eyre
Plan
5.1. Principles and Functions of Social Protection Systems in the United States.
5.2. The Social Protection System in the United States.
5.3. The Social Insurance System in the United States.
5.1.

Principles and Functions of Social Protection Systems
in the United States

The definition of Adult Protective Services for the United States in Wikipedia is as follows:
In the United States, Adult Protective Services (APS) are social services provided to abused,
neglected, or exploited older adults and adults with significant disabilities. APS is typically
administered by local or state health, aging, or regulatory departments and includes a multidisciplinary
approach to helping older adults, and younger adults with disabilities, who are victims. Services range
from the initial investigation of mistreatment, to health and supportive services and legal interventions,
up to and including the appointment of surrogate decision-makers such as legal guardians.
While some states provide adult protective services to older adults only, as in Ohio where the
APS law applies to those 60 and older, most serve adults with disabilities over the age of 18 who meet
the state's definition of “vulnerable”. Disabilities may be due to aging, developmental disabilities,
physical disabilities, mental illness or cognitive impairments (Adult Protective Services, Wikipedia).
These are commonly reported types of abuse* received by Adult Protective Service agencies:
• Physical

Abuse: may include slapping, hitting, beating, bruising or causing someone physical

pain, injury or suffering. This also could include confining an adult against his/her will, such as locking
someone in a room or tying him/her to furniture.
• Emotional

Abuse: involves creating emotional pain, distress or anguish through the use of

threats, intimidation or humiliation. This includes insults, yelling or threats of harm and/or isolation, or
non-verbal actions such as throwing objects or glaring to project fear and/or intimidation.

• Neglect:

includes failures by individuals to support the physical, emotional and social needs of

adults dependent on others for their primary care. Neglect can take the form of withholding food,
medications or access to health care professionals.
• Isolation:

involves restricting visits from family and friends or preventing contact via

telephone or mail correspondence.
• Financial

or Material Exploitation: includes the misuse, mishandling or exploitation of

property, possessions or assets of adults. Also includes using another’s assets without consent, under
false pretense, or through coercion and/or manipulation.
• Abandonment:

involves desertion by anyone who assumed caregiving responsibilities for an

adult.
• Sexual

Abuse: includes physical force, threats or coercion to facilitate non-consensual

touching, fondling, intercourse or other sexual activities. This is particularly true with vulnerable adults
who are unable to give consent or comprehend the nature of these actions.
• Self

Neglect: involves seniors or adults with disabilities who fail to meet their own essential

physical, psychological or social needs, which threatens their health, safety and well-being. This
includes failure to provide adequate food, clothing, shelter and health care for one’s own needs.
* Definitions of abuse vary from jurisdiction to jurisdiction. Please contact your local APS
office for additional information.
The National Center on Elder Abuse, Bureau of Justice Statistics reports the following data on
elder abuse 6/18/13 (Elder Abuse Statistics):
Elderly Abuse Statistics
Number of elderly abuse cases in 2010
Percent of elderly population abused in 2010

Data
5,961,568
9.5 %

Demographics of Elderly Abuse Victims

Percent

Percent of female elder abuse victims

67.3 %

Median age of elder abuse victims

77.9

Percent of white victims

66.4 %

Percent of black victims

18.7 %

Percent of hispanic victims

10.4 %

Breakdown of Reported Elder Abuse Cases
Neglect

58.5 %

Physical Abuse

15.7 %

Financial Exploitation

12.3 %

Emotional Abuse

7.3 %

Sexual Abuse

0.04 %

All other types

5.1 %

Unknown

0.06 %

Family Perpetrated Elderly Abuse
Percent of Adult Protective Service cases that involve elderly abuse

68 %

Percent of elderly abuse perpetrated by adult children or spouses

66 %

Percent of murder victims over 60 who were killed by their own offspring

42 %

Percent of murder victims over 60 who were killed by their spouses

24 %

Nursing Home Abuse
Percent of nursing homes that lack adequate staff to properly care for patients

91 %

Percent of nursing homes that have been in violation of elderly abuse laws

36 %

Elderly defined as 60 years of age and older
5.2. The Social Protection System in the United States
As we have discussed, there are APS agencies all over the nation. If someone has a concern
about an elderly person in their community and is unsure of what to do there are several ways to be
connected to the local agency that is responsible for assisting:
• Call police or 911 (emergency number in the United States)
• Call the area Department of Social Services and ask for APS
• Call any local human services agency and inquire about how to contact APS
• Call the local hotline number for elder abuse (if there is one available in the area).
If you witness a life-threatening situation involving a senior or adult with disabilities, dial 911.
Contact your local Adult Protective Services agency any time you observe or suspect the following:
•

Sudden inability to meet essential physical, psychological or social needs threatening health,

safety or well-being.
•

Disappearing from contact with neighbors, friends or family.

•

Bruising or welts on the skin, especially those appearing on the face or lateral and anterior

region of the arms (physically abused elders are much more likely to display bruises than seniors
injured by accident).
•

Fingerprints or handprints visible on the face, neck, arms or wrists.

•

Burns from scalding, cigarettes, or in shapes of objects such as an iron.

•

Cuts, lacerations or puncture wounds.

•

Sprains, fractures or dislocations.

•

Internal injuries or vomiting.

•

Appearing with torn, stained, bloody clothing.

•

Appearing disheveled, in soiled clothing or inappropriately attired for climate.

•

Appearing hungry, malnourished, disoriented or confused.

If a person has any issues, concerns or questions, it is always confidential and safe to contact an
APS office near you.
There is also an agency known as the National Adult Protective Services Association (NAPSA),
which is a national non-profit 501 (c) (3) organization with members in all fifty states. Formed in 1989,
the goal of NAPSA is to provide Adult Protective Services (APS) programs a forum for sharing
information, solving problems, and improving the quality of services for victims of elder and
vulnerable adult mistreatment. Its mission is to strengthen the capacity of APS at the national, state,
and local levels, to effectively and efficiently recognize, report, and respond to the needs of elders and
adults with disabilities who are the victims of abuse, neglect, or exploitation, and to prevent such abuse
whenever possible
5.3. The Social Insurance System in the United States
Medicare, Medicaid, Long Term Care Insurance, Social Security and Pensions
Medicare
The main health insurance for retired persons in the United States is Medicare. The Medicare
interactive site has the following explanation:
Medicare is the federal government program that gives you health care coverage (health
insurance) if you are 65 or older or under 65 and have a disability, no matter your income. When you
pay taxes on your income, part of the money goes toward Medicare.
The Centers for Medicare and Medicaid Services (CMS) is the federal agency that oversees
Medicare.

Medicare has different parts that cover inpatient services, outpatient services and prescription
drugs at the pharmacy.
Unless you make another choice for how to get your benefits when you become eligible for
Medicare, you will have Original Medicare, the traditional fee-for-service program offered directly
through the federal government. In Original Medicare, you are covered to go to just about any doctor or
hospital in the country.
People can also choose to get their Medicare benefits instead through a Medicare private health
plan (such as an HMO or PPO). These plans, which are also called Medicare Advantage plans, must
offer at least the same benefits as Original Medicare but can have different rules, costs and coverage
restrictions. They can also offer additional benefits. Some people who get health coverage from a union
or current or former employer will automatically be enrolled in a Medicare private health plan when
they become eligible for Medicare if their employer sponsors one. Everyone has a choice about how to
get Medicare health benefits.
It is important to understand your Medicare coverage choices and to pick your coverage
carefully. How you choose to get your benefits can affect your quality of care.
Everyone who has Medicare receives a red-white-and-blue Original Medicare card. If you have
Original Medicare, you will show this card when you get services. If you choose to get your health
benefits through a Medicare private health plan, you will still get an Original Medicare card but you
will show your private plan card when you get services. No matter how your get your Medicare health
benefits, keep the Original Medicare card as proof of your Medicare eligibility.

What is Covered By Medicare?
Different parts of Medicare cover different services. You may hear about four parts of
Medicare: Part A, Part B, Part C and Part D.
Original Medicare which is administered directly by the federal government (and is the way
most people get their Medicare health benefits) has two parts:
1. Part A (Hospital Insurance) covers most medically necessary hospital, skilled nursing
facility, home health and hospice care. It is free if you have worked and paid Social Security taxes for
at least 40 calendar quarters (10 years); you will pay a monthly premium if you have worked and paid
taxes for less time.
2. Part B (Medical Insurance) covers most medically necessary doctors’ services, preventive
care, durable medical equipment, hospital outpatient services, laboratory tests, x-rays, mental health
care, and some home health and ambulance services. You pay a monthly premium for this coverage.
Medicare Part D (Prescription Drug Insurance) is the part of Medicare that provides outpatient
prescription drug coverage. Part D is provided only through private insurance companies that have
contracts with the government – it is never provided directly by the government (like Original
Medicare is). Part D is optional for most people; whether you should take it depends on your current
drug coverage and needs.
If you want Part D, you must choose Part D coverage that works with your Medicare health
benefits. If you have Original Medicare, choose a stand-alone Part D plan.
Medicare Part C is not a separate benefit. Part C is the part of Medicare policy that allows
private health insurance companies to provide Medicare benefits. These Medicare private health plans,
such as HMOs and PPOs, are sometimes known as Medicare Advantage plans. If you want, you can
choose to get your Medicare coverage through a Medicare private health plan instead of Original
Medicare.
Medicare private health plans must offer at least the same benefits as Original Medicare (those
covered under Parts A and B) but can do so with different rules, costs and coverage restrictions. You
can also get Part D as part of the benefits package if you choose. Many different kinds of Medicare
private health plans are available. You may pay a monthly premium for this coverage, in addition to
your Part B premium.
Medicaid
Medicare is different from Medicaid, which is a state and federal program offering health care
coverage to people of most ages in certain groups (children and pregnant women, single parents, people
with disabilities, and people 65 and over), but generally only to those with low incomes.

Medicare and Medicaid are two different government-run programs that were created in 1965 in
response to the inability of older and low-income Americans to buy private health insurance. They
were part of President Lyndon Johnson’s “Great Society” vision of a general social commitment to
meeting individual health care needs. Medicare and Medicaid are social insurance programs that allow
the financial burdens of illness to be shared among healthy and sick individuals, and affluent and lowincome families.
Medicaid is not the same as Medicare.
• Medicare

is a federal program that provides health coverage if you are 65 or older or have a

severe disability, no matter your income.
• Medicaid

is a state and federal program that provides health coverage if you have a very low

income.
• If

you are eligible for both Medicare and Medicaid (dual eligible), you can have both.

Medicare and Medicaid will work together to provide you with very good health coverage. (Medicare
Interactive)
Long Term Care Insurance
Christine Dugas, in USA Today reports:
Americans now put health problems it at the top of their retirement worries, says a recent Bank
of America's Merrill Lynch Retirement Study. And yet it's not a subject that people spend much time
thinking about.
“But if you've done no planning or thinking about it, the likelihood is that the decision will be
made a crisis situation”, says Sally Hurme, elder law attorney for AARP. And because middle class
families face the biggest financial squeeze, they don't have as many options.
Although long-term care insurance could help protect their retirement nest eggs, it is typically
more expensive than the middle class can afford. And they will not be qualified for Medicaid unless
they impoverish themselves.
Americans need to start planning for health care needs in retirement before it's too late. At least
70% of people who are over age 65 are going to need long-term care, research shows.
Safeguarding your retirement nest egg
Long-term care insurance is one of the few ways to protect retirement savings. But it's not
cheap. The average insurance premium for those between age 55 and 64 was $2,261 a year for policies
sold in 2010, according to a 2012 AARP report.

The price of long-term care premiums are not locked in, so the cost can increase over time, says
Byron Udell, founder and president of AccuQuote. And people often don't like to buy a long-term care
insurance policy because if they never need it, their money goes down the drain.
There is no cookie-cutter solution. “A lot of it comes down to figuring out your budget and your
biggest risks”, says Steve Sperka, Northwestern Mutual vice president of long-term care. If long-term
care insurance seems too expensive, you can decide to only insure a portion of the risk. At least you
would have some retirement security, he says.
The insurance industry also has begun to offer hybrid products that address some of the
concerns. For example, some life insurance policies have a rider for long-term care insurance. If the
policy holder never needs long-term care, the family receives the life insurance benefit.
Shopping for long-term care
Many people associate long-term care with nursing homes. They are extremely expensive
because they provide 24-hour-care. Fortunately most people have short nursing home stays, because
the average national cost for a private room in a nursing home is $83,950 per year, according to the
Genworth 2013 Cost of Care Survey.
Home care is much less expensive, and most people would prefer to stay at home as long as
possible. Family members are responsible for finding and paying for a caregiver to take their parent to
a doctor's appointment or go shopping for groceries. They also may need a home health aide to help
with bathing, dressing and making sure the elderly person is taking their medication (Dugas, USA
Today).
Social Security
The Social Security Administration’s booklet “Understanding the Benefits – Social Security”
provides the following explanation of their various programs:
Social Security reaches almost every family, and at some point will touch the lives of nearly all
Americans. Social Security helps not only older Americans, but also workers who become disabled and
families in which a spouse or parent dies. Today, about 161 million people work and pay Social
Security taxes and about 57 million people receive monthly Social Security benefits. Most of our
beneficiaries are retirees and their families – about 40 million people. But Social Security was never
meant to be the only source of income for people when they retire. Social Security replaces about 40
percent of an average wage earner’s income after retiring, and most financial advisors say retirees will
need 70 percent or more of pre-retirement earnings to live comfortably. To have a comfortable
retirement, Americans need much more than just Social Security. They also need private pensions,
savings and investments. The Social Security Administration wants you to understand what Social

Security can mean to you and your family’s financial future. This publication, Understanding The
Benefits, explains the basics of the Social Security retirement, disability and survivors insurance
programs. The current Social Security system works like this: when you work, you pay taxes into
Social Security. The tax money is used to pay benefits to:
• People who already have retired;
• People who are disabled;
• Survivors of workers who have died; and
• Dependents of beneficiaries.
The money you pay in taxes is not held in a personal account for you to use when you get
benefits. Your taxes are being used right now to pay people who now are now getting benefits. Any
unused money goes to the Social Security trust funds, not a personal account with your name on it.
Social Security is more than retirement. Many people think of Social Security as just a retirement
program. Although it is true that most of the people receiving Social Security receive retirement
benefits, many others get Social Security because they are:
• Disabled; or
• A spouse or child of someone who gets Social Security; or
• A spouse or child of a worker who died; or
• A dependent parent of a worker who died.
Social Security Disability and Supplemental Security Income (SSI)
The Social Security Administration administers two of the largest disability programs in the
United States, and perhaps the world: the Social Security Disability Insurance (DI) program and the
Supplemental Security Income (SSI) disability program. In 2003, these programs combined paid more
than $90 billion in cash benefits to nearly 11.2 million disabled persons (more than 12.8 million
persons including dependents of DI beneficiaries).1 Both programs have grown substantially in cost and
number of participants, although the level of growth has varied from time to time and both programs
have had periods of contraction, mainly in the early 1980s.
The programs share a common definition of disability for adults: the inability to engage in
substantial gainful activity based on a medically determinable impairment that is expected to last at
least 12 months or result in death. Both programs also consider blindness when defining disability. The
SSI children's benefit category has a different definition of disability.
Other than the common definition, the programs differ in many respects. Social Security
disability benefits are an earned right. Individuals must have worked in employment covered by Social
Security for a specified time to be insured for benefits. However, disabled adult children and disabled

widow(er)s may qualify on the record of a parent or spouse. There is no means- or resource-testing of
Social Security benefits, although there are limitations on earned income in some situations. Social
Security benefits are funded by a dedicated payroll tax paid by the worker and the worker's employer
and by taxes paid by a self-employed person. SSI benefits are intended to alleviate poverty and are
means-tested. There is no insured status or prior-work requirement for SSI, and the program is funded
from general revenues rather than from a dedicated tax.
The following sections briefly describe the features of SSA's disability programs and two other
federal programs – Medicare and Medicaid – that provide health benefits to, among others, the disabled
beneficiaries of the Social Security and SSI programs.
•

Disabled child's benefit – paid to disabled children under the age of 18; and

•

Disabled adult's benefit – paid to disabled persons aged 18 or older.

There is no waiting period required to qualify for SSI cash benefits, and, in most states,
Medicaid benefits are available to most SSI recipients, also without a waiting period. Benefits cease if
the individual medically improves or dies. With a few exceptions, SSI payments are suspended if
income or resources exceed levels established for eligibility. Since 1980, SSI recipients can work above
the SGA level and remain eligible for reduced cash benefits and continuing Medicaid benefits. There is
no conversion to old-age benefits at the age of 65, and persons receiving disability benefits remain as
disability recipients.
In 2013, the SSI benefit paid to disabled persons (known as the federal benefit rate) is $710
($1066 for an eligible couple). The benefit is reduced for earned and unearned income and may be
supplemented by the state. Disabled Social Security beneficiaries who receive a low benefit and have
limited resources may also be eligible to receive a reduced SSI disability benefit. (Understanding the
Benefits – Social Security)
Pensions
In addition to Social security, there are a variety of pensions that persons who are retiring may
be eligible for. A retirement plan is a financial arrangement designed to replace employment income
upon retirement. These plans may be set up by employers, insurance companies, trade unions, the
government, or other institutions. Examples of retirement plans include, among others:
• Keogh Plans (for persons who are self employed)
• IRA (Individual Retirement Account provided by an employer)
401a and 403b plans (employee non profit plans) (Retirement Plans in the United States).
Planning to have sufficient income when retiring includes estimating the monthly income that is
needed and having a good balance on income from social security, pensions and retirement

investments. Relying on Social Security only for retirement income may be not sufficient to meet a
persons accustomed style of living.
Question
1. What are the various types of elder abuse?
2. What are the symptoms of potential elder abuse?
3. What are the main types of retirent income in the United States?
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TOPIC 6.
NATURE AND TYPES OF SOCIAL SERVICES
FOR OLDER AMERICANS
Jaques. All the world's a stage,
And all the men and women merely players:
They have their exits and their entrances;
And one man in his time plays many parts,
His acts being seven ages. At first the infant,
Mewling and puking in the nurse's arms.
And then the whining school-boy, with his satchel
And shining morning face, creeping like snail
Unwillingly to school. And then the lover,
Sighing like furnace, with a woeful ballad
Made to his mistress' eyebrow. Then a soldier,
Full of strange oaths and bearded like the pard,
Jealous in honour, sudden and quick in quarrel,
Seeking the bubble reputation
Even in the cannon's mouth. And then the justice,
In fair round belly with good capon lined,
With eyes severe and beard of formal cut,
Full of wise saws and modern instances;
And so he plays his part. The sixth age shifts
Into the lean and slipper'd pantaloon,
With spectacles on nose and pouch on side,
His youthful hose, well saved, a world too wide
For his shrunk shank; and his big manly voice,
Turning again toward childish treble, pipes
And whistles in his sound. Last scene of all,
That ends this strange eventful history,
Is second childishness and mere oblivion,
Sans teeth, sans eyes, sans taste, sans everything.
As You Like It (2.7.143-70)

Plan
6.1. Governmental Programs Title III and Medicare.
6.2. Governmental Welfare Programs – Medicaid Programs, Food Stamps.
6.3. Private Pay Services.
6.4. Working With an Older Persons Family.
6.1. Governmental Programs - Title III and Medicare
Title III Services
Wikipedia has a good overview of the source of many government programs for the elderly:
The Older Americans Act of 1965 (July 14, 1965) was the first federal level initiative aimed at
providing comprehensive services for older adults. It created the National Aging Network comprising
the Administration on Aging on the federal level, State Units on Aging, and Area Agencies on Aging at
the local level. The network provides funding – based primarily on the percentage of an area's
population 60 and older– for nutrition and supportive home and community-based services, disease
prevention/health promotion services, elder rights programs, the National Family Caregiver Support
Program, and the Native American Caregiver Support Program.
In 2006 congress reauthorized the act in its entirety, effective through FY 2011.

President Johnson signs the Civil Rights Act another piece of Great Society legislation.
The OAA was passed as a part of Lyndon Johnson’s Great Society's reforms. It followed
closely behind the Civil Rights Act and the Economic Opportunity Act which included many similarly
structured programs, based around a centralized network of funding for a decentralized (community

level) service delivery system. The OAA was a response to Congressional concerns about the lack of
community social services for senior citizens.
The stated purpose of the OAA is to ensure equal opportunity to the fair and free enjoyment of:
adequate income in retirement; the best possible physical and mental health services without regard to
economic status; suitable housing; restorative and long term care; opportunity for employment;
retirement in health, honor, and dignity; civic, cultural, educational and recreational participation and
contribution; efficient community services; immediate benefit from proven research knowledge;
freedom, independence, and the exercise of self determination; and protection against abuse neglect
and exploitation.
No one over age 60 can be denied services from OAA programs and in FY 2008 these
initiatives provided services to nearly 3 million people, and for FY 2011 the federal appropriation for
all programs is $1.9 billion. A disproportionate amount of seniors receiving services (27%) are below
the poverty line (compared to 9.7% of the general population over age 60). Recipients of services under
OAA are more likely to be female (71% vs. 57% of persons over 60). African Americans are over
represented among OAA recipients and all other minorities are under represented. Recipients are also
almost twice as likely to be rural, more likely to live alone, and on average have less income, less
education, and are less healthy than those persons in the general population aged 60 and over. (Older
Americans Act,Wikipedia)
AoA's FY 2013 budget proposal includes a total of $1.9 billion, $819 million of which funds
senior nutrition programs like Meals on Wheels. The agency also funds $539 million in grants to
programs to help seniors stay in their homes through services (such as accomplishing essential
activities of daily living, like getting to the doctor's office, buying groceries etc.) and through help
given to caregivers. Some of these grants are for Cash & Counseling programs that provide Medicaid
participants a monthly budget for home care and access to services that help them manage their
finances. (Administration on Aging, Wikipedia)
An example of the planning body for the Denver area is:
The Denver Regional Council of Governments (DRCOG) is the Area Agency on Aging (AAA)
for the eight-county metropolitan region, and is responsible for planning, funding and providing
services for adults 60 years of age and older.
The DRCOG AAA serves older adults in Adams, Arapahoe, Clear Creek, Douglas, Gilpin and
Jefferson counties, the City & County of Broomfield, and the City & County of Denver. There are no
income eligibility requirements to obtain services; however, services are targeted to frail older adults
and those who are socially or economically most in need. There are no payments required to receive

services, but contributions are encouraged from those who are financially able. Participant
contributions are used to expand the services and number of people served.
Through its Area Agency on Aging, DRCOG allocates federal and state monies to community
agencies to provide direct services to older adults. The division directly provides information, referral
and assistance services and long-term care ombudsman services. Federal and state regulations require
certain minimum funding levels for specific areas, such as nutrition, legal services and in- home
services.
Each year there is a competitive process in which local agencies apply for Title III grant
funding to provide services in identified service areas. The funding is from year to year with no
guarantee that funding will be renewed to the same agency on an ongoing basis. The following are the
current areas that are funded by the DRCOG Area Agency on Aging using its Title III funds:
• Adult Day Care
• Care Management
• Counseling Services
• Dental Services, Hearing Aids, and Eyeglasses
• Handyman/Chore Services
• Health Promotion/Education
• In Home Services
• Information, Referral and Assistance Services
• Legal Services
• Long Term Care Ombudsman services
• Nutrition Services
• Respite/Caregiver Support Services
• Transportation Services
Once funding is allocated to an approved agency, that agency informs the general public and
network agencies of the services they will provide with the monies and referrals to their program are
then encouraged (Denver Regional Council of Governments).
Medicare Services
An important consideration for seniors in Medicare, is access to senior home care. Anyone, at
any age, can slip and fall or contract an unexpected illness. Finding out how to get this care through
private medical insurance is important. Investigate coverage on home medical equipment and senior

assisted living. Both in-home care and medical equipment are covered by Medicare Part B. There are,
however, limitations to this coverage.
Medicare B covers medically necessary part-time nursing care. It also covers physical therapy,
speech/language therapy, and ongoing occupational therapy. A health care provider (physician or other)
that is enrolled in Medicare must order such care, and it must be provided by a Medicare-certified
home health agency. To get this coverage, you must be homebound, meaning that it is extremely
difficult for you to leave your home. If you are homebound you pay nothing for these services. Other
Part B-covered services can also include: medical social services, part time home health aide services,
durable medical equipment and medical supplies.
If you qualify for the home health benefit, Medicare covers the following types of care within
these guidelines:
•

Skilled nursing services and home health services provided up to seven days a week for no

more than eight hours per day and 28 hours per week (Medicare can cover up to 35 hours in unusual
cases).
•

Medicare pays in full for skilled nursing care, which includes services and care that can only

be performed safely and effectively by a licensed nurse. Injections (and teaching patients to self-inject),
tube feedings, catheter changes, observation and assessment of a patient’s condition, management and
evaluation of a patient’s care plan, and wound care are examples of skilled nursing care that Medicare
may cover.
•

Medicare pays in full for a home health aide if you require skilled services. A home health

aide provides personal care services including help with bathing, using the toilet, and dressing. If you
ONLY require personal care, you do NOT qualify for the Medicare home care benefit.
•

Skilled therapy services. Physical, speech and occupational therapy services that can only be

performed safely by or under the supervision of a licensed therapist, and that are reasonable and
necessary for treating your illness or injury. Physical therapy includes gait training and supervision of
and training for exercises to regain movement and strength to a body area. Speech-language pathology
services include exercises to regain and strengthen speech and language skills. Occupational therapy*
helps you regain the ability to do usual daily activities by yourself, such as eating and putting on
clothes. Medicare should pay for therapy services to maintain your condition and prevent you from
getting worse as long as these services require the skill or supervision of a licensed therapist, regardless
of your potential to improve.

•

Medical social services. Medicare pays in full for services ordered by your doctor to help

you with social and emotional concerns you have related to your illness. This might include counseling
or help finding resources in your community.
•

Medical supplies. Medicare pays in full for certain medical supplies provided by the

Medicare-certified home health agency, such as wound dressings and catheters needed for your care.
•

Durable medical equipment. Medicare pays 80 percent of its approved amount for certain

pieces of medical equipment, such as a wheelchair or walker. You pay 20 percent coinsurance (plus up
to 15 percent more if your home health agency does not accept “assignment” – accept the Medicareapproved amount for a service as payment in full) (Types of home health care that Medicare will pay
for).
6.2. Governmental Welfare programs
- Medicaid Programs, Food Stamps
Welfare programs for the elderly are usually a combination of Federal, state and local funding;
This an overview of programs in Colorado, with the caveat that services and programs offered differ
from state to state.
Medicaid
1) Institutional Long Term Care
Medicaid covers certain inpatient, comprehensive services as institutional benefits. The word
“institutional” has several meanings in common use, but a particular meaning in federal Medicaid
requirements. In Medicaid coverage, institutional services refers to specific benefits authorized in the
Social Security Act. These are hospital services, Intermediate Care Facilities for People with Mental
Retardation, Nursing Facility, Preadmission Screening & Resident Review, Inpatient Psychiatric
Services for Individuals Under Age 21, and Services for individuals age 65 or older in an institution for
mental diseases. Institutional benefits share the following characteristics:
•

Institutions are residential facilities, and assume total care of the individuals who are

admitted.
•

The comprehensive care includes room and board. Other Medicaid services are specifically

prohibited from including room and board.
•

The comprehensive service is billed and reimbursed as a single bundled payment. (Note

that states vary in what is included in the institutional rate, versus what is billed as a separately
covered service, for example physical therapy may be reimbursed as part of the bundle or as a
separate service.)

•

Institutions must be licensed and certified by the state, according to federal standards.

•

Institutions are subject to survey at regular intervals to maintain their certification and

license to operate.
•

Eligibility for Medicaid may be figured differently for residents of an institution, and

therefore access to Medicaid services for some individuals may be tied to need for institutional level
of care (Long-term Services and Support).
2) Community Based Long-Term Services & Supports
CMS is working in partnership with states, consumers and advocates, providers and other
stakeholders to create a sustainable, person-driven long-term support system in which people with
disabilities and chronic conditions have choice, control and access to a full array of quality services that
assure optimal outcomes, such as independence, health and quality of life.
Who Can Get Coverage?
This waiver enables States to tailor services to meet the needs of a particular target
group. Within these target groups, States are also permitted to establish additional criteria to further
target the population to be served on a HCBS waiver (e.g. target by age or diagnosis such as autism,
epilepsy, cerebral palsy, traumatic brain injury, HIV/AIDS; etc.). Eligible individuals must demonstrate
the need for a Level of Care that would meet the State’s eligibility requirements for services in an
institutional setting. States choose the maximum number of people that will be served under a HCBS
Waiver program.
What’s Covered?
States can offer a variety of unlimited services under an HCBS Waiver program. Programs can
provide a combination of standard medical services and non-medical services. Standard services
include but are not limited to: case management (i.e. supports and service coordination), homemaker,
home health aide, personal care, adult day health services, habilitation (both day and residential), and
respite care. States can also propose “other” types of services that may assist in diverting and/or
transitioning individuals from institutional settings into their homes and community (Home &
Community Based Services)
3) Self-Directed Personal Assistant Services 1915 (j)
Self-directed personal assistance services (PAS) are personal care and related services provided
under the Medicaid State plan and/or section 1915(c) waivers the State already has in place.
•

Participation in self-directed PAS is voluntary

•

Participants set their own provider qualifications and train their PAS providers Participants

determine how much they pay for a service, support or item (Self Directed Personal Assistant
Services)
4) Old Age Pension
Some states, such as Colorado have a welfare program for the poor elderly called Old Age
Pension. The Colorado Old Age Pension program provides an income safety net to Colorado seniors.
Most Colorado seniors aged 60 and older are eligible if they have monthly incomes of less than $737
(in 2013) and resources of less than $2000 ($300 for a couple). Individuals who meet these
requirements may receive a payment to bring their total gross income to $737, with the payment
determined by the difference between a person’s gross income (from sources such as Social Security,
Supplemental Security Income, Social Security Disabilty, wages, pensions, and other sources. To apply
for OAP, individuals must fill out a Medicaid application and submit it to the local county department
of social services. Approved applicants will be issued a Quest Card, which will be loaded with the
payment amount, similar to food stamps (Colorado Old Age Pension).
5) Food Stamps
The Colorado Food Assistance Program is a Federal program that each state runs separately and
assists low- income individuals and families who need assistance purchasing food. Individuals and
families should apply for food stamp benefits at their local county department of social services. The
program is offered in at least one location in all Colorado counties. The county worker will interview
applicants and determine the household eligibility for benefits. They will provide the applicant with a
Quest card that can be used to purchase groceries at any participating grocery store or other retailer.
In order to qualify for this benefit program, you must be a resident of Colorado and fall into one
of two groups: 1) those with a current bank balance (savings and checking combined) un der $2,001, or
2) those with a current bank balance (savings and checking combined) under $3,001 who share their
household with a person or persons age 60 and over, or with a person with a disability 9a child, your
spouse, a parent, or yourself). For either group, you must have an annual household income of less
than $14,079 if one person lives in the household; $18,941 if two people live in the household, etc.
Adjustments are made for additional persons in the household (Colorado Food Assistance Program).
6.3. Private Pay Services
Christine Dugas reports in USA Today on private pay options, meaning that the services are
not government funded but the person receiving the services pays for them:

Many people associate long-term care with nursing homes. They are extremely expensive
because they provide 24-hour-care. Fortunately most people have short nursing home stays, because
the average national cost for a private room in a nursing home is $83,950 per year, according to the
Genworth 2013 Cost of Care Survey.
Home care is much less expensive, and most people would prefer to stay at home as long as
possible. Family members are responsible for finding and paying for a caregiver to take their parent to
a doctor's appointment or go shopping for groceries. They also may need a home health aide to help
with bathing, dressing and making sure the elderly person is taking their medication.
Some family members contact a home care agency for help. It can make them feel more secure,
because the agency has screened the caregiver and is liable for their acts, says Robyn Grant, the
director of public policy and advocacy at the National Consumer Voice for Quality Long-term Care,
which provides information about the types of services available.
There are also a number of websites that help families find reliable and affordable home care,
such as CareFamily.com, Carelinx.com, and AARP Care Scout Service.
Because CareFamily.com is very tech-savvy and automated, its costs are much lower.
Compared with agencies that on average charge $21 an hour, it charges about $14 an hour, with $12 of
that going to the caregivers, says founder Tom Knox.
The service is particularly helpful to family members who live far away from their parents.
CareFamily.com makes it easier to hire a caregiver, remotely provide lists of things to do and receive
audio updates from the caregiver did during the day (Dugas, USA Today).
6.4 Working With an Older Persons Family
A recent article on “Ageing and Older Adults” identifies the importance of social workers
working effectively with families of older adults:
Although most older adults lead independent lives and do not need a great deal of care as they
age, families and communities face increasing challenges to caring for their aging members. In many
countries, coresidence of older and younger family members has been an important component of
lifelong intergenerational caring, in which adult children have cared for their ageing parents in
exchange for parental support at earlier stages of their lives. Changing family structures – exemplified
by increasing divorce rates, decreasing marriage and birth rates, and blended families resulting from
divorce and remarriage – together with demographic ageing, present formidable challenges to the
provision of care across generations. These challenges particularly affect transitional and developing
countries, which have experienced both demographic ageing and modernization in comparatively short

periods of time and have not had the opportunity to develop formal support systems such as state-run
social security programs (27). At the same time, in developing countries fewer adult children are
available to care for growing numbers of older people.
Another trend in family structure affecting older adults, particularly in the developing world and
countries with high rates of HIV/AIDS, is the increasing number of older adults serving as primary
caregivers for grandchildren or other young family members (28). Other factors such as violence,
substance abuse, and incarceration also contribute to the increase of childrearing responsibilities among
older generations.
Despite these trends, families – especially women – continue to provide most of the care for
older people, primarily in home settings. Increasingly, older adults themselves care for other older
adults of the same or different generation. Family caregivers in the home and community often face the
task of balancing caregiving and job responsibilities. Multiple demands on family caregivers create
physical, emotional, and financial stress. Caregiver support programmes, such as respite care, financial
support, and flexible labour market policies, are critical to alleviate role conflicts and ameliorate the
resulting stress (10). Integration and support of other informal caregivers such as friends and neighbors
is also essential and requires strong intergenerational solidarity throughout communities (International
Federation of Social Workers).
The National Association of Social Workers (NASW) has identified a number of key roles that
social workers play in working with families and caregivers of older adults. Many social workers have
years of experience working with family caregivers of older adults. Social workers provide many
important services to family caregivers:
•

Educating caregivers about aging, health, and mental health

•

Counseling to help families cope with the stresses of caregiving

•

Coordinating care and services

•

Linking caregivers with the resources they need

•

Helping families plan for the future

•

Leading support groups for family caregivers

•

Working through conflicts and managing crises

•

Advocating to help families reach their goals

•

Communicating with other service providers and organizations

•

Helping families find their way through transitions (Caregiving Current Trends – NASW)
Question

1. Can you briefly describe the services provided under the Medicare program?
2. What is the Food stamp Program?
3. How can a family seek private duty help for their loved one?
4. What roles can social workers play in working with the elderly?
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TOPIC 7.
MODEL AND FORM OF SOCIAL WORK WITH ACTIVE SENIORS
Will you still need me, will you still feed me…when I’m sixty four
Paul McCartney
Plan
7.1. Education in the Third Age.
7.2. Methods of Working with Older People – Senior Activation Methods.
7.1. Education in the Third Age
Amazingly, the Careers in Ageing website lists 101careers that have involved in the area of
services to older people of the Third Age:
• Administration (Ageing Services Administrator, Human Resources Manager, Information
and Referral Specialist, Meal Site Operation, Outreach, Personnel Assistant, Planning/Policy
Development, Program Analyst/Evaluator, Program Director, Public Relations, Social and Human
Service Assistant, Urban Planner and Volunteer Administration)
• Financial and Legal Services (Attorney generalist, Career Planner, Certified Compliance
Professional, Certified Financial Planner, Certified Legal Nurse Consultant, Certified Guardian,
Conservator, Daily Money Manager, Elder Law, Elder Mediator, Estate Planner, Financial
Gerontologist, Fraud Prevention, Funeral/Mortuary Services, Home Equity Conversion Mortgage –
HECM Consultant, Legal Assistant, Senior Real Estate Specialist, Retirement Planner, Senior Move
Manager, Tax Accountant, Victim Advocate)
• Fitness/Wellness (Cancer Exercise Specialist, Certified Personal Trainer, Hydrotherapy,
Nutrition Counseling, Physical Therapy – Retreat/Wellness Spas/Swimming Coach/Instructor,
Wellness Management, Tai Chi Instructor, Yoga Instructor)
• Health Services Continuum ( Activity Director, Acupuncturist, Adult Day Care, Adult Foster
Home/Residential Care Facility, Art Therapist, Assisted Living, Audiologist, Biogerontologist,
Certified Dementia Practitioner, Cancer Exercise Specialist, Certified Infusion Therapist, Certified
Legal Nurse Consultant, Certified Medical Assistant, Dentistry, Diagnostic Imaging technician,
Diabetic educator, Dietitian, Disability Management Specialist, Environmental Geriatrician,
Geriatrician, Geriatric Care Manager, Geriatric Case Manager, Geriatric Opthamologist, GHeriatric

Pharmacist, Geriatric Psychiatrist, Geriatric Social Worker, Gerontological Nurse Practitioner,
Geropsychologist, Grief Counselor, Health Education, Herbalist, Horticultural Therapist, Hospice,
Licensed Practical Nurse, Long Term Care Administration in Public Health or Social Work, Massage
Therapist, Medical Records, Memory Care, Music Therapist, Naturopath, Occupational Therapist,
Opthamologist, Optometrist, Orthotic and Prosthetic Specialist, Patient Representative, Pharmacy
Technician, Physical Therapist, Podiatrist, Registered Nurse, Recreational Therapist, Registered Health
Information technician, Registered Health Information Administrator, Respite Care, Senior Care
Pharmacist, Skilled Nursing Care, Speech Therapist, State Tested Nursing Assistants, Substsance
Abuse Program Administrator, Substance Abuse Counselor, Thanatologist)
• Housing and Home Modification (to support independent living): (Aging-in-Place Specialist
NAHB, Artichect, Certified Eden Alternative Associate, Cohousing Coordinator, Home Modification
Specialist, Interior Design, Home Safety Inspector, Home Organizer Consultant, Retirement Housing
Professional, Senior Housing Administrator, Weatherization Specialist)
• Intergenerational

Activities;

(Adopt-a

Grandparent,

Environmental

Programs,

Intergenerational Childcare, Intergenerational Programs, Intergenerational Education, Intergenerational
Specialist, Intergenerational theater)
• Leisure and Recreation: (Dance Instructor, Event Planner, Parks and Recreation, Theater
Productions, Voice Teacher)
• Miscellaneous Gerontology Career Options: (Advocacy, Assistive Technology Specialist,
Certified Senior Advisor, Chaplain, Corporate Gerontologist, Demographer, Diversity Trainer,
Educational Gerontologist, Ethnogeriatrician, Ethnographer, Genealogist, Grant Writer, Historian,
Learning Therapist, Life Coach, Life Stories, Lobbyist, Mediator, Ombudsman, Personal Historian,
Religious/Spiritual Gerontologist, Research, Techno-Gerontology-gerotechnology)
• Personal Care and Services: (Animal Assisted Therapy, Elder Cohousing, Hair Stylist, Image
Consultant, Personal Shopper, Personal trainer)
• Travel and Transportation: Bus Driver, Cruise Lines, Special Needs transportation, Tour
Guide, Travel Agent)
• Workplace Issues; (Employee Assistant Program, Employee Eldercare Specialist,
Ergonomics Assessment, Industrial Psychologist, Vocational Rehabilitation Counselor) (101 Careers In
Ageing)
David Rozell has a description of new roles as “life coaches’ both for seniors as well as by
seniors for the Third Age:

The popular media is full of references to professional coaching and thousands of individuals
are adding coaching to their skills to enhance their careers or to be of more service to their community.
With a rapidly aging population many are specifically drawn to the opportunity to help older adults
make good choices for the “What’s Next?” part of their lives.
A professional coach is first and foremost a student of human development. They inspire
individuals, couples and groups to create results in life or the work environment that goes beyond what
they thought was possible. A professional coaching relationship is an alliance, a true partnership
formed to reach the goals and outcomes the client wishes to receive. There are few relationships in life
that provide such an unparallel level of dedicated focused support and structure.
Professional coaches are trained to listen, observe and then customize their suggestions and
advice to individual client needs. They seek solutions and strategies from the client, believing that
he/she is naturally creative and resourceful. A professional coach’s job is always to provide support
that enhances the inherent skills, resources and creativity the client already possesses.
Professional coaches who are properly trained, skilled and experienced bring about
extraordinary and transformative outcomes for people and organizations. Professional coaching skills
can be applied to almost any life or work situation. Coaching skills are being applied in the workplace,
the corporate boardroom, in school and college classrooms, spiritual or career counseling, life
purpose/direction, retirement planning, and marketing and business development to name just a few.
Coaching for “Second Halfers”
The maturing of the baby-boomer population coupled with an unprecedented and growing life
span provides opportunities not only as potential clients but also as a source of new coaches. For
coaches that take up this profession in the second half of life, their accumulated wisdom from a lifetime
of experiences can be a valuable asset for their clients. And as potential clients, people over 50 are
usually more committed to making real change in their life and are therefore more likely to be
successful in the coaching relationship.
Life coaching is a powerful way to find purpose and direction in the second half of life. Second
Halfers often get stuck on questions related to how they want to spend their time or what they want to
accomplish with the rest of their lives.
These are some of the frequently asked questions to which a professional coach can help a
client in the second half of life find extraordinary answers:
• What will I do with all the time I have when I retire?
• What’s left undone in my life?

• What would I like to accomplish with the rest of my life?
• How can my relationships have more meaning and purpose?
• What am I passionate about and what do I want to do about it?
• Where can I find opportunities to continue to contribute to my family and community?
Where can I find more information?
If you are thinking about becoming a professional coach I suggest that you get professional
training and perhaps a certification. There are coaching schools and programs all over the world. These
programs are as many and as diverse as the applications of coaching principles.
While there are too many to list a good place to begin your investigation is the International
Coach federation (ICF) at http://www.coachfederation.org. There you’ll find information about ICF
certified training programs.
There are many good training programs that are not formally affiliated with ICF but adhere to
the same standards of excellence. A good place to find these programs is by attending the nearest ICF
professional coaches’ chapter meetings and talking to members about training opportunities an
programs in your area (Rozell).
Another new area of education to meet the needs of senior in the Third Age is that of Financial
Gerontology, as described by Neal Cutler, Ph.D.:
In the late 1980s, educators in the field of retirement planning and financial services began to
acknowledge that the clients of financial professionals were increasingly moving through middle age
and into older age. They saw that the traditional curricula offered by many financial training programs
– often focused on life insurance, annuities, and tax deferred investments – were incomplete, and
concluded that financial education should expand to include the concepts, issues, and “data” of the
academic field of social gerontology.
Thus was born the new multidisciplinary field of Financial Gerontology which, over the past
fifteen years is emerging as a specialty within professional education as well as an academic subdiscipline of both Gerontology and Business Education.
The broader context in which Financial Gerontology plays a central role is the increasing
overlap between business and aging. Such traditional subjects of business education as Human
Resource Management, Product Development, Marketing, Pension Administration, and of course
Hospital Administration and Health Care (including long-term care) are increasingly seen against the
backdrop of an aging society and economy.

Within this broader context, Financial Gerontology begins with a focus on personal financial
planning, but quickly expands to embrace both the academic gerontological perspectives and the
practical implications on Individual Aging, Population Aging, Family Aging, and Gerontological
Aging – as each of these offers different but complimentary views of the linkages among aging and
money. An idea that binds much of this together is the “Wealth Span” concept – which applies the
more general concepts of Life Span and health Span to patterns of accumulation and expenditure
behavior over increasingly human longer life expectancy.
Two measures of the maturing of a new educational field are its literature and its institutions,
and Financial Gerontology has seen the development of both. Since 1990, for example, a bimonthly
column titled “Financial Gerontology” has appeared in the Journal of Financial Service Professionals
(previously titled the Journal of the American Society of CLU & ChFC). In 1997–1998 the National
Council on Aging sponsored the Financial Gerontology Review. Other publications include the
Encyclopedia of Financial Gerontology (1995); a textbook, Advising Mature Clients: The New Science
of Wealth Span Planning, published by the J.K. LasserPro division of Wiley & Sons (2002); and The
Silver Industries, a special issue of Generations, the journal of the American Society of Aging (2004).
Institutionally, the American Institute of Financial Gerontology (AIFG) was established in 2002
in partnership with the Widener University School of Business Administration and the American
Society on Aging. The AIFG (www.aifg.org) is an educational venture that offers academicallygrounded education and training in gerontological subjects to professionals who are educated,
credentialed, or experienced in finance. The AIFG’s certification program, leading to the Registered
Financial Gerontologist (RFG) designation, includes core courses in the Wealth Span, Biology and
Psychology of Aging, Ethical and Legal Aspects of Aging, and Financing Longevity, in addition to
elective courses in Families and Aging, the National-State-Local Aging Network, Long-term care
Finance, and Marketing to the Mature Consumer. Coming full circle, AIFG is responding to the
original goals of those business educators who fifteen years ago conceived of Financial Gerontology as
the educational bridge between gerontology and the study and practice of financial services.
7.2.

Methods of Working with Older People – Senior Activation Methods

This social worker has recently retired from the St. Anthony Senior Health Center in Denver,
Colorado after working there in a social work capacity for more than 30 years. I would like to review
some of the assessment tools that I have used over the years in working with seniors. The first tool that
I (and other social workers with the Senior Health Center) have been using for a number of years is the
Social Work Assessment tool. This is usually used when a social worker has an initial evaluation

contact with a client, such as at a home visit. It is a tried and true tool that helps to evaluate where a
client is at, their social support system, what problem areas a client may be experiencing and what
resources (including client’s own resources, family and other support network as well as possible
supports from the community). This form provides a basis for establishing a plan as to what the
identified problems are, what possible options are available, and what the plan is to accomplish the
goals between client, family/support network, and a timeline for follow up. This assessment tool is
entered in the online patient data sheet which is shared with the health care team members (physician,
nurse, nurse practitioner and social workers) and is incorporated into the patients ongoing plan of care.
For example, if a client has been lonely and depressed over lack of activities or social involvement, the
plan may identify some steps that the client and their support system may initiate – such as
involvement with a local senior recreation center, counseling through a local mental health center or
involvemt in some type of volunteer or activity option. The health care team can review this with the
client at their regular senior health center visits as well as through telephone follow up contacts that the
social may schedule electronically through the Outlook program on the social worker’s computer
(Attachment A).
Another tool that is used is the Discharge Follow Up. Once a client has been discharged from a
hospital or skilled nursing home setting, part of the social worker’s responsibility is to make a
telephone contact with the client within several days of discharge from the hospital or skilled nursing
facility setting. The goals of this contact and form are to ensure that the client is comfortable back
home, that they have the ongoing support that they may need – such as regular family support or home
health services. In addition using the form can help to establish that the client has filled the RXs (and is
taking them) given to them by the discharging hospital and facility and that the needed follow up
appointments have been made with the primary care physician and any needed specialists. This
information is then entered into the client’s computer based program which immediately updates the
team as to the client’s current status and “red flags” any urgent issues for further follow up (Attachment
B).
A additional tool that a social worker uses in the Senior Health Center setting is called the
Depression Scale. This is an assessment tool that is used by physician, nurse and social worker alike to
identify if there are any issues with depression and its severity. This tool is often used to help diagnose
depression and what interventions may be needed – including possible medications, psych counseling,
increased family/network support, increased socialization and community involvement, hospital or
psych placement if needed and even suicide prevention intervention if appropriate. As with the other

assessment tools this can be entered online for immediate sharing with the health care team, especially
when there is a need for immediate intervention (Attachment C).
A tool which is frequently used by all of the health care team members is the Mini Mental
Status Exam (MMSE). This is a well established form which helps to identify a client’s mental status at
that moment in time. It can be a “red flag” type of assessment that may identify a client that needs
further testing for possible dementia, as well as helping to evaluate a client’s current ability to function
in the community and the possible need for additional support. By itself it is not meant to be a “test for
dementia”, by merely one tool of many to establish how a client is doing at a given moment in time
(Attachment D).
A unique program associated with the Senior Health Center is called the Memory Disorder
Evaluation Program (MDEP). Clients are referred from community agencies (such as the Alzheimer’s
Association) and fellow health care professionals when there appears to be cognitive and/or functional
decline that needs further evaluation and testing. The client and their family/caregiver are seen twice by
the MDEP team which includes a clinic physician and social worker. The physician does a very
thorough medical history and physical while the social worker obtains additional history and relevant
information from the client’s family/caregiver. One of the evaluation tools used is the Activities of
Daily Living checklist (Attachment E) which gives an overview of a client’s current ability to manage
such basic activities as eating, toileting, bathing, dressing, grooming and transferring. Another MDEP
tool used is the Behavioral Review (Attachment F) which is meant to discover any current behavioral
problems and particularly if they are new behaviors that are problematic. A further tool used as part of
the evaluation is the Functional Activities Questionnaire (Attachment G) which measures from the
family/caregivers perspective higher level skills such as writing checks/managing finances, tracking
current events, discussing a book or movie, remembering appointments, etc.

After the initial

evaluation, the MDEP team reviews the findings and results with the clinic health care team to assist in
clarifying the diagnosis (such as probable Alzheimer’s disease vs. depression or other health issues) as
well as helping to establish a plan to include a list of recommendations and possible referrals. A
second appointment is then scheduled with the client and family/caregiver and the findings and
recommendations are shared.
Attachment A: Initial Social Work Assessment Senior Health Center (p. 1)

Attachment A (p. 2)

Attachment B: Discharge Follow Up Contact

Attachment C: Geriatric Depression Scale
MOOD SCALE

(short form)
Choose the best answer for how you have felt over the past week:
1. Are you basically satisfied with your life? YES / NO
2. Have you dropped many of your activities and interests? YES / NO
3. Do you feel that your life is empty? YES / NO
4. Do you often get bored? YES / NO
5. Are you in good spirits most of the time? YES / NO
6. Are you afraid that something bad is going to happen to you? YES / NO
7. Do you feel happy most of the time? YES / NO
8. Do you often feel helpless? YES / NO
9. Do you prefer to stay at home, rather than going out and doing new things? YES / NO
10. Do you feel you have more problems with memory than most? YES / NO
11. Do you think it is wonderful to be alive now? YES / NO
12. Do you feel pretty worthless the way you are now? YES / NO
13. Do you feel full of energy? YES / NO
14. Do you feel that your situation is hopeless? YES / NO
15. Do you think that most people are better off than you are? YES / NO
Answers in bold indicate depression. Although differing sensitivities and specificities have been
obtained across studies, for clinical purposes a score > 5 points is suggestive of depression and should
warrent a follow-up interview. Scores > 10 are almost always depression.
Attachment D: Mini Mental Status Exam (MMSE)
1. What year, season, month, date and day of the week it is? (score 1 point for each correct answer –
maximum of 5 points total). Please take time and ask each of these separately. Give time for a
response.
2. What state do you live in? What country? What is the name of the town or (city)? What building
you are in (presumably the home)? What room are we in right now? (again, score 1 point for each
correct answer – maximum of 5 points total)
3. Name three objects (chair, peach, nickel) and ask to have those words repeated back to you (do this
until they can recall all three objects easily, score one point for each correct answer – maximum of
three points total).
4. Ask to spell the word “world” backwards – “D-L-R-O-W” (score one point for each letter put in the
correct sequence).

5. Now ask the person to repeat the names of the three objects named in number three above (score 1
point for each correct answer – maximum of three points) (chair, peach, nickel).
6. Point to a pencil or pen and ask to identify that object by saying, “What is this?” (score one point if
correct)
7. Point to a watch and ask to identify that object by saying, “What is this?” (score one point if correct)
8. Ask to repeat this statement; “No ifs, ands, or buts.” (score one point if correct)
9. Hand a blank sheet of paper and tell him: “Take this paper in your right hand, fold it in half, and
drop it on the floor.” (score one point for each step done correctly – maximum of three points)
10. Take time to write the words “Close Your Eyes” on a sheet of paper. Ask to read it and do what it
says (score one point if correct)
11. Ask them to write one sentence (score one point if done correctly – must be a complete sentence, at
least one object, one verb and makes sense)
12. Draw a diagram of intersecting pentagons (A pentagon is a 5 sided figure, like a square but with
one more side) and have the pentagons overlap a little. You will notice that the overlapping pentagons
will intersect at two points. Ask that they copy your drawing as closely as possible.(score 1 point only
if the person draws both pentagons, if each one has 3 sides, both are closed, and intersect at two points)
Scoring the test/ interpretations
Add up all the points. There is a maximum of 30 total points possible. There are different views on the
scoring, but as a general rule, this guideline is followed:
• Score 24 or greater – normal cognition
• Score 17-23 – mild, early dementia stages
• Score 10-16 – moderate, or middle dementia stages
• Score less than 10 – severe, late dementia stages (Aging Stages Can Be Detected)
Attachment E: Activities of Daily Living
Please circle the response that you feel best represents the person’s ability to do each of the
Activities of Daily Living.
Activity

Needs

no Needs some assistance Totally dependent -can’t

assistance

or or supervision from do activity at all

supervision
from

another person

another

person
a. Eating

0

1

2

b. Toileting

0

1

2

c. Bathing (sponge,

0

1

2

0

1

2

(combing 0

1

2

1

2

shower, or tub)
d. Dressing
e.

Grooming

and

shampooing

hair,

shaving, trimming nails
f. Transferring (in and out 0
of chairs, in and out of
bed, up and down from
toilet seat)
Total Score ______
Date: ________________

Name:______________________________
Attachment F: BEHAVIORAL REVIEW

Please circle the number that shows how often DURING THE PAST 4 WEEKS your relative acted in
these ways:
How often did your relative

None of the time

Sometime

Often

s

Most or all of the
time

Act confused?

0

1

2

3

Talk or mumble to self?

0

1

2

3

Repeat the same thing over and 0

1

2

3

1

2

3

1

2

3

over?
Hear or see things that were 0
not there?
Forgot the names of family or 0
close friends?
Forgot the right words to use?

0

1

2

3

Yell or swear at people?

0

1

2

3

Interfere or offer unwanted 0

1

2

3

1

2

3

advice?
Act restless of agitated?

0

Act

fearful

without

good 0

1

2

3

0

1

2

3

sexual 0

1

2

3

reason?
Complain or criticize things?
Show

inappropriate

behavior?
Wander outside of the house?

0

1

2

3

Refused to be left alone?

0

1

2

3

Total Score:_________________
Date:________________

Name:____________________________________

Attachment G: Functional Activities Questionnaire
• Dependent = 3
• Requires Assistance = 2
• Has difficulty, but does by self = 1
• Normal (does independently = 0
Two other response options can also be scored:
• Never did [the activity], but could do now = 0
• Never did and would have difficulty now = 1
Individual Items of the Functional Activities Questionnaire
1. _____Writing checks, paying bills, balancing checkbook
2. _____Assembling tax records, business affairs or papers
3. _____Shopping alone for clothes, groceries, necessities
4. _____Playing a game of skill, working on a hobby
5. _____Heating water, making a cup of coffee, turning off stove
6. _____Preparing a balanced meal
7. _____Keeping track of current events
8. _____Paying attention to, understanding, discussing a TV show, book, magazine
9. _____Remembering appointments, family occasions, holidays, medications
10. _____Traveling out of neighborhood, driving, arranging to take buses
Total_________
Date:_______________

Name:______________________________

Question
1. Describe at least two job opportunities in the field of gerontology that you were not previously
aware of.
2. What is the function of a social work assessment?
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TOPIC 8.
MANAGEMENT OF SOCIAL WORK WITH OLDER PEOPLE IN THE U.S.
In terms of days and moments lived, you’ll never again be as young as you are right now, so spend this
day, the youth of your future, in a way that deflects regret. Invest in yourself. Have some fun. Do
something important. Love somebody extra. In one sense, you’re just a kid, but a kid with enough years
on her to know that every day is priceless. (418)
Victoria Moran, Younger by the Day: 365 Ways to Rejuvenate Your Body and Revitalize Your Spirit
Plan
8.1. Facilities and Services for the Elderly.
8.2. Adult Day Care.
8.3. Hospice Care in the United States.
8.1. Facilities and Services for the Elderly
The following is an overview of housing options for the elderly:
The future of eldercare in the United States is a hot topic for government agencies, politicians
and senior groups nationwide. The “Baby-Boomer” generation is getting older and many are becoming
senior citizens by the day.
According to the 2000 U.S. Census, there were 35 million people who were 65 years of age or
older. That figure represented about 12% of the U.S. population, and is only expected to grow larger
with time.
The increasing needs of the senior demographic have led to an evolution of luxury amenities for
seniors and their overall needs. As more adults become 65, there are more elderly facilities being built
and ways created to cater to this fast-growing demographic group.
The Evolution of Elderly Facilities
In past years, retirees went to live in communities often called “old folks homes.” These homes
usually consisted of a small house with four or more residents and a live-in caretaker. Over the years,
retirement homes have become more elaborate and expensive. They often resemble luxury apartment
communities and can house up to several hundred residents at a time and employ even more staff
members.
As elderly facilities evolved, they began to cater to different segments of the elderly population,
now offering at least one of three levels of care:

Independent Living
In recent years, independent living communities have become very popular. Many retirees who
no longer wish to live on their own, find the same comforts of home living among people in their own
age group. Many facilities have formal dining rooms, personal luxury suites and other great amenities.
Assisted Living
For seniors who are slowing down, having a harder time taking care of daily chores and/or
begin to show signs of memory loss, assisted living can provide needed support and companionship.
Assisted living communities employ professional caregivers to help seniors live safely and
comfortably.
Skilled Nursing
Although many seniors would prefer to live independently, living needs can often change
overnight. A fall, surgery or chronic health condition can lead to a senior needing the skills of a
professional nurse 24 hours a day. Since major hospitals are not geared to handle long-term care, many
seniors move into a skilled nursing facility (also known as a nursing home) after prolonged medical
treatment.
The Future of Elderly Facilities
Taking care of the elderly has become big business. It has grown so much that major hospitality
chains have invested millions of dollars into constructing and running these facilities. Many elderly
facilities are operated like major corporations, catering to residents’ needs and providing additional
services and amenities for a fee.
As more adults age and become senior citizens, the senior living industry will continue to
expand and the quality of the accommodations, amenities and services provided by elderly facilities
will increase (Elderly Facilities: A History).
8.2. Adult Day Care
Another service option for the elderly that has become more popular over the past years is the
adult day care option:
Normally, adult day care is used to relieve the caregiver or his or her duties for the day while
ensuring that the care recipient will still receive the proper care in a safe, friendly environment. These
centers usually operate during normal business hours five days a week, and some centers also offer
additional services during evenings and weekends. Currently, there are more than 4,000 of these
programs operating in the United States.

In general, there are three main types of adult day care centers: those that focus primarily on
social interaction, those that provide medical care, and those dedicated to Alzheimer’s care. Many of
these facilities are affiliated with other organizations, including home care agencies, skilled nursing
facilities, medical centers, or other senior service providers. The average participant in this type of
program is a 76-year-old female who lives with a spouse, adult children, or other family or friends.
About 50 percent of these individuals have some form of cognitive impairment and more than half
require assistance with at least two daily living activities.
Regulation of adult day care centers is at the discretion of each state, although the National
Adult Day Services Association (NADSA) offers some overall guidelines in its Standards and
Guidelines for Adult Day Care. The staff usually consists of a social worker, an activity director, and
an activity aide, who often is a certified nursing aide (CNA). Many adult day care centers also rely on
volunteers to run various activities.
Benefits & Services
While adult day care can be a great resource for caregivers, many refuse to consider this option.
Some worry that their loved ones will resent participating in such a program, while others feel guilty at
the thought of leaving their loved ones in another person’s care. When it works correctly, however,
adult day care can improve the care recipient’s overall behavior and provide the caregiver with muchneeded time off.
Generally, a care recipient can benefit from adult day care because:
§

It allows him or her to stay in his or her community while the caregiver goes to work

§

It gives him or her a break from the caregiver

§

It provides needed social interaction

§

It provides greater structure to his or her daily activities

Adult day care facilities can provide a variety of services and activities, including:
§

Assistance with eating, taking medicines, toileting, and/or walking

§

Counseling

§

Educational programs or mental stimulation

§

Exercise programs

§

Health monitoring (e.g., blood pressure, food or liquid intake)

§

Podiatry care

§

Preparation of meals and snacks

§

Social activities

§

Therapy (occupational, physical, speech, etc.)

§

Transportation services

Social activities in adult day care centers can include:
§

Crafts

§

Cooking

§

Exercise

§

Field trips

§

Games

§

Gardening

§

Holiday parties

§

Music therapy

§

Pet therapy

§

Relaxation techniques

Costs (click on sidebar for detailed costs by state)
The average cost of adult day care is $64 per day (as of 2008), but individual facilities can vary
significantly depending on the part of the country the center is in, as well as the services it offers.
Centers may be less expensive if they are government funded or if the day care offers scholarships. On
the other hand, programs that offer extensive care or additional specialized services often cost a bit
more. Regardless, adult day care is often far less expensive than hiring a home health nurse or moving
a loved one to a nursing facility. Medicare doesn’t cover any of the costs associated with adult day
care, but if the center is a licensed medical or Alzheimer’s facility – and your care recipient meets state
qualifications – some of the expenses may be covered by Medicaid. Additionally, long-term care
insurance may cover some of the costs if medical personnel are involved (Family Care America, Inc.
All Rights Reserved).
8.3. Hospice Care in the United States
An overview of hospice is as follows:
What is hospice care?
Hospice care provides medical services, emotional support, and spiritual resources for people
who are in the last stages of a serious illness, such as cancer or heart failure. Hospice care also helps
family members manage the practical details and emotional challenges of caring for a dying loved one.
Why might you choose hospice care?
The goal of hospice treatment is to keep you comfortable and improve your quality of life while
you are dying. This philosophy is a shift from usual medical treatments, in which health professionals

strive to cure your disease. Hospice services are not intended to speed up or prolong the dying process.
They focus instead on relieving pain and other symptoms. Hospice caregivers are concerned with
enhancing the quality of remaining life by keeping you as alert and comfortable as possible in a
familiar environment with family and friends.
Hospice programs offer services in your own home or in a hospice center. Some hospices also
offer services in nursing homes, long-term care facilities, or hospitals.
What kind of services are provided?
Hospice services typically include:
•

Basic medical care with a focus on pain and symptom control.

•

Access to a member of your hospice team 24 hours a day, 7 days a week.

•

Medical supplies and equipment as needed.

•

Counseling and social support to help you and your family with psychological, emotional,

and spiritual issues.
•

Guidance with the difficult, but normal, issues of life completion and closure.

•

A break (respite care) for caregivers, family, and others who regularly care for you.

•

Volunteer support, such as preparing meals and running errands.

•

Counseling and support for your loved ones after you die.

Who is involved with providing hospice services?
Most of the time, hospice care is provided in your home. Typically, a family member or loved
one will look after you much of the time. And someone from your hospice team will likely visit you for
an hour or so one or more times a week. Your loved ones will work with the hospice team to give you
the best care possible.
Hospice teams usually include a doctor and nurses, social workers, hospice and palliative
medicine specialists, spiritual advisors, nursing assistants, and trained volunteers. It may also include
pharmacists, respiratory therapists, psychologists, psychiatrists, music therapists, physical therapists,
and occupational therapists. If you have an emergency or get scared, you can call the 24-hour hospice
number for advice. When needed, a nurse can usually come to your home at any time of the day or
night.
Some people worry about losing touch with their regular, trusted doctor. But being on hospice
does not mean that you won't see your regular doctor. He or she can work with others on your team to
stay involved in your care.
Are you eligible for hospice services?
Eligibility for most hospice programs is based on two criteria:

•

Your condition is considered incurable. This is called a terminal illness.

•

Your doctor has indicated that your life expectancy is 6 months or less if your illness runs its

normal course. Typically a form must be signed by your primary doctor as well as the medical director
or physician member of a hospice team.1
It can be hard for doctors to know how long a person will live. Some people live longer than
expected. If you live longer than 6 months, you can continue on hospice. If your illness gets better, you
can stop receiving hospice care.
Hospice care programs do not discriminate. Care is provided regardless of age, sex, religion,
diagnosis or type of health problem, ethnic or cultural background, sexual orientation, or ability to pay.
Payment for hospice services is covered through Medicare and most Medicaid programs. Most,
but not all, private insurance programs offer a hospice benefit. It is important to research whether your
health insurance coverage offers hospice benefits and to find out exactly which services are included.
Many hospice programs will research your medical coverage for you. (Hospice Care – Topic
Overview)
Hospice Care Demographics
According to the latest statistics available from the Hospice Association of America and the
National Hospice and Palliative Care Organization:
•

More than 5,000 hospices participate in the Medicare program in the U.S. From the first

program that opened in 1974, hospice programs continue to grow and are located in all 50 states.
•

In 2009, an estimated 1.56 million people received hospice services. Recent statistics also

indicate that around 42 percent of all deaths in the U.S. occurred under the care of a hospice program.
•

The Medicare hospice benefit, enacted by Congress in 1982, is the primary source of

payment for hospice care. In 2009, the percentage of patient days covered by the Medicare hospice
benefit was 89 percent.
•

Women use hospice services more than men, and whites use hospice services more than

African-Americans. Up to 80 percent of hospice patients are age 65 or older. More than a third of all
hospice patients are 85 years or older.
•

People appear to use hospices for diseases that have a high burden for caregivers, such as

cancer, kidney disease, and Alzheimer's disease. End-stage heart disease, stroke, and lung disease are
also common illnesses tended to under hospice services.
•

Hospice care may prolong the lives of some terminally ill patients. In a 2007 study, the mean

survival was 29 days longer for hospice patients than nonhospice patients. In a 2010 study, the median
survival for patients getting palliative care (with aggressive symptom management) was 2.7 months

longer than those receiving standard care. This research seems to indicate that the earlier a patient is
referred to hospice, the prognosis seems to improve somewhat. (Hospice Care Statistics)
Kevin O’Reilly reports a problem with minority use of the hospice service:
Racial and ethnic minorities are less likely than white patients to choose palliative care in the
last six months of life, says a study of Medicare beneficiaries published in The American Heart
Journal.
After adjusting for the characteristics of about 220,000 Medicare heart-failure patients studied,
the nonwhite patients were 20% less likely to enter hospice care. The disparities in end-of-life care did
not end there. Among patients who opted for hospice, minorities were likelier to visit the emergency
department and stay in the intensive care unit. Nonwhites also were about 40% likelier to disenroll – or
leave – hospice, the study said.
“A common reason why patients disenroll is that they want more aggressive treatment,” said
Kathleen T. Unroe, MD, MHA. “What I think explains some of this is that the hospice program was not
compatible with what they wanted as they progressed, so they chose to disenroll”.
A wide body of previous research has documented that black, Hispanic and other minority
patients prefer more aggressive end-of-life care than whites. That disparity appears to hold true even
after patients choose hospice care. Under Medicare hospice benefit rules, patients who opt for hospice
must forgo curative treatments in favor of palliative care (O’Reilly).
Question
1. Can you describe the three main types of senior facilities for seniors in the United States?
2. What are the benefits of attending an adult day care center?
3. Why do minorities use hospice services less than the white population?
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ВКАЗІВКИ ДО СЕМІНАРСЬКОГО ЗАНЯТТЯ
за темою
“Модель та форми соціальної роботи із активізації літніх людей”
(2 години)
Питання для обговорення
1. Технології соціальної роботи з літніми людьми с США.
2. Соціальне обслуговування літніх американців.
3. Заклади та послуги для літніх людей у Сполучених Штатах.
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МЕТОДИЧНІ РЕКОМЕНДАЦІЇ
ДО САМОСТІЙНОЇ РОБОТИ СТУДЕНТІВ
Метою самостійної роботи студентів є навчання навичкам роботи з англомовною
науково-теоретичною літературою й практичними матеріалами, необхідними для поглибленого
вивчення навчального матеріалу факультативу, а також розвиток у них стійких здатностей до
самостійного (без допомоги викладача) вивчення й викладу отриманої інформації.
Компетенції, що формуються при виконанні самостійної роботи: базові загальні знання
англомовної спеціальної лексики; навички управління інформацією; здатність до навчання;
здатність працювати самостійно.
Студент має опрацювати спеціальну англомовну термінологію, яку він занотовую в англоукраїнський словник з соціальної роботи, з якою він має ознайомитися під час вивчення відповідних
тем факультативу (випереджувальне знання). Цей словник дозволяється використовувати як
допоміжні матеріали під час проведення поточного та підсумкового контролю.
У якості індивідуальної роботи передбачається написання соціального проекту
“Менеджмент соціальної роботи з літніми людьми” (виконується в команді до 5 осіб), а також
його захист з презентацією (англійською мовою). Соціальний проект має містити усі необхідні
елементи щодо такого виду робіт.

ПИТАННЯ ДО ЗАЛІКУ
QUESTIONS FOR THE TEST
1.

Definition of Gerontology.

2.

Ageing Society a Risk to Society Itself.

3.

The Characteristics of People of the Third Age.

4.

An Elderly Man in his Social Environment – Interactions between Generations.

5.

Employment in the Retirement Age (Labor, Employment and Leisure).

6.

Discrimination Against People of the Third Age.

7.

The Role of the Social Worker in Addressing the Problems of Older People.

8.

Social Work Competencies Essential in Working with Older Persons.

9.

Work Ethics for a Social Worker in Gerontology.

10.

Social Work Roles in Working with Older Persons.

11.

Features of the Training of Social Workers in Gerontology in America.

12.

Which Schools Have Social Work Gerontology Curricula? How Does One Apply?

13.

What Is a Typical Gerontology Social Work Curriculum? Where Are Field Placements?

14.

Principles and Functions of Social Protection Systems in the United States.

15.

The Social Protection System in the United States.

16.

The Social Insurance System in the United States.

17.

Governmental Programs Title III and Medicare.

18.

Governmental Welfare Programs – Medicaid Programs, Food Stamps.

19.

Private Pay Services.

20.

Working With an Older Persons Family.

21.

Education in the Third Age.

22.

Methods of Working with Older People – Senior Activation Methods.

23.

Facilities and Services for the Elderly.

24.

Adult Day Care.

25.

Hospice Care in the United States.

DEFINITIONS OF COMMON TERMS
USED IN LONG-TERM CARE AND CULTURE CHANGE
Activities of Daily Living (ADLs): Daily functions such as getting dressed, eating, taking a shower or
bath, going to the bathroom, getting into a bed or chair, or walking from place to place. The amount of
help a person needs with ADLs is often used as a measure to determine whether he or she meets the
requirements for long-term care services in a nursing home as well as government-subsidized homeand community-based services (Also see Instrumental Activities of Daily Living).
Acute Care: Medical care for health problems that are new, quickly get worse, or result from a recent
accident. The care provided has recovery as its primary goal, typically requires the services of a
physician, physician assistant, nurse practitioner, nurse, or other skilled professional. and is usually
short term. Acute care is usually provided in a doctor's office, a clinic, or a hospital.
Adult Day Services: Community-based programs that provide meals and structured activities for
people with cognitive or functional impairments, as well as adults needing social interaction and a
place to go when their family caregivers are at work (See also Respite).
Advance Directive: Legal documents that allow you to plan and make your own end-of-life wishes
about health care and treatment known in the event that you are unable to communicate. Advance
directives consist of (1) a living will and (2) a medical (health care) power of attorney, sometimes
called "health care surrogate", depending on the state. (See Living Will and Medical Power of
Attorney). You can create a living will and medical power of attorney form without a lawyer. It is very
important that you use advance directive forms specifically created for your state so that they are legal.
Caring Connections (www.caringinfo.org) provides free advance directives and instructions for each
state.
Advance Practice Nurse (APN): These are registered nurses with specialized education and training
beyond the basic registered nurse level. Some are called clinical nurse specialists, and some are called
nurse practitioners (See Nurse Practitioner).
Alzheimer's Disease: A progressive, degenerative form of dementia that causes severe intellectual
deterioration. The first symptoms are impaired memory, followed by impaired thought and speech, an

inability to care for oneself and, eventually, death. Onset can be associated with or preceded by
depression.
Area Agencies on Aging (AAAs): AAAs coordinate and offer services that help older adults remain in
their home – if that is their preference – aided by services such as Meals-on-Wheels, homemaker
assistance and whatever else it may take to enable the individual to stay in his or her own home. By
making a range of options available, AAAs make it possible for older individuals to choose home- and
community-based services and a living arrangement that suits them best (See Eldercare Locator.)
Assisted Living/Personal Care Homes/Residential Care Facilities: A state-regulated and -monitored
residential long-term care option that may have different names depending on the state. Assisted living
provides or coordinates oversight and services to meet residents' individualized, scheduled needs, based
on the residents' assessment and service plans, and their unscheduled needs as they arise. There are
more than 26 designations that states use to refer to what is commonly known as “assisted living”
There is no single uniform definition of assisted living, and there are no federal regulations for assisted
living. In many states, most assisted living is private pay. Be sure to check with your state about any
waiver programs that might be available through Medicaid to pay for the care provided in assisted
living.
Caregiver: A caregiver is a spouse, family member, partner, friend or neighbor who helps care for an
elder or person with a disability who needs assistance. Caregivers can also be people employed by the
older adult, a family member, agencies or care settings to provide assistance with activities of daily
living (ADLs; see above) and instrumental activities of daily living (IADLs) (see below).
Care or Case Manager: A nurse, social worker, or other healthcare professional who plans and
coordinates services for an individual's care. This person usually works for an agency or care setting
(Also see Geriatric Care Manager).
Care Plan: A detailed written plan that describes what is needed for an individual's care provided by
nurses, therapists, social workers, nursing or personal assistants. For those living at home, a good care
plan should also list the caregiving activities that family members are able to do, need help learning
how to do, and will be doing. “I” Care Plans are written in the first person, as if the person receiving
care wrote it her- or himself, and express the desires of the individual for her or his care. Care plans can

describe/detail the risks that an individual is prepared to take in exercising his or her autonomous selfdetermination and choice. Creating the care plan should involve an interdisciplinary team of caregivers,
including the nursing assistant and the resident, as well as the family (unless the resident objects).
Case Management: Assistance for families in assessing the needs of older adults and making
arrangements for services to help the older adult remain as independent as possible.
Centers for Medicare & Medicaid Services (CMS): With a budget of approximately $650 billion and
serving approximately 90 million beneficiaries, the Centers for Medicare & Medicaid Services (CMS)
plays a key role in the overall direction of the healthcare system. With regard to long-term care, CMS is
responsible for regulating and paying nursing homes, home health agencies and hospices for the care of
Medicare and Medicaid (in conjunction with the states) beneficiaries.
Certified Nursing Assistant (CNA): A person trained and certified to assist individuals with nonclinical tasks such as eating, walking and personal care. (See definitions for Personal Care and ADLs.)
This person may be called a “direct care worker” (DCW). In a hospital or nursing home the person may
be called a nursing assistant, a personal care assistant or an aide.
Cognition: The process of knowing; of being aware of thoughts. The ability to reason and understand.
Cognitive Impairment: A diminished mental capacity, such as difficulty with short-term memory.
Problems that affect how clearly a person thinks, learns new tasks, and remembers events that just
happened or happened a long time ago. Problems that affect cognition. (See definition of cognition.)
Consistent Assignment: Residents see and receive care from the same caregivers (registered nurse,
licensed practical nurse, direct care worker/certified nursing assistant) during a typical work week.
Consistent Assignment may also be called Primary Assignment.
Continuing Care Retirement Community (CCRC): A housing option that offers a range of services
and levels of care. Residents may move first into an independent living unit, a private apartment or a
house on the CCRC campus. The CCRC provides social and housing-related services and might have
an assisted living residence and a nursing home, often called the health care center, on the campus. If

and when residents can no longer live independently in their apartment or house, they move into
assisted living (unless it is provided in their apartment or house) or the nursing home.
Culture Change: The common name given to the national movement for the transformation of older
adult services, based on person-directed values and practices, where the voices of elders and those
working with them are considered and respected. Core person-directed values are choice, dignity,
respect, self-determination and purposeful living. Culture change transformation supports the creation
of both long- and short-term living environments as well as community-based settings where both older
adults and their caregivers are able to express choice and practice self-determination in meaningful
ways at every level of daily life. Culture change transformation may require changes in organization
practices, physical environments, relationships at all levels and workforce models – leading to better
outcomes for consumers and direct care workers without being costly for providers.
Dementia: A general term for loss of memory and other mental abilities severe enough to interfere
with daily life. It is caused by structural and physiological changes in the brain. Alzheimer's disease is
the most common type of dementia. It is estimated that 47 to 67 percent of nursing home or assisted
living residents have Alzheimer's disease or a related form of dementia.
Direct-Care Staff or Direct-Care Worker (DCW): An individual working in a nursing home or
assisted living community that provides “hands on” help with activities of daily living to residents (See
Certified Nursing Assistant).
Discharge Planner: A nurse, social worker or other professional who coordinates a patient's transition
(move) from one care setting to the next, such as from hospital to nursing home or to one's own home
with home health care and other services.
The Eden Alternative is a philosophy of culture change built around a set of ten principles which
focus on eliminating the three plagues of loneliness, helplessness, and boredom for Elders. Created in
1994 by Dr. Bill and Jude Thomas, The Eden Alternative has grown to become the most practiced
approach to culture change in the world.
Elder Abuse: Any knowing, intentional or negligent act by a caregiver or any other person that causes
harm or a serious risk of harm to a vulnerable older adult. The specificity of laws varies from state to

state. Types of elder abuse may include Physical Abuse – Inflicting, or threatening to inflict, physical
pain or injury on a vulnerable elder, or depriving them of a basic need; Emotional Abuse – Inflicting
mental pain, anguish or distress on an elder person through verbal or nonverbal acts; Sexual Abuse –
Non-consensual sexual contact of any kind; Exploitation – Illegal taking, misuse, or concealment of
funds, property or assets of a vulnerable elder; Neglect – Refusal or failure by those responsible to
provide food, shelter, health care or protection for a vulnerable elder; Abandonment – The desertion
of a vulnerable elder by anyone who has assumed the responsibility for care or custody of that person.
The specificity of laws varies from state to state (See National Center on Elder Abuse).
Elder Law Attorney: A lawyer who specializes in the legal rights and issues of older adults and their
health, finances and well-being.
Family Caregiver: Any family member, partner, friend or neighbor who provides or manages the care
of someone who is ill, disabled or frail. There may be more than one family caregiver involved in a
person's care. Sometimes family caregivers are referred to as informal caregivers. This is meant to
show that they are different from formal caregivers (paid healthcare workers). But many caregivers do
not like the term informal because it incorrectly implies less skill and commitment.
Family Council: Family members of nursing home or assisted living residents who join together to
provide a consumer voice and perspective to communicate issues to administrators and work for
resolution and improvement. Family Councils can play a crucial role in voicing concerns, requesting
improvements, discussing the mission and direction of a nursing home or assisted living community,
supporting new family members and residents, and supporting the residence's efforts to make care and
life in the home the best it can be. When Family Councils meet independently (without representatives
of the nursing home or assisted living community) they are able to speak more freely and openly.
Geriatrician: A medical doctor with special training in the diagnosis, treatment, and prevention of
illness and disabilities in older adults (See American Medical Directors Association, AMDA).
Geriatrics: The branch of medicine that focuses on providing health care for older adults and the
treatment of diseases associated with the aging process.

Geriatric Care Manager: A person with a background in nursing, social work, psychology,
gerontology or other human services field, who has knowledge about the needs of and services
available for older adults. A geriatric care manager coordinates (plans) and monitors (watches over) a
person's care. He or she also keeps in contact with family members about the person's needs and how
their loved one is doing. Most geriatric care managers are privately paid and usually not covered by
private insurance. Some long-term care insurance companies use care managers to assess the
individual's need for services and arrange for the needed services.
Gerontologist: A professional trained to work with older adults and their families. He or she may have
a master's or PhD degree.
The GREEN HOUSE® Model: A small, intentional (“purpose-built”) community for a group of elders
and staff. A Green House residence is designed to be a home for six to ten elders needing skilled
nursing or assisted living care. The purpose of the Green House is to be a place where elders can
receive assistance and support with activities of daily living and clinical care, without the assistance
and care becoming the focus of their existence.
Health Care Practitioner: A professional providing medical, nursing and other healthcare related
services.
Home- and Community-Based Services (HCBS): Services provided in an individual's home or a
setting in the community, such as adult day services, senior centers, home-delivered meals,
transportation services, respite care, housekeeping, companion services, etc. These services are
primarily designed to help older people and people with disabilities remain in their homes for as long
as possible. Many states have requested and received "Medicaid waivers" in order to enable low
income Medicaid recipients to receive long-term care services in their own homes, adult day care or an
assisted living community instead of moving into a nursing home.
Home-delivered Meals (Meals on Wheels): Meals brought to people who cannot prepare their own
meals or are homebound (cannot leave their homes).
Home Health Aide (HHA): A person trained to provide basic health care tasks for older adults and
persons who are disabled in their home. Tasks include personal care, light housecleaning, cooking,

grocery shopping, laundry and transportation. Tasks may also include taking vital signs (such as heart
rate and blood pressure) or applying a "dry dressing" for certain kinds of wounds. They are supervised
by a registered nurse when they are employed by a home health agency.
Home Health Care: Services given to patients at home by registered nurses, licensed practical nurses,
therapists, home health aides or other trained workers. Certified home health agencies often provide
and coordinate these services. These services, provided on a short-term basis and ordered by a
physician, are usually covered by Medicare and Medicaid. With Medicaid, there are differences in
coverage between states.
Hospice: A program of medical and social services for people diagnosed with terminal (end-stage)
illnesses that focuses on comfort, not curing an illness. Hospice services can be given at home, in a
hospital, hospice residence, assisted living community or nursing home. They are designed to help both
the patient and his or her family. Hospice care stresses pain control and symptom management. It also
offers emotional and spiritual support. Medicare will pay for hospice if a doctor states that a person
probably has six months or less to live. Hospice care can last longer than six months in some cases.
Household Model: A small group of residents living within a physically-defined environment that
"feels like home" and that has a kitchen (with a wide variety of food accessible to residents around the
clock, including breakfast-to-order and on demand), a dining room and a living room. Staff is
consistently assigned so they can develop meaningful relationships with the residents, work in self-led
teams and perform a variety of tasks. The sense of being at home is expressed in recognizing and
honoring the rhythm of each individual's life. All residents in the household have opportunities to
participate in the daily life of the household in a manner and to the extent they choose.
HUD Housing/Affordable Senior Housing: The U.S. Department of Housing and Urban
Development (HUD) 202 Program offers subsidized housing and rental assistance for low-income
individuals over 62 years of age who meet the eligibility requirements of the federal program. These
housing communities often help residents access a variety of healthcare and supportive services as well
as transportation
Incontinence: Loss of bladder (urine) or bowel movement control. This condition can be transient,
intermittent or permanent. Incontinence nurse specialists and physicians can diagnose the kind of

incontinence that is present and suggest ways to effectively manage the situation through exercises and
timed toileting programs.
Independent Living: Residential location that may or may not provide hospitality or supportive
services. Includes rental-assisted or market-rate apartments or cottages. Residents can choose which
services they want. There may be an additional fee for some services.
Informal Caregiver: A family member, friend or any other person who provides long-term care
without pay.
In-Home Care: This is often done by family members who become caregivers. Agencies also provide
in-home care that is not medical in nature, including help with activities of daily living (ADLs) and
instrumental activities of daily living (IADLs) or older adults or their families may hire in-home
caregivers on their own. (See definitions.). Unlike home health care provided on a short-term basis,
these services are not covered by Medicare but may be covered by Medicaid in your state.
Instrumental Activities of Daily Living (IADLs): A series of life tasks necessary for maintaining a
person's immediate environment–e.g., shopping for food and medications, cooking, laundering, house
cleaning, managing one's medication and finances. An elder may need help with IADLs and not need
help with ADLs (See definition of ADL).
LPN or LVN: Licensed Practical Nurses or Licensed Vocational Nurses have one to two years of
technical training. They assist RNs (see definition of Registered Nurses) with data collection, care
planning and monitoring residents' conditions. They are licensed to administer medications and
treatments, transcribe physician orders, etc. Most of the licensed nurses working in nursing homes are
LPNs or LVNs, especially on the evening and night shifts.
Living Will: An advance directive that guides your family and health care team through the medical
treatment you wish to receive if you are unable to communicate your wishes. According to your state's
living will law, this document is considered legal as soon as you sign it and a witness signs it, if that is
required. A living will goes into effect only when you are no longer able to make your own decisions.
Long-Term Care (LTC): A term used to describe the care needed by someone who must depend on
others for help with daily needs. LTC is designed to help people with chronic health problems or

dementia live as independently as possible. While many people think that long-term care happens only
in a nursing home, in fact most long-term care is given by family caregivers in the elder's home.
Long-Term Care Services: A variety of services and supports to meet health or personal care needs
over an extended period of time. This includes medical and non-medical care to people with a chronic
illness or disability. Long-term care helps meet health or personal needs. Most long-term care assists
people with Activities of Daily Living (ADLs), such as dressing, bathing, and using the bathroom.
Long-term care can be provided at home, in an adult day care center, an assisted living community or a
nursing home. In order for state Medicaid programs to pay for home care or assisted living for an
individual that meets the income eligibility requirements, the individual must require a level of care
equivalent to that received in a nursing home.
Long-Term Care Insurance: Private insurance designed to cover (pay for) long-term care services
provided at home, adult day care, assisted living or a nursing home. There are many long-term care
insurance policies with a wide range of benefits (services they pay for). Medicare and Medicare
supplemental insurance policies (Medigap) do not pay for long-term care.
Medicaid: The federally- and state-supported, state-operated public assistance program that pays for
healthcare services to low-income people, including older adults or disabled persons who qualify.
Medicaid pays for long-term nursing home care and some limited home health services, and it may pay
for some assisted living services, depending on the state. It is the largest public payer of long-term care
services especially nursing home care. Each state can determine the breadth and extent of what services
it will cover above a certain federally required minimum.
Medical Director: A physician who oversees the medical care and other designated care and services
in a healthcare organization or care setting. The medical director is responsible for coordinating
medical care and helping to develop, implement and evaluate resident care policies and procedures that
reflect current standards of practice.
Medical (Healthcare) Power of Attorney: The advance directive that allows you to select a person
you trust to make decisions about your medical care if you are temporarily or permanently unable to
communicate and make decisions for yourself. This includes not only decisions at the end of your life,
but also in other medical situations. This document is also known as a “health care proxy”, appointment

of health care agent or health care surrogate, or "durable power of attorney for health care." This
document goes into effect when your physician declares that you are unable to make your own medical
decisions. The person you select can also be known as a health care agent, surrogate, attorney-in-fact or
health care proxy. With a medical power of attorney you can appoint a person to make health care
decisions for you in case you are unable to speak for yourself.
Medicare: The federal program that provides medical insurance for people aged 65 and older, some
disabled persons and those with end-stage renal disease. It provides physician, hospital and medical
benefits for individuals over age 65, or those meeting specific disability standards. Benefits for nursing
home and home health services are limited to short-term rehabilitative care. There are different parts of
Medicare which cover specific services if you meet certain conditions. For detailed information, visit
the website (www.medicare.gov) or call for assistance: 1-800-Medicare.
Mild Cognitive Impairment: A transition stage between the cognitive decline of normal aging and the
more serious problems caused by Alzheimer's disease. The disorder can affect many areas of thought
and action, such as language, attention, reasoning, judgment, reading and writing. However, the most
common variety of mild cognitive impairment causes memory problems. According to the American
College of Physicians, mild cognitive impairment affects about 20 percent of the population over 70.
Many people with mild cognitive impairment eventually develop Alzheimer's disease, although some
remain stable and others even return to normal.
Nurse Practitioner (NP): A registered nurse with advanced education and training. NPs can diagnose
and manage most common, and many chronic, illnesses. They do so alone or in collaboration with the
health care team. NPs can prescribe medications and provide some services that were formerly
permitted only to doctors. There are a number of types of nurse practitioners (geriatric, adult,
psychiatric-mental health) that work with older adults.
Nursing Home or Skilled Nursing Facility (SNF): A residential care setting that provides 24-hour
care (all day and night) to individuals who are chronically ill or disabled. Individuals must be unable to
care for themselves in other settings or need extensive medical and/or skilled nursing care.
Ombudsman/Long-term Care Ombudsman: An Ombudsman is an advocate for residents of nursing
homes, board and care homes, and assisted living. Ombudsmen provide information about how to find

a nursing home or other type of LTC facility and what to do to get quality care. They are trained to
resolve problems. An ombudsman can assist you with expressing complaints, but this requires your
permission because these matters are held confidential. Under the federal Older Americans Act (OAA),
every state is required to have an Ombudsman program that addresses complaints and advocates for
improvements in the long-term care system. To find the ombudsman nearest you, visit the National
Long Term Care Ombudsman Resource Center at www.ltcombudsman.org.
Palliative Care: Care that focuses on the relief of the pain, symptoms and stress of serious illness. The
goal is to improve quality of life for patients and families. Palliative care is appropriate at any point in
an illness, not just for end-of-life care, and it can include treatments that are intended to cure as well as
comfort. It is both a philosophy of care (as is hospice) as well as an approach to caring activities.
Palliative care is provided by trained staff in a hospital, home, nursing home, assisted living community
or hospice. For more information, visit GetPalliativeCare.org or the National Hospice and Palliative
Care Organization (NHPCO) (www.nhpco.org).
Personal Care: Non-skilled nursing service or care, such as help with bathing, dressing, eating, getting
in and out of bed or chair, moving around, using the bathroom, or any other activity of daily living
(ADL) required or desired by the individual needing care.
Person-Directed Care/Person-Centered Care: An approach to care that honors and respects the
voice of individuals and those working closest with them. It involves a continuing process of listening,
trying new approaches, seeing how they work, and changing routines and organizational approaches in
an effort to individualize and deinstitutionalize the care (e.g., nursing home or assisted living) environment.
Primary Care Provider (PCP): This term almost always refers to doctors, nurse practitioners or
physician assistants who provide routine care and preventive care (before people are sick). PCPs
diagnose and treat common medical problems, determine how urgent these problems are, and may refer
patients to other specialists if needed. PCPs practice in the community, not a hospital or other
healthcare facility. Some PCP's follow their patients into the hospital while others do not and a
“hospitalist” is assigned to the patient who will likely communicate with your PCP while you're in the
hospital.

Provider: A provider is typically a professional healthcare worker, agency or organization that delivers
health care or social services. Providers can be individuals (doctors, nurses, social workers and others),
organizations (hospitals, nursing homes, assisted living communities or continuing care retirement
communities), agencies (e.g., home care and hospice), or businesses that sell healthcare services or
assistive equipment (e.g., colostomy care supplies, wheelchairs, walkers, etc).
Registered Nurse (RN): A graduate from a formal nursing education program (three to four years)
who has passed a national examination and is licensed to practice (by the state board). RNs assess,
plan, implement, teach and evaluate a person's nursing care needs, along with the rest of the healthcare
team. In addition, they may do data analysis, quality assurance, research implementation and research.
They work in all types of health care settings and educational programs. In addition to providing care to
individuals, RNs also works with groups of people or populations to determine how to promote health
and prevent problems on a larger scale.
Rehabilitation (“Rehab”): Services to help restore mental and physical (bodily) functions lost due to
injury or illness. Rehabilitation may be given at the hospital or in a nursing home, some assisted living
residences, a special facility or the patient's home. The types of services offered generally include
physical therapy, occupational therapy, speech therapy, social services and nursing.
Resident: A person who lives in a long-term care setting, such as a nursing home or assisted living
community.
Resident Council: Required by nursing home regulation, the Resident Council gives persons living in
care settings the opportunity to communicate concerns to administrators and work for resolutions and
improvements and to provide feedback about new programs (e.g., food services). Independent and
empowered Resident Councils can play a crucial role in voicing concerns, requesting improvements,
supporting new residents and supporting efforts to make care and life in the care setting the best it can
be.
Respite Care: Temporary (a few hours or up to a few days) care to offer relief for the family caregiver.
Respite care may be given in the elder's home, a community-based setting such as adult day care, an
assisted living facility or a nursing home. It can be scheduled regularly (for example, two hours a

week) or provided only when needed. This service can be particularly valuable for family members
taking care of persons with dementia.
Senior Centers: Centers that provide services to senior citizens, aged 60 and over. They may offer
social activities (like music or crafts), meals, health screenings (such as blood pressure checks, diabetes
monitoring), learning programs, creative arts and exercise classes.
Skilled Care/Nursing Care: This level of care includes help with more complex nursing tasks, such
as monitoring medications, giving injections, caring for wounds and providing nourishment by tube
feedings (enteral feeding). It also includes therapies, such as occupational, speech, respiratory and
physical therapy. This care can be given in a patient's home or in a care setting. Most insurance plans
require at least some level of skilled care need, requiring the services of a licensed professional (such
as a nurse, doctor or therapist) before they will cover other home-care services.
Subacute Care/Rehabilitation: Care or monitoring after hospitalization in a less intensive and less
costly setting, such as a rehabilitation service in a nursing home or in a special unit in a hospital.
Subacute care is usually short term. Check with Medicare to see specifics of how it is covered (See
definition of Medicare).
Survey (or State Survey): As used in long-term care, the word survey refers to the process a state
agency uses to ensure that all nursing homes that receive federal and state funding are in compliance
with state and federal regulations, including standards of care. All federally funded nursing homes are
surveyed at least annually to ensure compliance with CMS (Center for Medicare & Medicaid Services)
regulations. The results of the latest survey must be posted and readily accessible in all nursing homes
and is also available online at Nursing Home Compare (www.medicare.gov/NHcompare/).
Telephone Reassurance Program: A service that provides reassurance calls to check on the safety
and well-being of older adults at home. These calls can also offer reminders (such as when to take
medication). This type of service may be purchased, or volunteer service organizations may provide it.
Transition: A move from one care setting (hospital, home, assisted living, nursing home) to another.
Care during transitions involves coordination and communication among patient, providers and family

caregivers. For example, it is critical that there is a way to assure that the proper medication list is
communicated from setting to setting.
Turnover: This is the average percentage of staff who stop working at a care setting each year.
Virtually all healthcare organizations (hospitals, nursing homes, assisted living, etc.) track and measure
the number of staff who stop working (turnover) and the length of stay of staff (retention) in the same
or similar jobs. A nursing home or assisted living community with high turnover rates means that new
caregivers are constantly being hired and trained.
Visiting Nurse: A term often used for a nurse who visits patients in their homes. The job of a visiting
nurse includes checking vital signs (such as heart rate and blood pressure) and assessment of physical
and mental health and how well the person is functioning at home. The visiting nurse consults with the
physician regarding treatment plans, implements the treatment plan, and may education and train
families and other caregivers to perform care tasks. Some, but not all, are affiliated with the Visiting
Nurse Association of America agencies.
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