AORN Position Statement on
Care of the Older Adult in Perioperative Settings

POSITION STATEMENT
Perioperative registered nurses (RNs) provide patient-centered care and develop interventions for
older adults by taking into consideration the changes associated with aging and by understanding

that age alone puts older adults at risk for perioperative complications.

AORN believes perioperative RNs should

® meet the physiological, cognitive, special communication, cultural,’?2 psychosocial, and
spiritual' needs of older adults;

® review and confirm patient, family, and caregiver preferences for goals and treatment during
the surgical experience3;

e allow older adults to use assistive devices (eg, hearing aids, glasses) in the perioperative
setting®4;

e understand chronic disease, comorbidities, and pharmacological interactions>7;

® review medication reconciliation lists with awareness of potential medication interactions and
continuance and discontinuance of certain medications?;

® Dbe aware of polypharmacological effects on reactions and interactions in this population?#;

® advocate for older adults in the decision-making process, including for decisions regarding
advance directives and end-of-life care made by the patient or the patient’s family or
caregiverss;

® be aware of ethical dilemmas when caring for elderly patients, including patients with DNR
status undergoing general anesthesia.

® respect the boundaries that protect patients as well as care providers during all interactions
with older adult patients and their designated support person(s)?;

® use resources (e.g., positioning aids, padding, transfer and transport assistive devices) that
address the unique needs of the older adult patient to maintain proper positioning, prevent
pressure injuries, and maintain skin integrity319;

® receive education and undergo competency verification that addresses the specialized
knowledge and skills needed for the care of older adults'; and

® Dbe aware of health disparities in the older adult, minority racial and ethnic groups, lower
socioeconomic groups, and sexual and gender minorities communities.
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RATIONALE

Older adults (ie, people aged 65 years and older) comprised 16% of the US population in 2019,
numbering 54.1 million. By the year 2040, it is estimated the older adult population will
encompass 21.6% of the population.t? Older adults account for 40% of inpatient surgery patients
and 33% of outpatient surgery patients, and as the older adult population grows, needs for
surgical care will continue to rise.*® The American College of Surgeons and the American
Geriatrics Society have developed best practice guidelines for the 65-and-older population to help
the perioperative team coordinate complex care and measure their performance using evidence-
based standards.*

Older adults have an overall decline in physical function and undergo numerous age-related
changes in health that are independent of disease. Frail older adults experience declines in
multiple psychosocial systems, which can lead to adverse events.!® Frailty is associated with
postoperative complications including increased risk of mortality, prolonged length of stay,
admission to the intensive care unit, and stays in residential facilities.® Frailty assessments can
assist in preoperative and postoperative mitigation strategies to decrease potential
complications.'” While many frailty assessment tools exist, no gold standard tool has been
identified.15

Postoperative delirium, a potential complication, occurs in 11% to 51% of older adult patients and
can negatively affect patient safety. Identifying modifiable risks along with preoperative
optimization, may positively affect postoperative delirium outcomes.18

Functional status assessments provide information about the patient’s ability to perform activities
of daily living; patients with functional decline and mobility issues are prone to postoperative
complications.® A new concept—prehabilitation, consisting of exercises and treatment of
modifiable risks prior to surgery—may improve post-surgical outcomes.?® The American College
of Surgeons Strong for Surgery toolkit aims to optimize patients’ health prior to surgery. The
program includes a prehabilitation checklist that consists of a screening for frailty/physical
limitation, cardiac/pulmonary disease, mobility, and endurance.?! Referrals to appropriate health
care providers may optimize the patient’s postoperative course.

Health care disparities exist for older adults in minority racial and ethnic groups and lower
socioeconomic groups. One in four older adults is a member of a racial or ethnic minority
population. One in 10 older adults live below the poverty line; the highest poverty rates are
among older Hispanic and African American women who live alone.2

Historical biases may cloud professional judgement, leading to inadequate and lower quality
care.?? Biases, prejudice, and stereotyping may consciously or unconsciously influence the
provision of care and perpetuate health care disparities.23

Health care disparities also exist for older adult members of the sexual and gender minorities
community; based on past life experiences, they may withhold information from health care
providers. Sensitivity to patients who have gender identity concerns affect the health care
screening questions that need to be asked. For example, a man who identifies as a woman may
still have a prostate and need screening.?*

The domains of the Perioperative Patient Focused Model (ie, safety, physiological responses,
behavioral responses of the patient and designated support person[s])?® can be used to guide
care and help achieve optimal outcomes for older adults. Following are examples relevant to
each domain for perioperative RNs to consider when caring for older adults.
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Safety

Cognitive decline may limit an older adult’s ability to participate in the perioperative
process.526

Delirium, dementia, and depression have been shown to increase the risk of postoperative
complications and mortality.*®

Dementia prevalence increases with age and is the strongest independent risk factor for
developing postoperative delirium.

Fragility places older patients at risk for poor outcomes and functional decline.

Polypharmacy alone is a risk factor for poor outcomes. It is critical to perform a
comprehensive medication reconciliation to eliminate duplicate or unneeded medications.

Musculoskeletal changes, including loss of muscle mass, diminished muscle strength,
postural changes, decreased range of motion, and slowed reaction time, contribute to
difficulties in maintaining balance or regaining balance, increasing the risk for a fall and for
postoperative pain and discomfort from surgical positioning.?

Changes in the integumentary system include risk of skin tears, bruising, and pressure
ulcers.?”

A decline in functional status may extend recovery needs.?82°

Signs of elder abuse may be observed in a number of manifestations. Signs include but are
not limited to bed sores, burns, bruises, and malnutrition. Emotional sighs may include
agitation or depression. Neglect may be identified because the patient is unbathed or is
wearing dirty clothes.30

Physiological Responses

Pain is a risk factor for delirium, but use of opioids and constipation are also delirium triggers.

The risk for falls increases as a result of cognitive impairment, frailty, and use of high-risk
medications.?®

Chronic conditions in the older adult influence the perioperative experience from preoperative
assessment to intraoperative care to postoperative recovery.83!

Difficulty maintaining homeostasis (i.e., a physiological state of equilibrium) increases the risk
of hypothermia, hypoglycemia, and anemia.3?

Slowing respiratory function, impaired functional reserve of the pulmonary system, and
decreased cough reflex increase the risk for aspiration, infection, and bronchospasm. Risk
factors include underlying lung disease, smoking history, and undergoing general
anesthesia.®?

Thinness of the skin and small vessel fragility create an increased risk for bruising and
hemorrhaging.®
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Osteoporosis is a common skeletal change, and risk for fractures doubles every 5 years after
50 years of age.®

Age-related pathophysiological changes (eg, reduced glomerular filtration rate, reduced total
body water, renal senescence [i.e., aging]) predispose older adults to impaired medication
excretion and to fluid and electrolyte abnormalities.30-33.34

Some patients will restrict fluids to avoid incontinence issues. Dehydration and fluid
imbalance necessitate individual considerations for hydration status while the patient is
NPQ.30:33

Reduced bladder elasticity and innervation and decreased bladder capacity increase the risk
for urgency and urinary tract infections.33

An enlarged prostate increases the risk for injury during bladder catheterization in older adult
men.8:3!

Decreased appetite is common because older adults have fewer taste receptors.

Gastric emptying may be delayed, which increases the risk for gastroesophageal reflux
disease.33

Thermoregulatory decline places older adults at risk for hypothermia.33:3%

Neurological changes may be seen as decreased pain, temperature receptors, or tactile
receptors.833

Age-related impaired immune response, decreased respiratory activity, reduced ability to
expel secretions from the lungs, and a tendency for urinary retention contribute to a higher
risk for infections in older adults.33

The high incidence of sepsis in older adults and the failure to show the signs and symptoms
of sepsis that lead to delays in diagnosis may increase the risk for morbidity and mortality.°36

Sensory changes (eg, hearing and visual impairment) may make interaction and
communication difficult.6-30

Behavioral Responses: Patient and Designated Support Person(s)

A preoperative baseline mental status assessment with appropriate documentation is crucial
for determining perioperative cognitive or mental status deficits.14

Deficits in cognitive processes may make it necessary to include designated support persons
in preoperative and postoperative teaching.2?:%7

Independence and performance of activities of daily living may be affected during the
postoperative recovery, requiring short- or long-term assistance from designated support
persons or professional assistive services.

Depression and dementia are risk factors for postoperative complications (eg, delirium,
cognitive dysfunction, impaired wound healing, increased pain severity).3® Anesthesia;
operative and invasive interventions, particularly cardiac and cancer-related surgeries;
vulnerability; and frailty may cause or exacerbate depression.30.38
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Glossary

Polypharmacy: The concurrent use of multiple medications by a patient to treat a single condition
or multiple coexisting conditions, which may result in adverse drug interactions. Commonly
defined as the use of five or more medications but can vary from two to 11 or more concurrent
medications.3°

Prehabilitation: “A process of improving the functional capability of a patient prior to a surgical
procedure so the patient can withstand any postoperative inactivity and associated decline.”°

LGBTQ+: “An umbrella term to describe the lesbian, gay, bisexual, and transgender community.
There is no consensus on sole acronym because there may be others (e.g. LGBTQI) to describe
the community.”24(36)
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