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NURSING CARE MODELS

IN THE AGEING WORLD

The managing of healthy ageing of the
population represents one of the main
actual problems of the national health
care systems around the world as the
aged population is increasing, so, for
instance, it is estimated that there will
be over 2 billion people worldwide over
the age of 65 by the year 2050 [7]. This
article outlines briefly a few models of
nursing care in geriatrics in the world
suggesting possible future strategy to
improve the quality of life of the pa-
tients in our country.

ABSTRACT

According to the 2001 United Nations Report World Po-
pulation Ageing 1950-2050, the number of aged population
in the world will reach the number of the young by 2050,
the trend that is taking place from 1998 in the developed
world [20]. The proportion of aged people was 8% in 1950,
10% in 2000, 11% in 2012 and is projected to reach 22%
or 2 billion people by 2050 [20]. Moreover, the proportion
of people aged 80 years will increase from 14% in 2012
to 20% in 2050 [21]. It is becoming a general trend that
older people are representing the majority of the health-
care user, but there are few specialists choose this area
as the specialty in the profession. For those who did, that
specialty generally led to a path of segregation. Geron-
tological and geriatric nurses rightly claimed care for frail
older people, most living in residential facilities. This ar-
ticle outlines briefly a few models of nursing care in geri-
atrics in the world suggesting possible future strategy to
improve the quality of life of the patients in our country.

/&N

Keywords: ageing, nursing models, social problems,
health care systems.

INTRODUCTION
According to the 2001 United Nations Report World Po-
pulation Ageing 1950-2050, the number of aged popula-
tion in the world will reach the number of the young by
2050, the trend that is taking place from 1998 in the de-
veloped world [20]. The proportion of aged people was
8% in 1950, 10% in 2000, 11% in 2012 and is projected
to reach 22% or 2 billion people by 2050 [20]. Moreover,
the proportion of people aged 80 years will increase from
14% in 2012 to 20% in 2050 [21]. The report World Po-
pulation Ageing 1950-2050 argues that the modern po-
pulation aging underlies proper practical application of “in-
tergenerational and intragenerational equity and solidari-
ty that are the foundations of society”, “economic growth,
savings, investment and consumption, labour markets,
pensions, taxation and intergenerational transfers”, “health



and health care, family composition and living arrange-
ments, housing and migration” and "voting patterns and
representation” [6,19]. The last century has seen a sig-
nificant rise in life expectancy not only in industrialized
world but also in developing countries as people, on ave-
rage, live longer compared to prior generations. Longer
life has also led to corresponding increases in chronic,
non-communicable diseases such as cancer, diabetes,
neurological disorders and other age-related pathologies
[17]. Countries have aged, the rate of age-related chro-
nic diseases and frailty has also risen to epidemic propor-
tions, so that in the U.S. only, 80% of those over 65 have
at least one chronic condition, while 50% have more than
two chronic conditions [16]. In particular, the age-rela-
ted neurological disease such as dementia, cancer, ma-
ny neurodegenerative diseases such as Parkinson Di-
sease (PD) has seen a dramatic increase in international
prevalence. Projections suggest that the neurodegene-
rative diseases like PD will surpass cancer as the lea-
ding cause of death by the year 2040 [1]; thus presenting
an ever-growing challenge to more effectively diagnosis,
treat and manage symptoms while maintaining an opti-
mal quality of life of the patients. The managing of healthy
ageing of the population represents one of the main ac-
tual problems of the national health care systems around
the world as the aged population is increasing, so, for in-
stance, it is estimated that there will be over 2 billion peo-
ple worldwide over the age of 65 by the year 2050 [7]. His-
torically, health organizations focused on prevention of in-
fectious diseases, whereas, at the time being the agen-
da of the day becomes not ageing by itself but rather the
quality of life of aged and ageing nations. In particular, a
disproportionate health care need for the nation’s aging
population, and a declining birth rate has contributing to
fewer nurses replacing those who are of retirement age
or older. medical and social care about patients with chro-
nic disabling conditions. This article outlines briefly a few
models of nursing care in geriatrics in the world sugges-
ting possible future strategy to improve the quality of life
of the patients in our country.

Frailty represents one of the main geriatric syndromes
which are commonly encountered with increasing age,
such that management of these syndromes becomes cru-
cial. From one hand, there is a decreasing trend in inci-
dence of common chronic diseases such as ischaemic
heart disease and osteoporosis, but there is an increasing
trend for increasing frailty in successive cohorts [27,28].
Older people living with frailty are at risk of marked chan-
ges in physical and mental health after minor events which
challenge their health, commonly leading to falls, disabi-
lity, hospitalization, institutionalization, and mortality [11].
There is a concomitant increase in caregiving burden and
healthcare expenditures. So that, frailty “guides” to a cer-
tain extent further development of health policies in geri-
atrics [26] The importance of healthy ageing was empha-
sized as a public health priority, with the implementation
to be based on a sustainable and evidence based policy
response [2]. This strategy complements existing initia-

tives relating to ageing populations such as age-friendly
cities and communities with the developed integrated care
dealing with age-associated disorders as well as provi-
ding palliative care [25]. The public health framework for
healthy ageing promoted by the WHO calls for four key
areas of action by governments on healthy ageing: alig-
ning health systems to the needs of the older populations
they now serve; developing systems to provide long term
care; ensuring everyone can grow old in an age-friendly
environment; and improving measurement, monitoring,
and understanding. [3]

It should be stated, that in addition to many chronic
diseases, there is a great amount of psychological prob-
lems in ageing and aged people. In particular, there is a
high prevalence of depressive symptoms among older
people aged 70 years and over (30% in men and 40% in
women), while suicide rates are among the highest in the
older age groups [7,22]. Psychological well-being among
older people in Hong Kong ranked 79 out of 97 countries
in the Global AgeWatch Index in 2015, with respondents
scoring poorly in eudaemonic wellbeing [9]. Loneliness,
a psychological state that predisposes people to various
chronic diseases is also commonly encountered among
older people [14,18, 24, 29]. It is becoming a general
trend that older people are representing the majority of
the healthcare user, but there are few specialists choose
this area as the specialty in the profession. For those who
did, that specialty generally led to a path of segregation.
Gerontological and geriatric nurses rightly claimed care
for frail older people, most living in residential facilities. OI-
der people less frail and living in other communities com-
monly received healthcare designed for young people from
nurses who knew only basics about aging and care for
older people. The same remains true today. Older peo-
ple are certainly the primary population in most settings,
whereas most healthcare remains modeled on a youth-
ful norm where older people constitute a specialty po-
pulation. Moreover, shortages of nurses prepared to care
for older people continue unabated, and that it is very ob-
vious all geriatric care models require significant nursing
input. At the time being, nursing is largely unprepared to
lead in healthcare in the ageing and aged world; none-
theless, there are several nursing models that could pro-
vide a qualitative geriatric care, such as NICHE (Nurses
Improving Care for Healthsystem Elders) that focuses on
the nursing staff’s perception of the care environment for
geriatric practice [4]. Studies in NICHE hospitals demon-
strate that quality geriatric care requires a NPE in which
the structure and processes of hospital services focus on
specific patient care needs. It is well established that the
nurse practice environment (NPE) is essential to nurse
satisfaction and subsequently to nursesensitive patient
outcomes. Studies exploring the NPE in acute care set-
tings serving specific patient populations such as persons
receiving care in AIDS, oncology and critical care units
suggest care models focused on population-specific fac-
tors have a positive impact on nurses’ perceptions of their
practice environments [4]. Further, units with specialised
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care models focused on older adults, such as Acute Care
of the Elderly (ACE) units, have demonstrated better out-
comes than units that do not have specialized care mo-
dels [12]. Older adults currently use a disproportionate-
ly higher amount of health services compared with other
age groups [5] and are more likely to experience compli-
cations (e.g. delirium, functional decline, pressure ulcers)
and adverse events (e.g. fall-related injuries) during hos-
pitalization [15]. As the older adult population grows, there
will be a significant increase in the demand for health ser-
vices. The number of older hospitalized patients makes it
impractical to consider segregating older adults on spe-
cific units; instead, most units in a hospital should adopt
ageing-sensitive principles [23]. This implies embedding
such principles at the hospital level to ensure that the ol-
der adult receives high-quality care throughout their hos-
pital experience, regardless of unit location. The NICHE
program facilitates the integration of geriatric care mo-
dels at the hospital and health system levels to ensure ol-
der adults receive the specialized care they need no mat-
ter where they are in the hospital or health system.

GERIATRIC MODELS OF CARE

Over the past three decades, numerous geriatric care
models were designed and introduced into clinical prac-
tice; for instance, Geriatric Consultation Service, the ACE
(Acute Care for the Elderly) unit, the NICHE (Nurses Im-
proving Care for Healthsystem Elders) initiative, the Geri-
atric Resource Nurse (GRN) model and the HELP (Hospi-
tal Elder Life Program) [4]. In general, these models target
the prevention of complications that occur more common-
ly in older adults and the hospital factors that contribute
to complications by employing evidence-based, ageing-
sensitive interventions, promoting interdisciplinary com-
munication and emphasizing discharge planning (Steele
2010). These programs provide ample evidence to de-
monstrate positive patient and institutional outcomes re-
lated to all or most of these objectives [10]. Despite the
fact that these models are empirically driven and clinical-
ly successful, hospitals are reluctant to adopt them [3]
According to the literature review, NICHE is the most fre-
quently implemented model so far. Probably, because this
model aims to improve outcomes by positively influencing
the geriatric nursing practice environment. Although ge-
riatric models of care differ in their approach, all require
significant nursing input; however, only NICHE aligns its
approach to nurse involvement in hospital decision-ma-
king regarding care of older adults. NICHE principles and
resources are congruent with professional nursing prac-
tice models [4].

The core components of a system-wide, acute care
program designed to meet the needs of older adults are
grouped into eight categories (guiding principles, leader-
ship, organizational structures, the physical en-vironment,
patient- and family-centered approaches, ageing sensiti-
ve practices, geriatric staff competence, and interdis-
ciplinary resources and processes) [2]. Each category
is viewed as an important element and, when combi-

ned, represents a unified system-wide approach to impro-
ving geriatric acute care [3]. These elements, in addition
to associated resources, programs and activities, pro-
vide a framework for a hospital to use in the planning,
implementation and evaluation of an acute care model for
older adults. This framework also guides the international
NICHE program.

In addition, another promising model is Continuous
Care Model that is focused on psychological disorders
such as depression, anxiety, and stress (DAS) as the most
common health problems in old age. Continuous care and
support represent the key element within the framework of
the model [12]. A recent study from Iran showed that, fol-
lowing the implementation of the CCM, there was a statis-
tically significant difference in the mean DAS scores bet-
ween the intervention and control group (P<0.001), with
the mean age of 63.4+2.96 years [12].

It must be underlined, that continuity of care is an in-
tegral part of high-quality health care, particularly in the
elderly who suffer from numerous illnesses and problems
[23]. Without it, the provided care cannot be clinically ef-
ficient, reliable, evidence-based, and affordable [8]. Con-
tinuity of care is essential in all age categories, but it be-
comes more important in older adults. They suffer from
various chronic illnesses, comorbidity, and health problems
which increases their psychological and social vulnerabi-
lity [10] Hence research priority in the literature has been
focused on improving the continuity of care [12] None-
theless, a systematic review reported on the scarcity of
well-designed experimental studies on continuity of care
for the elderly. Given the above, it can be concluded that
there is a need to develop geriatric nursing models that
would provide not only medical, but social and psycho-
logical care for ageing and aged people, which in turn,
could improve the quality of life.

CONCLUSION
It is of no doubt that social support would also be of benefit
for ageing and elderly people. One example is the growth
of adult day-care programs would provide the person with
Parkinson’s disease with the opportunity to be with ot-
hers while also receiving medical supervision. A unique
model used in the United States is a program in Dexter,
Michigan called “Generations Together” which has both
an adult and children’s day-care within the same facility.
For an example, innovative programs such as Connect.
Parkinson’s is currently undergoing study trials [1]. Pro-
grams like this are designed to apply principles of tele-
medicine and social outreach for those that cannot phy-
sically access more traditional social and medical estab-
lishments. Because many individuals live outside areas
where resources are provided, innovative programs like
Connect. Parkinson and others could potentially meet both
medical and social needs of aged people. In conclusion,
demographic changes in aging are an international phe-
nomenon resulting in common challenges among nations.
The treatment and care of aged people requires a firm
collaboration among all stakeholders to develop medical



research and programmatic innovations, based on the in-
ternational collaboration, all these in turn will help to im-
prove the quality of ageing and aged people. Clearly, the
ageing of our worldwide population requires a systema-
tic incorporation of evidence-based geriatric principles in
healthcare settings serving older adults.

PE3IOME

KYNEHLWIEEBA O.1.",
'Kazaxckull meduyuHckul yHusepcumem
riocredunnomMHo20 obpa3osaHus, 2. AniMamsl

MOAEJIN CECTPUHCKOIO
YXO[OA B PA3PE3E
MOBAJIbHOIO CTAPEHUA
HACEJIEHUA

CornacHo nocTosiHHO nepecMaTpuBaemMbiM gaHHbIM Op-
raHnsaumm obbeanHeHHbIX Hauun, k 2030 rogy Yncnes-
HOCTb HacerneHnsa mupa ot 60 neT u cTapLue NpeBbICUT
ymcno geten B Bospacte go 10 net (1,4 npotus 1,3 mnpa),
K 2050 — uncno gerten B Bospacte go 15 net (2,09 npo-

Literature:

1B 2,07 Mnpg). ATo TeHAeHUMs, koTopasa HabniogaeTcs
B pa3BuTbix cTpaHax ¢ 1998 roga [20]. B 1950 roay po-
ns noxunbix nogen coctaensana 8%, 8 2000 — 10%, 2012
— 11%. Mo nporHo3am, k 2050 rogy ato 6yaet 22% wnnun
2 mnpg Yenosek [20]. bBonee Toro, gons nogen B BO3-
pacte 80 net yBenuuutca ¢ 14% B 2012 rogy o 20% B
2050 roay [21].

Moxunble niogn — camas 6onbluas rpynna rpaxagat,
Nonb3yLINXCA YCnyramum repoHTONOrM4ecknx opraHm-
3aumin 3gpaBooxpaHeHus. OgHako Bpayen — cneuma-
NNCTOB B 3TOM 06nacT — o4eHb Marno. ¥YxXo 3a noxwu-
nbiMy naumeHTammn (ocobeHHO B JOMax npecTapenbix)
OCYLLIECTBNSAETCSA, B OCHOBHOM, CPEAHUM MeanepcoHa-
FIOM: repOHTONOrMYECKUMM 1 repuaTpuyeckumm meau-
LUUHCKMMIW CeCcTpamu.

B cTaTtbe aaH kpaTkuii 0630p HEKOTOPLIX MOAENEN cec-
TPUHCKOrO yxoda B repuatpun, NpyMeHsieMblX B pa3HbIX
CTpaHax, Ans pa3paboTkn coBpeMEHHON 1 acheKTUBHOMN
cTpaTerum no yrnyyLleHno Ka4eCcTBa XXN3HU NOXMWIbIX Na-
umneHToB B KazaxcTtaHe.

KnroueBble cnoBa: cTapeHue, CeCTpUHCKOe Aero,
cMcTema 30paBoOXpaHEHUS.
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HOBOCTH 3[JPABOOXPAHEHUA 1 ®APMAILIMU
Peanu3sanua npoekTa «<Be3bymaskHas 6onbHUNa» B KazaxcTaHe: mepBbIle HTOTHU

Ilepexon B 2JIEKTPOHHBIN (popMaT B YUPEKAEHUAX 3/IpaBooxpaHeHns Pecrybimku KazaxcraH mos-
BOJIMJI COKPATUTDb OYepPey B 2 pasa M COKOHOMUTH BpeMs Bpaded 1 narueHToB. O6 3TOM COOOIIFLT
BUIe-MUHHCTP 37paBooxpaHeHus Pecny6mmkn Kasaxcran Ommrac ABUITIEB.

ITo cioBam BHIIe-MUHUCTPA, IPOGUILHOE MUHHICTEPCTBO, BO UCIIOJIHEHUE ITopy4deHuit u3a Ilocna-
HHUA DIaBbl TocygapcTBa Hapoay KasaxcraHa oT 5 okTa6pa 2018 1, BeaeT paboTy id obecriedeHUA
¢ 1 auBapa 2019 r. moJHOro Nepexojia BCEX MEIUIIMHCKNX YUPEKICHUM Ha 3J1€KTPOHHBIN hopMaT
paboThl, a UMeHHO Ha 0e30yMaskHOe BeJleHHE IIEPBUYHON MEAUIIMHCKON JOKYMEHTAIIUH.

3aavyaMy MeIUITMHCKNX NH(POPMAIIOHHBIX CHUCTEM ABJIAIOTCA aBTOMAaTU3aIM BHY TPEHHUX O13-
HEeC-TIPOIIECCOB MEIUITMHCKOTO yUPEKICHNSA, IONIEPIKKA IIPUHATHSA KIMHIYECKUX U YIIPABIEHIECKIX
PelleHNi, Iepexo, K 3JIEKTPOHHOMY BEICHUIO MEIUIIITHCKON MH(pOPMAIINU, COACHCTBHE B IIOBBIIIIC-
HUHU Ka4decTBa, 6€30I1aCHOCTU U 3(p(PEeKTUBHOCTH MEIUITMHCKIUX YCIIYT, COKPAIeHUM KOJIMYecTBa Me-
JUIIMHCKUX OIINOOK.

«PeaymayeTcs npornecc 1 poBU3aiy 3/ipaBooxpaHeHns Pecryoimky KazaxcraH B yacTu nepe-
X0/1a OPraHU3aIi 3/IpaBOOXpPaHEeHMs Ha 6e36yMarkHOe BeIeHIe MEAUIITHCKOM JOKYMEHTAINN U VIC-
KJIIOYEHUA yOIrpoBaHUA OTYETHO-YIETHBIX (DOPM Ha OGYMasKHBIX HOCUTEISAX U MEJUITMHCKUX WH-
(popMaIMOHHBIX CHCTEMAX B OPraHU3alMAX 3/IpaBOOXpaHeHUs», — MpornHpopMupoBai O. AGUIIIEB.

IIpu aTOM 3aIlyCcK IPOoIecca OCYILECTBIAETCA II03TAIIHO:

- ¢ 1 auBapa 2018 r. B JaHHOM IIpoliecce 33JIeICTBOBAHBI YUPEHKACHUA 3IpaBOOXPAHEHUs TPeX
obnacteit Kasaxcrana B paMKax | aTamna NMI0THOrO IIpoeKTa

- ¢ 1 anpensa nponwioro roya B paMkiax Il sTara MeaydpeskaeHus emle 4 obracTe;

- ¢ 1 nrona B pamrax Il atana Bce ocraBmrecd 00JaCcTH IPUCTYIIUIA K BEACHUIO MEIUITMHCKOMN
JOKyMEHTAITNH B 3JIEKTPOHHOM dopMare.

«B 11€JI0M, B paMKax MIJIOTHOIO ITpoekTa «be3byMmaskHasa 60IbHUIIA» 10 COCTOSHUIO Ha 21 gHBa-
P4 2019 . B 689 u3 694 (99,3%) 1uraHUpyeMbIX OpraHU3aIi 3paBOOXpPAHEHMS BCEX PETHOHOB B
CpeHEM BeAyT B 3JIEKTPOHHOM Bujie 103 oTuyeTHO-y4eTHBIE (DOPMBI IEPBUYHON MEIUIIMTHCKON J0-
KyMeHTalln1 13 127 yTBepK/IeHHbIX MUHICTEPCTBOM 3/IpaBOOXPaHEHUS», — JOOABIJI BUIIE-MUHUCTP.

O. AburieB TaK:ke IPUBEJI IPHMEPHI COIATBLHO-3KOHOMIIECKOro 3¢ dekTa oT Iporecca. B gact-
HOCTY, B 2 pasa COKpAIIEHO KOJMYECTBO BUSUTOB B MOJUKIMHUKY (c 12 1o 6 mocemnieHnii), B 2 pasa
— uBble odepeau (¢ 30 o 15 MuH). OT™MedeHa 50-TIpolieHTHAas SKOHOMHUA BpEMEHU Bpadel U Iarm-
€HTOB (JOCTYITHOCTb MH(pOpMalMH), B 2,5 pa3a COKpaIlleHO BpeMs Ha II0JIyueHHE Pe3yIETaTOB HCCIe-
JOBaHMM 3a CcUeT OTIIPAaBKU MX Ha cMapT@oHBI narueHToB (¢ 5 g0 2 4). Ha 1,6% onTuMmsnpoBan
KodecTBo pabounx mecT (2 871 en.), cakoHomieHO 3 200 ToHH GyMaru.
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Boiwen B ceet Il Tom ['ocynapcTBeHHOM dhapmakoneu
Pecnybnukn KazaxctaH Ha Ka3axCKoOM U PYyCCKOM si3blKax



Pharmkaz.kz — ato goctoBepHasa nHdopmaumsa o pbiHKe NieKapcTB U
MEANLMHCKNX N30ennin, COCTOAHNM bapMauLeBTUYECKOro pPbiHKa
KasaxctaHa u gpyrmx ctpaH, HopMaTuBHble npaBoBble akTbl M3 PK,
AaHHble 0 NODOYHbIX 4ENCTBUAX NIEKAPCTBEHHbLIX CPEACTB N MEAULIMHCKMUX
n3gennn, pekoMmeHgaunmn cneumanucTos, Nybnukauus pesynsraTos
Hay4HbIX UCCeaoBaHMN Ka3axCTaHCKMX U 3apyDexHbIX y4eHbIX B obnactum
dapmaunn, KNnMHMYecKon doapmMakonormm n NPpakTUYeCcKon MeanLnHBI,
obcyxaeHne bapmMmakonenHblx cTaTen, HOBOCTU bapMaLeBTUHECKUX
KOMMaHWK, 3rIEKTPOHHbIE Bepcumn XXypHana «Papmauus KaszaxctaHay.
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