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186 Chapter 5 Developmental Stages of the Learner

OBJECTIVES

After completing this chapter, the reader will be able to

1. Identify the physical, cognitive, and psychosocial characteristics of learners that influence
learning at various stages of growth and development.
2. Recognize the role of the health professional as educator in assessing stage-specific learner

needs according to maturational levels.

e

Determine the role of the family in patient education at the different developmental stages.

4. Discuss appropriate teaching strategies effective for learners at different developmental stages.

When planning, designing, implementing,
and evaluating an educational program, the
health professional as educator must carefully
consider the characteristics of learners with
respect to their developmental stage in life.
The more heterogeneous the target audience,
the more complex the development of an edu-
cational program to meet the diverse needs of
the population. Conversely, the more homo-
geneous the population of learners, the more
straightforward the approach to teaching.

An individual’s developmental stage sig-
nificantly influences the ability to learn. Ped-
agogy, andragogy, and geragogy are three
different orientations to learning in childhood,
young and middle adulthood, and older adult-
hood, respectively. To meet the health-related
educational needs of learners, a develop-
mental approach must be used. Three major
stage-range factors associated with learner
readiness—physical, cognitive, and psychoso-
cial maturation—must be considered at each
developmental period throughout the life cycle.

For many vyears, developmental psy-
chologists have explored the various patterns
of behavior that are characteristic of spe-
cific stages of development. Educators, more
than ever before, acknowledge the effects of
growth and development on an individual’s
willingness and ability to make use of instruc-
tion. This chapter has specific implications
for health professionals who are educating
patients, staff, and students, because teaching
plans must address stage-specific competen-
cies of the learner. In this chapter, therefore,

the distinct life stages of learners are examined
from the perspective of physical, cognitive, and
psychosocial development. Also, this chapter
emphasizes the role of the health professional
in assessment of stage-specific learner needs,
the role of the family in the teaching-learning
process, and the teaching strategies specific to
meeting the needs of learners at various devel-
opmental stages of life.

Reference to age as the criterion for cat-
egorization of learners has been minimized
deliberately. Research on life-span development
shows that chronological age per se is not the
only predictor of learning ability (Crandell,
Crandell, & Vander Zanden, 2019; Santrock,
2017). At any given age, one finds a wide varia-
tion in the acquisition of abilities related to the
three fundamental domains of development:
physical (biological), cognitive, and psychoso-
cial (emotional-social) maturation. Age ranges,
such as those included after each developmental
stage heading in this chapter, are intended to be
used as merely approximate age-strata reference
points or general guidelines; they do not imply
that chronological ages necessarily correspond
perfectly to the various stages of development
(Newman & Newman, 2015). Thus, the term
developmental stage is the perspective used,
based on the confirmation from research that
human growth and development are sequential
but not always specifically age related, given
that individuals progress through these stages
at varying rates (Kail & Cavanaugh, 2015).

Recently, it has become clear that develop-
ment is contextual. Even though the passage of



time has traditionally been synonymous with
chronological age, social and behavioral psy-
chologists have begun to consider the many
other changes occurring over time that affect
the dynamic relationship between a human’s
biological makeup and the environment. It
is now understood that three important con-
textual influences act on and interact with the
individual to produce development (Crandell
et al., 2019; Santrock, 2017):

1. Normative age-graded influences are
strongly related to chronological age
and are similar for individuals in a spe-
cific age group, such as the biological
processes of puberty and menopause
and the sociocultural processes of tran-
sitioning to different levels of formal
education or to retirement.

2. Normative history-graded influences
are common to people in a certain
age cohort or generation because they
have been uniquely exposed to similar
historical circumstances, such as the
Vietnam War, the age of personal com-
puters, the terrorist events of September
11, 2001, or the age of wireless, mobile
communication technology.

3.  Normative life events are the unusual or
unique circumstances, positive or neg-
ative, that are turning points in indi-
viduals’ lives that cause them to change
direction, such as a house fire, serious
injury in an accident, winning the lot-
tery, divorce, or an unexpected career
opportunity.

Although this chapter focuses on the
patient as the learner throughout the life span,
healthcare educators can apply the stage-
specific characteristics of adulthood, and
the associated principles of adult learning
presented herein, to any audience of young,
middle, or older adult learners—whether
instructing the public in the community,
preparing students in a healthcare education
program, or providing continuing education
to healthcare staff.
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» Developmental
Characteristics

As noted earlier, actual chronological age is
only a relative indicator of someone’s physical,
cognitive, and psychosocial stage of develop-
ment. Unique as every individual in the world
is, however, some typical developmental trends
have been identified as milestones of nor-
mal progression through the life cycle. When
dealing with the teaching-learning process, it
is imperative to examine the developmental
phases as individuals progress from infancy
to senescence in order to appreciate fully the
behavioral changes that occur in the cognitive,
affective, and psychomotor domains.

As influential as age can be to learning
readiness, it should never be examined in iso-
lation. Growth and development interact with
experiential background, physical and emo-
tional health status, and personal motivation,
as well as numerous environmental factors
such as stress, the surrounding conditions, and
the available support systems, to affect a per-
sons ability and readiness to learn.

Musinski (1999) describes three phases
of learning: dependence, independence, and
interdependence. These passages of learning
ability from childhood to adulthood, labeled
by Covey (1990) as the “maturity continuum,’
are identified as follows:

m  Dependence is characteristic of the infant
and young child, who are totally depen-
dent on others for direction, support, and
nurturance from a physical, emotional,
social, and intellectual standpoint. Some
adults are considered stuck in this stage if
they demonstrate manipulative behavior,
do notlisten, are insecure, or do not accept
responsibility for their own actions. Addi-
tionally, adults with psychiatric illness or
advanced dementia may fall into this cat-
egory because of their cognitive deficits.

®  Independence occurs when a child devel-
ops the ability to care for herself physically,
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intellectually, socially, and emotionally
and make her own choices, including tak-
ing responsibility for learning. Children
experiencing severe pain and/or illness
may become overwhelmed and revert to
an earlier level of dependence.

m  Interdependence occurs when an individ-
ual has sufficiently advanced in maturity to
achieve self-reliance, a sense of self-esteem,
and the ability to give and receive and
when that individual demonstrates a level
of respect for others. Full physical maturity
does not guarantee simultaneous emo-
tional, social, and intellectual maturity.

If the health professional as educator is to
encourage learners to take responsibility for
their own health, they must be recognized as
an important source of data regarding their
health status. Before any learning can occur,
the educator must assess how much knowl-
edge the learner already possesses with respect
to the topic to be taught. With the child as
client, for example, new content should be
introduced at appropriate stages of develop-
ment and should build on the child’s previous
knowledge base and experiences.

The major question underlying the plan-
ning for educational experiences is: When
is the most appropriate or best time to teach
the learner? The answer is when the learner
is ready. The teachable moment, as defined by
Havighurst (1976), is that point in time when
the learner is most receptive to a teaching sit-
uation. It is important to realize that the teach-
able moment need not be a spontaneous and
unpredictable event. That is, the health profes-
sional as educator does not always have to wait
for teachable moments to occur; the teacher
can actively create these opportunities by tak-
ing an interest in and attending to the needs of
the learner, as well as using the present situa-
tion to heighten the learner’s awareness of the
need for health behavior changes (Hinkle, 2014;
Lawson & Flocke, 2009). When assessing read-
iness to learn, the educator must determine not
only whether an interpersonal relationship has

been established, prerequisite knowledge and
skills have been mastered, and the learner has
exhibited motivation but also whether the plan
for teaching matches the learner’s developmen-
tal level (Crandell et al., 2019; Leifer & Hartston,
2013; Polan & Taylor, 2015; Santrock, 2017).

» The Developmental
Stages of Childhood

Pedagogy is the art and science of helping
children to learn (Knowles, 1990; Knowles,
Holton, & Swanson, 2015). The different
stages of childhood are divided according to
what developmental theorists and educational
psychologists define as specific patterns of
behavior seen in definitive phases of growth
and development. One common attribute
observed throughout all phases of childhood is
that learning is subject centered. This section
reviews the developmental characteristics in
the four stages of childhood and the teaching
strategies to be used in relation to the physical,
cognitive, and psychosocial maturational lev-
els indicative of learner readiness (TABLE 5.1).

Infancy (First 12 Months of Life)
and Toddlerhood (1-2 Years
of Age)

The field of growth and development is highly
complex, and at no other time is physical, cog-
nitive, and psychosocial maturation so change-
able as during the very early years of childhood.
Because of the dependency of members of this
age group, the focus of instruction for health
maintenance of children is geared toward the
parents, who are considered the primary learn-
ers rather than the very young child (Callans,
Bleiler, Flanagan, & Carroll, 2016; Crandell
etal., 2019; Santrock, 2017). However, the older
toddler should not be excluded from healthcare
teaching and can participate to some extent in
the education process.



(sanunuod)

SMI|SIP/SM|

pue suonewi|/syibuais
S,p[IYD UO UOIBWIOUI 10} 3SY
SUJSDUOD pUB SUORSAIND Jamsuy
UOI1eWJojU| P3|Ie1apP PIAOI
SsaUas0o|D |edisAyd abeinodul
saduel||e 910
JUSWISA|OAU] SAIIDR SUIODISAN

SAISIP/SMI]

pue sUOl1elWI|/SY1bUIIS
S,PIYD> UO UOIBULIONI IO} S
SUISDUOD pUP SUONSIND Jamsuy
UOIBULIOJUI P3|IR1SP SPIACId
$SaUasO|D |edisAyd abeinodu3
saduel||e 96104
JUSWIA|OAUL SAI1DE SUIOD|DAN

suoljusnioluj aledyjjesay

joyou ‘s|inoel
‘A101IpNe ‘[BNSIA ;535U 218[NWINS
s19ddnd pue sjjop yum ‘Adessyy Aejd asn
S91103S pue sbuimelp adwis asn
sbuijeay/suondaiad
[eaA3J 01 suonsanb abeinodu]
1UsWIadI0JUIRI dAIISOd asn
JUSWUOIIAUD 3INJ3S ‘9eS 9PIAOI
Ayauq pue Aldwis ssunpadoid ulejdxg
4[9S SWE|g 01 10U 2INSSedYy
UoIeUR|dXD YlM 218D dAID
1uswdinba
pue $3109(qo Jo uone|ndiuew Moj|y
uoleuIoUl JO uonadal asn
sna p|ing
yoeousdde wijed ‘uiem asn

A111N23s
[BUONOWS pue A134es [eDISAyd apIA0ld

$103(qo Jo uopendiuew pue Aejd moj|y

S9SUIS ||e 91e[NWINS
UOo[BWLIOU

JO uoneyw| pue uoladal asn

JaA1D31ED 01 bulydesl WSO

Aed st om, spiiyd
s1e3) 01 duoid ‘uoieulbew| SADY
Ausound Aq paieAnop
Kiaixue uonesedas
(323(qO Ue JO d1ISILIDRIRYD
9UO UO S| SND0J) UoI1eIIUSD)
(S211S1I210RIBYD UBWINY 10 )|
ssassod $129(q0o) BuBuIYl d[RSIWIUY
3z||eJausb Jouued)
Ainfur Aj1poq siea-
SWI1 JO 9SUSS PayWI]
SAUNd pue pasned-J|as Ssau||l SaAdleg
|BJ421| ‘91240U02 ‘jesnedaid S| bupuy |
J1nus063
Bujuie|
Jo aseyd 1uspuadspul Jo adusbisw]

AjsolND [einieN

JUSWUOIIAUS pue J|35 Sa10|dx3
A1UN23s SpasN

Buluies) jo aseyd uspuadag

9)yeley) jeisausn

sa1bajelis buiyoes|

}Inb
"SA 9AIB[IU| :96.1S [BIDOSOYDASY
|euoneladoald :29beis aAniubod
sieak G—¢ :abe a1ewixoiddy

pooypjiy> Aip3

(Az-1)1gnop
pue 3WeYS ‘SA AWOUoINY
(oW 7 1| -Y11q) ISNIISIW "SA Isni |
:29b6e3S |eID0SOYDASH
J010WI0SUSS :9HP1S SAIIUDOD
Sieak z—yuig :obe a1ewixolddy

pooy.a|ppoj—Aoupjuj

189



suonedadxa
pue sjeob auiwiaregd
1ioddns
[BIDUBUL} PUEB [RUOIOWS 10]dX3

JusWysiidwodde pue
92u32dWOd JO Sbul934 191504

SI[SIP/SM]

pue suoleyIWI|/SY1buai1s
S,P[IY> UO UOIBULIONI JO) S
SUJSDUOD pUP sUONSaND Jamsuy
UOI1eULIOJUI P3|IBISP SPIAOIY
$S2USOJD |eISAYd abeinodul
S90UR|||e b0
JUSUISA|OAUL SAIIDE SUIOD|IAN

SUOIJUDAID)U| 4RI}

ssou||l Jo
$SWO0DIN0 INOgE SUISOUOD/SIRS) SS2IPPY
epuabe J1ay3 mouy

Ayd1Ua4Ine 1sn.3 ysijqeis3

spoyiaw buiyosesl
snoleA 01 s1ounfpe se suoped|dde
auoydypiews 1o 19|ge} 42Indwod
pue ‘sjeysiewl paiuud ‘ejpaw
[eubip ‘saunidid ‘s;ppow ‘suielbelp asn
$311IAI30e dNOID SPIAOIY
Adeiayy Aejd asn
SND0J PaJ9IUS-123[gNSs 95N
sainpadoid asedwod
'S9DURDAXD SUIP|IYD J9YIO O} 2Jed de|aY
S|opoW 3|0J Ysl|qeisy
|e3J $955920.d
3|qISIAUl 3xew 03 s3lbojeue 35N
suonsSaNb yse 01 Wil MOJY
uoleue(dxa |ed160] s
s1ed) Aejje 1sauoy a9
uonedipnied
SAI1OP pue 3dUlpUadapul abeinodug

so|dpupnd diyiusIdS
Spuelsispun pue 2160| Aq suosesy
Buluies) 1sed uo p|ing ued
BuuIyl [eDI8YI0dAY 10RIISqY

UO[1B1USIIO 31BIpaWIU|
SN20J PaJa1uSd-123(gns

SUOIIDR JO S9duUaNbasuod
PUE $SS3USNOLIS SPURISISPUN
A|1B213SI00]|AS SUOSEaY
yimoib |ed1sAyd Jo sated s|geriep
SIUAS pue 5103[qo aledwiod 01 3|qy
UOIIBWLIOJUI 9124DU0D SIUBAN
Buluoseal sAIdNPUI/RAIRINPIJ
103)J9 pue 3sNed SpuerlsIspuUN
9AI123(qO pue D11S1[Ba4 IO

Buluies| jo
aseyd 1uspuadapiaiul Jo aduabiaw]

syysLPeIRY) [RIBUID

sieak g —¢ | :2be a1ewixoiddy

a2Ua2s2|0pY

Aoyl

'SA Aiasnpuj :2be3s [e100soydAsd

suonesado
91210U0") :9be1S 9ANIUDOD)
sieak | | -9 :2be a1ewixoiddy

pooypjiy> 2107 pup JPPIN

salbajenss buiydes| srendolddy-abels L°s 319V1

190



(sanuuo2)

$10SS2115 pue

$9|2e1SqO [elIua30d AJlausp)
JUSWISA|OAUL

10J |9A3]| [RUOIIRAIIOW SSOSSY
WIDISAS
poddns [edisAyd pue

‘leduUeUL ‘[PUOIOWS 910|dX]

P3J9A0D
JUSIUOD JO Aj1UUe) WIOU|
‘uojssiuilad s, usdss|ope
Yum 1ng 1ussaud siusied
1noyum buiyoea |:| ul abebul
sdiysuone|al pue
qisuodsal 3|01 sulWIRIJ
SWIOU puUR san|eA 10adsay
S|9AS| SIS SSISSY

sl

9o01oeld uo-spuey pue
Aeid 3|01 ybnoiya sbpsmou mau Ajddy
3|0l [B120S 9ZIUbOdaY
|euaiew azjueblQ
Pa1231Ip-}|9s 99 ‘@2ed UMO 195 0} MO||Y
uonedipnied sAnoe abeinodul
uoedijdde Jo Adeipaull Uo SNJ04
S9oUlLRdXD [NJbulUeSW U0 MeIQ
SN20J PaJaIudd-Wa|gold asn

Aupgixay
pue UONRIUSWIISAXS 10} SPIAOI]
S|eualew bujpeal
‘s1oesU0D ‘Aejd 3]0 ‘s|ensiaoipne asn
(soapiA auljuo ‘syseopod
‘Bupppiomiau [e1pos ‘sbojq “6:3) Ajjlenuia
10 uosiad ul suolssas dnolb isad abuelly
Aoeald pue A3ijeiuspiyuod aInsu3
3J1| 01 |NJBUIUBSW UOIIRWIOUI 3XeIN
S|I3SP UO SNJ04
sabueyd a1e)106aN
Souan|ul pue poddns 1oy sisad asn
21eD Jo ueld ur apnpduj
SN0 |0J1U0D AJUSP

Jaules| paseg-Adusradwod
$3|0J [BID0S pUR ‘|euoiiedndd0
‘leuosiad 1noge suoIsDapP S¥BIN

A||e211d 9zAjeue 01 9|qy
UOIIeAIIOW DISUIU|

Bujuies|

YIM 194493U] 10 9dUBYUD
01 SaouUaLadxa [rUOSIad SaSN
P2123.1P-419S
snowouoiny

(Clle]!

[euosiad) sme| [eJnieu 03 aunwil
/3|qQIDUIAUL ‘S|qeIBUINAUI S|94

(dualpne Ateuibeuwr)

1uenoduwl] Ajowiaiixs sduelesdde
‘uolredndd0aid [euosiad asuaiu|
1ueniodw dnoub J1aad

9oueidadoe
[BIDOS 10} 241S9P AQ PR1RAIIOIN
UOoI1LIUSLIO 21NN

uoe|os|

‘SA Aoewiiu| :96.1S [e1D0SOYDASY

suonesado
[eW.OA :2be1s aAIUbOD
s1eak 0p—0¢ :2be a1ewixoiddy

pooyiinpy bunoy

uoISNjuod 3ol

'SA K13Uap) :96e1S [B1D0SOYIAS]
suoneisado

[eullo4 :9be3s anubod)

191



(* 1 suaddey eym) buiajos
wia|qoud Aioedidipue spinoid
JUSWIADIOUIRI
10} SUOIIDNIISUI UM SPIAOI]
swisiueydawl buidod ssassy
(2482 21dsay)
1oddns 10} S92IN0S3J SPIAOI
uonedpnied sbeinodul
s19A1ba1eD [edidund 9A|0AU|

SI0SSIAS

puUE $3|2e15qO |elrusiod Ajusp)
JUSWISA|OAUI

10} [9A3] [BUOIIRAIIOWI SSISSY
SWIa1sAs 1ioddns edisAyd

pue ‘[eldUeUl} ‘[euollows aJojdx3

SUOIUBAIDIU| BIRIY}RIH

(sanp

[PI2ASS JO SUO 3sN) ueld [eASIRI YsSI|gelsT

BuIy2e0D pur SBUBYIXD [BIDA 35N
SUIBXD US1IM PIOAY
uonewIoUl
JO JUSWSDI04UIR) pue uoniadal asn
(9oed mo|s)
asuodsal/buissadoid 10 auil MO| |
3w e 18 1dadU0D U0 JU3s3d

[NjbuUIURSW pUE JUBAS[S] UO[RULIOJUI SXBIA

Soousladxe 941 1sed Uo pjing
sojduexa 91210U0d 95

Swia|qoud pue suISdU0d

3| Y2M 2pIDUI0D O UOIRULIOJU| 9PIAOI

SaNSs| sIsUD ajlpiw Ag

pasned Ssalls JO S92IN0S _m_ucmpog SSOSSY

BujuIes] Yim saduauadxa
1sed aAlEOAU pue dAIISOd $SISSY
suianed oyl |ewou bulysiigeisaai

pue 3suspuUadapul BuluIRIUIRW UO SN0

sadUaLRdxX3 9yl 1sed UO SasNJ0-

(ebewiiayye) adua3sisiad sninung

A131XUR 1531 pasealdu|

3WI1 UOIIDR3) pasealnuy|

Alowaw Wwiai-1oys pasealna
uopewlojul ssasoid

‘A|301ISGR N UIY3 O} AM|IQR Pasealda(

sabueyd anniubo)

3JI| JO s10adse
A1012BJSIESUN AJIpOUW O3 524159
S311]Ige Ul 9DUSPHUOD SeH
$3955920NS
PUB SJUSWSASIYDE SUORSIND
SaN|eA pue s|eob saujulexaay
K19120s pue
AJlwey 01 SUOIINGIIIUOD UO S103|§9Y
S31A15941| AIIRUIRYR S10|dXT
193Jed Ul yead 3y
sabueyd [ed1sAyd yim pauiaduod)
P2dO[aA3P [[9M J|95 JO 35USS

sJljsiiayyeiey) jesauan

11edsap sA

Auba1u) 063 :296P1S [B1D20SOYIASH
suonesado

[eullo4 :abeis annubod
19p|0

pue sieak Gg :2be jewixoiddy

pooyinpy 12pj0

uoneubels
pue uondiosge-J|as sA
AJIAIIRISUSD) :26P1S [BID0SOYIAS]
suolesado
[ewo4 :9be1s aAIUbOD)
s1eak $9— | 7 :9be a1ewixoiddy

pooyynpy paby-appipy

salbajenss buiydes| srendolddy-abels L°s 319Y1

192



S2UO Paysl|ge1sa
A|J9WIO) YHM SIOIABYSQ MU S1eiBaiy|
saouaLadxe aAlsod 1sed Ayuap)
aAnIsod buluied) axe
$92IN0SAI SSISSY

oyl Ajiep
01 UOI1BWIOJU JO 9DUBAS|D) d1BJISUOWR(]
SUOISSaS BuIYDea) [PWIOUI 95N
[elayew Juaunlad uasald pue Ajausp|
9DSIUILIR] 01 WL DAID)

S[eOD WIS1-1I0YS D13SI[eal YsI|qe1sy

UlIogad 01 aWlil IIXS J0) MOy

spolad 1591 1usnbaiy 10) SpIAOId

1I0ys suolssss dosy
(ple bueay ‘sasse|b “o11)

$95a3s01d JO 1 pue A11|IGISSDDe 9INSUT
JUSWUOIIAUD

9jes apiroid/suonnedaid A1ajes sseasou|
SMO||9A pue ‘sa|dind ‘susaib

‘san|q 91sed yum Buipod J0jod pIoAY

Jund padeds-jjam pue s1ona| abie| asN

Juld y2e|q pue spunoibddeq aHYM asn

1YD1| 1USDIYNS SPIACI

14D 211yM 1OS 95N ‘sa1e|b PIoAY
uonoNISul

[eQUSA 1USWS|ddNS 01 SpIe [ensIA 95N

Bunnoys proay

$2UO0) Payd3d-MmO| asN

Ajppunsip ‘Aimos yeads

UonReWIoUl 10e150e S1elisN||i 03 sa1bojeue 35
Jalq suopeue|dxs dasy
JUSWISA|OAUL 9AIIDE SHBINODUT

Buluiea| [ewo) Ag parepiuuny|
BuluIe3| 9AI1D3[S

Bupiel ys1 pasealdad
sabueyd jeposoydhsq

(ssauj|i d1uolyd) AbojoisAydoyred
S|9A3| ABJsuUs pasealdap/eanbiie
uondaiad yidap panioisiq
(39]01A ‘U316 ‘BN|q :$10]0D
9UO0J-MO| SHOISIP) S95U3| JO BUIMO||aA
uondadniad |elsydiiad pasealdsag
(ssaunJep 01 uoneidepe
[eNSIA pasealdsp) azis [1dnd us|jews
(w)qoud
2le|b) anbedo awoaq sasuaT
(peal 01 Sas5e|b Spasu) parybisieq
sabueyd [ensip
yosads pides pue
(© pueq ‘] 7 'S) SIURUOSUOD ‘SauU0)
paydd-ybiy Ajje1dadss ‘sso| bullesH
sabueyd Aioypny
s1D1yop 10j0w/A10suas

193



194 Chapter 5 Developmental Stages of the Learner

Physical, Cognitive, and
Psychosocial Development

At no other time in life is physical maturation
so rapid as during the period of development
from infancy to toddlerhood (London et al,
2017). Exploration of self and the environment
becomes paramount and stimulates further
physical development (Crandell et al., 2019;
Kail & Cavanaugh, 2015). Patient education
must focus on teaching the parents of very
young children the importance of stimulation,
nutrition, the practice of safety measures to
prevent illness and injury, and health promo-
tion (Polan & Taylor, 2015).

Piaget (1951, 1952, 1976)—a noted expert
in defining the key milestones in the cognitive
development of children—labels the stage of
infancy to toddlerhood as the sensorimotor
period. This period refers to the coordination
and integration of motor activities with sen-
sory perceptions. As children mature from
infancy to toddlerhood, learning is enhanced
through sensory experiences and through
movement and manipulation of objects in
the environment. Toward the end of the sec-
ond year of life, the very young child begins
to develop object permanence—that is,
recognition that objects and events exist even
when they cannot be seen, heard, or touched
(Santrock, 2017). Motor activities promote
toddlers’ understanding of the world and an
awareness of themselves as well as others’ reac-
tions in response to their own actions. Encour-
aging parents to create a safe environment can
allow their child to develop with a decreased
risk for injury.

The toddler has the rudimentary capac-
ity for basic reasoning, begins to understand
object permanence, has the beginnings of
memory, and starts to develop an elemen-
tary concept of causality, which refers to the
ability to grasp a cause-and-effect relation-
ship between two paired, successive events
(Crandell et al., 2019). With limited ability
to recall past happenings or anticipate future
events, the toddler is oriented primarily to

the here and now and has little tolerance for
delayed gratification. The child who has lived
with strict routines and plenty of structure has
more of a grasp of time than the child who
lives in an unstructured environment.

Children at this stage have short attention
spans, are easily distracted, are egocentric in
their thinking, and are not amenable to cor-
rection of their own ideas. Unquestionably,
they believe their own perceptions to be real-
ity. Asking questions is the hallmark of this age
group, and curiosity abounds as they explore
places and things. They can respond to simple,
step-by-step commands and obey such direc-
tives as “give Grandpa a kiss” or “go get your
teddy bear” (Santrock, 2017).

Language skills are acquired rapidly
during this period, and parents should be
encouraged to foster this aspect of develop-
ment by talking with and listening to their
child. As they progress through this phase,
children begin to engage in fantasizing and
make-believe play. Because they are unable
to distinguish fact from fiction and have
limited cognitive capacity for understanding
cause and effect, the disruption in their rou-
tine during illness or hospitalizations, along
with the need to separate from parents, is
very stressful for the toddler (London et al.,
2017). Routines give these children a sense of
security, and they gravitate toward ritualistic
ceremonial-like exercises when carrying out
activities of daily living. Separation anxiety
is also characteristic of this stage of devel-
opment and is particularly apparent when
children feel insecure in an unfamiliar envi-
ronment. This anxiety is often compounded
when they are subjected to medical proce-
dures and other healthcare interventions per-
formed by people who are strangers to them
(London et al., 2017).

According to Erikson (1963), the noted
authority on psychosocial development, the
period of infancy is one of trust versus mistrust.
During this time, children must work through
their first major dilemma of developing a sense
of trust in their primary caretaker, which will
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sychosocial Development

Developmental Stages Psychosocial Stages m

Infancy Trust versus mistrust Hope
Toddlerhood Autonomy versus shame and doubt Will
Early childhood Initiative versus guilt Purpose
Middle and late childhood Industry versus inferiority Competence
Adolescence Identity versus role confusion Fidelity
Young adulthood Intimacy versus isolation Love
Middle-aged adulthood Generativity versus self-absorption Care

and stagnation
Older adulthood Ego integrity versus despair Wisdom
Very old age (late 80s and beyond) Hope and faith versus despair Wisdom and

transcendence

Data from Ahroni, J. H. (1996). Strategies for teaching elders from a human development perspective. Diabetes Educator, 22(1), 47-52; Crandell, T. L.,
Crandell, C. H., & Vander Zanden, J. W. (2019). Human development (10th ed.). New York, NY: McGraw-Hill.

result in an overall worldview of hope. As the
infant matures into toddlerhood, autonomy
versus shame and doubt emerges as the central
issue. During this period of psychosocial
growth, toddlers must learn to balance feelings
of love and hate and learn to cooperate and
control willful desires (TABLE 5.2).

Children progress sequentially through
accomplishing the tasks of developing basic
trust in their environment to reaching
increasing levels of independence and self-
assertion. Their newly discovered sense of
independence often is expressed by demon-
strations of negativism. Children may have
difficulty in making up their minds. Aggra-
vated by personal and external limits, they
may express their level of frustration and
feelings of ambivalence in words and behav-
iors, such as by engaging in temper tantrums

to release tensions (Falvo, 2011). With peers,
play is a parallel activity, and it is not unusual
for them to end up in tears because they have
not yet learned about tact, fairness, or rules
of sharing (Miller & Stoeckel, 2016; Polan &
Taylor, 2015).

Teaching Strategies

Patient education for infancy through tod-
dlerhood is often devoted to teaching parents
about aspects of typical development, safety,
health promotion, and disease prevention. In
cases of developmental delay, as in autism, or
congenital disorders, such as cerebral palsy,
education centers on supporting parents to
maximize their children’s strengths and adapt
the home environment to facilitate optimal
cognitive and motor development. When the
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child becomes ill or injured, the first prior-
ity for teaching interventions is to assess the
parents’ and child’s anxiety levels and to help
them cope with their feelings of stress related
to uncertainty and guilt about the cause of the
illness or injury. Anxiety on the part of the
child and parents can adversely affect their
readiness to learn.

Although teaching activities primarily are
directed to the main caregiver(s), children at
this developmental stage in life have a great
capacity for learning. Toddlers are capable
of some degree of understanding procedures
and interventions that they may experience.
Because of the young child’s natural tendency
to be intimidated by unfamiliar people, it is
imperative that a primary healthcare pro-
vider is assigned and time is taken to estab-
lish a relationship with the child and parents.
This approach not only provides consistency
in the teaching-learning process but also
helps to reduce the child’s fear of strangers.
Parents should be present whenever pos-
sible during formal and informal teaching
and learning activities to allay stress, which
could be compounded by separation anxiety
(London et al., 2017).

Ideally, health teaching should take place
in an environment familiar to the child, such
as the home or daycare center. When the child
is hospitalized, the environment selected for
teaching and learning sessions should be as
safe and secure as possible, such as the child’s
bed or the playroom, to increase the child’s
sense of being protected.

Movement is an important mechanism
by which toddlers communicate. Immobility
resulting from illness, hospital confinement,
or disability tends to increase children’s anxiety
by restricting activity. Interventions that pro-
mote children’s use of gross motor abilities and
that stimulate their visual, auditory, and tactile
senses should be chosen whenever possible.

Developing rapport with children through
simple teaching helps to elicit their coopera-
tion and active involvement. The approach
to children should be warm, honest, calm,

accepting, and matter of fact. A smile, a warm
tone of voice, a gesture of encouragement, or
a word of praise goes a long way in attracting
children’s attention and helping them adjust to
new circumstances. Fundamental to the child’s
response is how the parents respond to health-
care personnel and medical interventions.
The following teaching strategies are sug-
gested to convey information to members of this
age group. These strategies feed into children’s
natural tendency for play and their need for
active participation and sensory experiences.

For Short-Term Learning

B Read simple stories from books with lots
of pictures.

B Use dolls and puppets to act out feelings
and behaviors.

B Use simple audiotapes with music and
videotapes with cartoon characters.

®m  Role play to bring the child’s imagination
closer to reality.

B Give simple, concrete, nonthreatening
explanations to accompany visual and
tactile experiences.

B Perform procedures on a teddy bear or
doll first to help the child anticipate what
an experience will be like.

m  Allow the child something to do—
squeeze your hand, hold a Band-Aid, sing
a song, cry if it hurts—to channel his or
her response to an unpleasant experience.

B Keep teaching sessions brief (no longer
than about 5 minutes each) because of the
child’s short attention span.

B Cluster teaching sessions close together
so that children can remember what they
learned from one instructional encounter
to another.

B Avoid analogies, and explain things in
straightforward and simple terms because
children take their world literally and
concretely.

®m  Individualize the pace of teaching accord-
ing to the child’s responses and level of
attention.



For Long-Term Learning

®  Embed teaching moments in the family’s
daily rituals and routines. For example,
practice washing hands before and after
eating and toileting.

m  Focus on imitation and repetition of
information in the form of words and
actions to hold the child’s attention.

m  Use reinforcement as an opportunity for
children to achieve permanence of learn-
ing through practice.

m  Employ the teaching methods of gaming
and modeling as a means by which chil-
dren can learn about the world and test
their ideas over time.

m  Encourage parents to act as role models,
because their values and beliefs serve to
reinforce healthy behaviors and signifi-
cantly influence the child’s development
of attitudes and behaviors.

Early Childhood
(3—5Years of Age)

Children in the preschool years continue
with development of skills learned in the ear-
lier years of growth. Their sense of identity
becomes clearer, and their world expands to
encompass involvement with others external
to the family unit. Children in this develop-
mental category acquire new behaviors that
give them more independence from their
parents and allow them to care for themselves
more autonomously. Learning during this
developmental period occurs through inter-
actions with others and through mimicking
or modeling the behaviors of playmates and
adults (Crandell et al., 2019; Santrock, 2017).

Physical, Cognitive, and
Psychosocial Development

The physical maturation during early child-
hood is an extension of the child’s prior

growth. Fine and gross motor skills become
increasingly more refined and coordinated so
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that children can carry out activities of daily
living with greater independence (Crandell
etal., 2019; Kail & Cavanaugh, 2015; Santrock,
2017). Although their efforts are more coordi-
nated, supervision of activities is still required
because they lack judgment in carrying out the
skills they have developed.

The early childhood stage of cognitive
development is labeled by Piaget (1951, 1952,
1976) as the preoperational period. This stage,
which emphasizes the child’s inability to think
things through logically without acting out the
situation, is the transitional period when the
child starts to use symbols (letters and num-
bers) representationally (Crandell et al., 2019;
Santrock, 2017; Snowman & McCown, 2015).

Children in the preschool years begin to
develop the capacity to recall past experiences
and anticipate future events. They can classify
objects into groups and categories but have
only a vague understanding of their relation-
ships. The young child continues to be ego-
centric and is essentially unaware of others’
thoughts or the existence of others’ points of
view. Thinking remains literal and concrete—
they believe what is seen and heard. Precausal
thinking allows young children to understand
that people can make things happen, but they
are unaware of causation as the result of invisi-
ble physical and mechanical forces. They often
believe that they can influence natural phe-
nomena, and their beliefs reflect animistic
thinking—the tendency to endow inanimate
objects with life and consciousness (Pidgeon,
1977; Santrock, 2017).

Preschool children are very curious, can
think intuitively, and pose questions about
almost anything. They want to know the rea-
sons, cause, and purpose for everything (the
why) but are unconcerned at this point with
the process (the how). Fantasy and reality are
not well differentiated. Children in this cog-
nitive stage mix fact and fiction, tend to gen-
eralize, think magically, develop imaginary
playmates, and believe they can control events
with their thoughts. At the same time, they do
possess self-awareness and realize that they
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are vulnerable to outside influences (Crandell
et al., 2019; Santrock, 2017).

The young child also continues to have a
limited sense of time. For children of this age,
being made to wait 15 minutes before they can
do something can feel like an eternity. They
do, however, understand the timing of familiar
events in their daily lives, such as when break-
fast or dinner is eaten and when they can play
or watch their favorite television program. As
they begin to understand and appreciate the
world around them, their attention span (abil-
ity to focus) begins to lengthen such that they
can usually remain quiet long enough to lis-
ten to a song or hear a short story read aloud
(Santrock, 2017).

In the preschool stage, children begin to
develop sexual identity and curiosity, an inter-
est that may cause considerable discomfort
for their parents. Cognitive understanding
of their bodies related to structure, function,
health, and illness becomes more specific and
differentiated. They can name external body
parts but have only an ill-defined concept of
the location of internal organs and the specific
function of body parts (Raven, 2016).

Explanations of the purpose and reasons
for a procedure remain beyond the young
child’s level of reasoning; therefore, any expla-
nations must be kept very simple and matter
of fact (Pidgeon, 1985). Children at this stage
have a fear of body mutilation and pain, which
not only stems from their lack of understand-
ing of the body but also is compounded by
their active imagination. Their ideas regard-
ing illness also are primitive with respect to
cause and effect; illness and hospitalization
are thought to be a punishment for something
they did wrong, either through omission or
commission (London et al., 2017). Children’s
attribution of the cause of illness to their
own transgressions is known as egocentric
causation (Polan & Taylor, 2015; Richmond &
Kotelchuck, 1984).

Erikson (1963) has labeled the psychoso-
cial maturation level in early childhood as the
period of initiative versus guilt. Children take

on tasks for the sake of being involved and
on the move (Table 5.2). Excess energy and
a desire to dominate may lead to frustration
and anger on their part. They show evidence
of expanding imagination and creativity, are
impulsive in their actions, and are curious
about almost everything they see and do.
Their growing imagination can lead to many
fears—of separation, disapproval, pain, pun-
ishment, and aggression from others. Loss of
body integrity is the preschool child’s great-
est threat, which significantly affects his will-
ingness to interact with healthcare personnel
(Poster, 1983; Vulcan, 1984).

In this phase of development, children
begin interacting with playmates rather than
simply playing alongside one another. Appro-
priate social behaviors demand that they learn
to wait for others, give others a turn, and rec-
ognize the needs of others. Play in the mind of
a child is equivalent to the work performed by
adults. Children’s play can be as productive as
adult work and is a means for self-education
about the physical and social world (Ormrod,
2012). Play helps the child act out feelings and
experiences to master fears, develop role skills,
and express joys, sorrows, and hostilities.
Through play, children in the preschool years
also begin to share ideas and imitate parents of
the same sex. Role playing is typical of this age
as the child attempts to learn the responsibil-
ities of family members and others in society
(Santrock, 2017).

Teaching Strategies

Many health professionals’ interactions with
preschool children and their parents are spo-
radic, as during occasional well-child visits to
the pediatrician’s office or when minor medi-
cal problems arise. During these interactions,
the provider should take every opportunity to
teach parents about health promotion and dis-
ease prevention measures, to provide guidance
regarding normal growth and development,
and to offer instruction about medical rec-
ommendations related to illness or disability.



Clinicians working more closely with children
on an ongoing basis, as in therapy sessions for
children with developmental and congenital
disorders, are positioned to provide education
more consistently. Parents can be a great asset
in working with children in this developmen-
tal phase, and they should be included in all
aspects of the educational plan as well as the
actual teaching experience. Parents can serve
as the primary resource to answer questions
about children’s disabilities, their idiosyncra-
sies, and their favorite toys—all of which may
affect their ability to learn (Bedells & Bevan,
2016; Hussey & Hirsh, 1983).

Children’s fear of pain and bodily harm
is uppermost in their minds, whether they
are well or ill. Because young children have
fantasies and active imaginations, it is most
important for the health professional to reas-
sure them and allow them to express their
fears openly (Heiney, 1991). Providers need to
choose their words carefully when describing
procedures and interventions and keep expla-
nations simple (Miller & Stoeckel, 2016). Pre-
school children are familiar with many words,
but using terms such as cut and knife is fright-
ening to them. Instead, less threatening words
are recommended, such as fix, sew, and cover
up the hole. Band-Aids is a much more under-
standable term than dressings, and bandages
are often thought by children to have magical
healing powers (Miller & Stoeckel, 2016).

Although still dependent on family, the
young child has begun to have increasing
contact with the outside world and is usually
able to interact more comfortably with others.
Nevertheless, significant adults in a child’s
life should be included as participants during
teaching sessions. They can provide support to
the child, substitute as the teacher if their child
is reluctant to interact with the clinician, and
reinforce teaching at a later point in time. The
primary caretakers, usually the mother and
father, are the recipients of most of the health
professional’s teaching efforts. They are the
learners who will assist the child in achieving
desired health outcomes (Callans et al., 2016;
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Kaakinen, Gedaly-Duff, Coehlo, & Hanson,
2010; Whitener, Cox, & Maglich, 1998).

The following specific teaching strategies
are recommended:

For Short-Term Learning

m DProvide physical and visual stimuli
because language ability is still limited,
both for expressing ideas and for compre-
hending verbal instructions.

m  Keep teaching sessions short (no more
than 15 minutes) and scheduled sequen-
tially at close intervals so that information
is not forgotten.

m  Relate information needs to activities
and experiences familiar to the child. For
example, ask the child to pretend to blow
out candles on a birthday cake to practice
deep breathing.

m  Encourage the child to participate in
selecting between a limited number of
teaching-learning options, such as play-
ing with dolls or reading a story, which
promotes active involvement and helps to
establish clinician—client rapport.

®m  Arrange small-group sessions with peers
to make teaching less threatening and
more fun.

®m  Give praise and approval through both
verbal expressions and nonverbal gestures,
which are real motivators for learning.

m  Give tangible rewards, such as badges
or small toys, immediately following a
successful learning experience to encour-
age the mastery of cognitive and psycho-
motor skills.

m  Allow the child to manipulate equipment
and play with replicas or dolls to learn
about body parts. Special kidney dolls,
ostomy dolls with stomas, or orthopedic
dolls with splints and tractions provide
opportunities for hands-on experience.

m  Use storybooks to emphasize the human-
ity of healthcare personnel; to depict rela-
tionships between the child, parents, and
others; and to help the child identify with
certain situations.
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For Long-Term Learning

m  Enlist the help of parents, who can play a
vital role in modeling a variety of healthy
habits, such as practicing safety measures
and eating a balanced diet; offer them
access to support and follow-up as the
need arises.

B Reinforce positive health behaviors and
the acquisition of specific skills.

Middle and Late Childhood
(6—11 Years of Age)

In middle and late childhood, children have
progressed in their physical, cognitive, and
psychosocial skills to the point where most
begin formal training in structured school sys-
tems. They approach learning with enthusias-
tic anticipation, and their minds are open to
new and varied ideas.

Children at this developmental level are
motivated to learn because of their natural
curiosity and their desire to understand more
about themselves, their bodies, their world,
and the influence that different components
of their world have on them (Whitener et al,,
1998). This stage is a period of great change for
them, when attitudes, values, and perceptions
of themselves, their society, and the world are
shaped and expanded. Visions of their own
environment and the cultures of others take
on more depth and breadth (Santrock, 2017).

Physical, Cognitive, and
Psychosocial Development

The gross- and fine-motor abilities of school-
aged children become increasingly more
coordinated so that they have the ability to
control their movements with much greater
dexterity than ever before. Involvement in all
kinds of curricular and extracurricular activ-
ities helps them to fine-tune their psychomo-
tor skills. Physical growth during this phase is
highly variable, with the rate of development
differing from child to child. Toward the end

of this developmental period, girls more than
boys, on average, begin to experience pre-
pubescent bodily changes, and girls tend to
exceed boys in physical maturation. Growth
charts, which monitor the rate of growth, are
a more sensitive indicator of health or dis-
ability than actual size (Crandell et al., 2019;
Santrock, 2017).

Piaget (1951, 1952, 1976) labeled the cog-
nitive development in middle and late child-
hood as the period of concrete operations.
During this time, logical, rational thought
processes and the ability to reason inductively
and deductively develop. Children in this stage
can think more objectively, are willing to lis-
ten to others, and selectively use questioning
to find answers to the unknown. At this stage,
they begin to use syllogistic reasoning—
that is, they can consider two premises and
draw a logical conclusion from them (Bara,
Bucciarelli, & Johnson-Laird, 1995; Elkind,
1984; Steegen & De Neys, 2012). For example,
they comprehend that mammals are warm
blooded and whales are mammals, so whales
must be warm blooded.

Also, children in this age group are
intellectually able to understand cause and
effect in a concrete way. Concepts such as
conservation, which is the ability to recog-
nize that the properties of an object stay the
same even though its appearance and position
may change, are beginning to be mastered. For
example, they realize that a certain quantity of
liquid is the same amount, whether it is poured
into a tall, thin glass or into a short, squat one
(Snowman & McCown, 2015). Fiction and
fantasy are separate from fact and reality. The
skills of memory, decision making, insight,
and problem solving are all more fully devel-
oped (Protheroe, 2007).

Children in this developmental phase
can engage in systematic thought through
inductive reasoning. They have the ability to
classify objects and systems, express concrete
ideas about relationships and people, and
carry out mathematical operations. Also, they
begin to understand and use sarcasm and to



employ well-developed language skills for
telling jokes, conveying complex stories, and
communicating increasingly more sophisti-
cated thoughts (Snowman & McCown, 2015).

Nevertheless, thinking remains quite literal,
with only a vague understanding of abstrac-
tions. Early in this phase, children are reluctant
to exchange magical thinking for reality think-
ing. They cling to cherished beliefs, such as the
existence of Santa Claus or the tooth fairy, for
the fun and excitement that the fantasy provides
them, even when they have information that
proves contrary to their beliefs.

Children passing through elementary and
middle schools have developed the ability to
concentrate for extended periods, can tolerate
delayed gratification, are responsible for inde-
pendently carrying out activities of daily living,
have a good understanding of the environment
around them, and can generalize from experi-
ence (Crandell et al., 2019). They understand
time, can predict time intervals, are oriented
to the past and present, have some grasp of and
interest in the future, and have a vague appre-
ciation for how immediate actions can have
implications over the course of time (Kail &
Cavanaugh, 2015). Special interests in topics
of their choice begin to emerge, and they can
pursue subjects and activities with devotion to
increase their talents in selected areas.

Children at this cognitive stage can make
decisions and act in accordance with how
events are interpreted, but they understand
only to a limited extent the seriousness or
consequences of their choices. Children in
the early period of this developmental phase
know the functions and names of many com-
mon body parts, whereas older children have
a more specific knowledge of anatomy and
can differentiate between external and inter-
nal organs, with a beginning understanding of
their complex functions (Raven, 2016).

As part of the shift from precausal think-
ing to causal thinking, the child begins to
incorporate the idea that illness is related to
cause and effect and can recognize that germs
create disease. Illness is thought of in terms of
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social consequences and role alterations, such
as the realization that they will miss school
and outside activities, people will feel sorry
for them, and they will be unable to maintain
their usual routines (Compas, Jaser, Dunn, &
Rodriquez, 2012; Koopman, Baars, Chaplin, &
Zwinderman, 2004; University of Michigan
Health System, 2012).

Marin (2010) found that concepts of ill-
ness in children vary depending on socioeco-
nomic status (SES) and ethnicity, although she
found no differences in their thinking based
on gender. Children from lower SES levels
and minority backgrounds had a less sophis-
ticated understanding of the causes of illness
compared with those children from higher
SES levels and those belonging to the major-
ity population. She suggested that this may be
a result of educational, cultural, and language
differences and recommended that health
professionals consider a child’s ethnicity and
SES when communicating about symptoms
and causes of illness based on cultural health
beliefs and practices.

Also, research indicates that systematic
differences exist in children’s reasoning skills
with respect to understanding body function-
ing and the cause of illness resulting from their
experiences with illness. Children suffering
from chronic diseases have been found to have
more sophisticated conceptualization of illness
causality and body functioning than do their
healthy peers. Piaget (1976) postulated that
experience with a phenomenon catalyzes a
better understanding of it.

Conversely, the stress and anxiety resulting
from having to live with a chronic illness or dis-
ability can interfere with a child’s general cogni-
tive performance. Chronically ill children have
a less refined understanding of the physical
world than healthy children do, and the former
often are unable to generalize what they learned
about a specific illness to a broader understand-
ing of illness causality (Perrin, Sayer, & Willett,
1991). Thus, illness may act as an intrusive
factor in overall cognitive development (Bell,
Bayliss, Glauert, Harrison, & Ohan, 2016).
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Erikson (1963) characterized school-aged
children’s psychosocial stage of life as industry
versus inferiority. During this period, children
begin to gain an awareness of their unique tal-
ents and the special qualities that distinguish
them from one another (Table 5.2). They begin
to establish their self-concepts as members of
social groups larger than their own nuclear
families and start to compare their own fami-
lies’ values with those of the outside world.

The school environment for children
of this age facilitates their development of a
sense of responsibility and reliability. With
less dependency on family, they extend their
intimacy to include special friends and social
groups (Newman & Newman, 2015; Santrock,
2017). Relationships with peers and adults
external to the home environment become
important influences in their development
of self-esteem and their susceptibility to
social forces outside the family unit. School-
aged children fear failure and exclusion from
groups. They worry about their inabilities
and become self-critical as they compare their
own accomplishments to those of their peers.
They also fear illness and disability that could
significantly disrupt their academic progress,
interfere with social contacts, decrease their
independence, and result in loss of control
over bodily functioning.

Teaching Strategies

It is important to follow sound educational
principles with the child and family, such as
identifying individual learning styles, deter-
mining readiness to learn, and accommo-
dating special learning needs and abilities to
achieve positive health outcomes. Given their
increased ability to comprehend information
and their desire for active involvement and
control of their lives, it is very important to
include school-aged children in patient edu-
cation efforts; these “hands-on” experiences
are important sources of learning (Hayes,
2015). The health professional in the role as
educator should explain illness, treatment

plans, and procedures in simple, logical terms
in accordance with the child’s level of under-
standing and reasoning. Although children at
this stage of development can think logically,
their ability to engage in abstract thought
remains limited. Therefore, teaching should be
presented in concrete terms with step-by-step
instructions (Pidgeon, 1985; Whitener et al.,
1998). It is imperative that the provider observe
children’s reactions and listen to their verbal
feedback to confirm that information shared
has not been misinterpreted or confused.

To the extent feasible, parents should be
informed of what their child is being taught.
Teaching parents directly is encouraged so that
they may be involved in fostering their child’s
independence, providing emotional support
and physical assistance, and giving guidance
regarding the correct techniques or regimens
in self-care management. Siblings and peers
also should be considered as sources of sup-
port. In attempting to master self-care skills,
children thrive on praise from others who are
important in their lives as rewards for their
accomplishments and successes (Hussey &
Hirsh, 1983; Santrock, 2017).

Education for health promotion and
health maintenance is most likely to occur in
the school system through the school-based
nurse, occupational therapist, physical ther-
apist, or speech language pathologist. How-
ever, the parents should be told which content
is being addressed so that they may reinforce
and expand information when in contact with
the child in other care settings. Numerous
opportunities for providers to teach the indi-
vidual child or groups of children about health
promotion and disease and injury prevention
are available in schools, physicians’ offices,
community centers, outpatient clinics, or hos-
pitals. Health education for children of this age
can be very fragmented because of the many
encounters they have with health professionals
in a variety of settings (Edelman, Mandle, &
Kudzma, 2013).

The school-based clinician is in an excel-
lent position to coordinate the efforts of all



other providers to avoid duplication of teaching
content or giving conflicting information,
as well as to provide reinforcement of learn-
ing. According to Healthy People 2020 (U.S.
Department of Health and Human Services
[USDHHS], 2014), health promotions regard-
ing healthy eating and weight status, exercise,
sleep, and prevention of injuries, as well as
avoidance of tobacco, alcohol, and drug use,
are just a few examples of objectives intended
to improve the health of American children.
The school-based provider can play a vital
role in imparting education to the school-aged
child to meet these goals (American Academy
of Pediatrics Council on School Health, 2016).
In support of this teaching-learning process,
Healthy People 2020 has introduced the topic
area “Early and Middle Childhood,” which
recommends delivering formal health educa-
tion in the school setting (USDHHS, 2014).
The school-based professional is afforded the
opportunity to educate children not only in a
group when teaching a class but also on a one-
to-one basis when encountering an individual
child for a certain problem or need.

The specific conditions that may come to
the attention of the health professional in car-
ing for children at this phase of development
include problems such as behavioral disorders,
hyperactivity, learning disorders, developmen-
tal delays, congenital disorders, obesity, diabe-
tes, asthma, and enuresis. Extensive teaching
may be needed to help children and parents
understand a condition particularly related to
them and learn how to overcome or manage it
(Edelman et al., 2013).

The need to sustain or bolster their self-
image, self-concept, and self-esteem requires
that children be invited to participate, to the
extent possible, in planning for and carrying
out learning activities (Snowman & McCown,
2015). For young children receiving an X-ray
or other imaging procedure, for example, it
would be beneficial to have them initially sim-
ulate the experience by positioning a doll or
stuffed animal under the machine as the tech-
nician explains the procedure. This strategy
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allows them to participate and can decrease
their fear. Because of children’s fears of falling
behind in school, being separated from peer
groups, and being left out of social activities,
teaching must be geared toward fostering nor-
mal development despite any limitations that
may be imposed by illness or disability (Falvo,
2011; Leifer & Hartston, 2013).

Children in middle and late childhood
are used to the structured, direct, and formal
learning format of the school environment;
consequently, they are receptive to a similar
teaching-learning approach when hospitalized
or confined at home. The following teaching
strategies are suggested when caring for children
in this developmental stage of life (Edelman
et al., 2013; Falvo, 2011; Hayes, 2015; Leifer &
Hartston, 2013; Snowman & McCown, 2015):

For Short-Term Learning

®  Allow school-aged children to take respon-
sibility for their own health care because
they are not only willing but also able to
manipulate equipment with accuracy.
Because of their adeptness in relation to
manual dexterity, mathematical oper-
ations, and logical thought processes,
they can be taught, for example, to apply
their own splint or use an asthma inhaler
as prescribed.

B Teaching sessions can be extended to
up to 30 minutes because school-aged
children’s increased cognitive abilities
allow them to pay attention to and retain
information. However, lessons should be
spread apart to allow for comprehension
of large amounts of content and to pro-
vide children the opportunity to practice
newly acquired skills between sessions.

m  Use diagrams, models, pictures, digital
media, printed materials, and computer,
tablet, or smartphone applications as
adjuncts to various teaching methods;
the increased facility these children
have with language (both spoken and
written) and mathematical concepts
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allows them to work with more complex
instructional tools.

Choose audiovisual and printed materials
that show peers undergoing similar pro-
cedures or facing similar situations.
Clarify any scientific terminology or med-
ical jargon used.

Use analogies as an effective means of pro-
viding information in meaningful terms,
such as “Having a chest X-ray is like hav-
ing your picture taken,” or “White blood
cells are like police cells that can attack
and destroy infection.”

Use one-to-one teaching sessions as a
method to individualize learning relevant to
the child’s own experiences and as a means
of interpreting the results of interventions
specific to the child’s own condition.
Provide time for clarification, validation,
and reinforcement of what is being learned.
Select individual instructional techniques
that provide opportunity for privacy—an
increasingly important concern for this
group of learners, who often feel quite
self-conscious and modest when learning
about bodily functions.

Employ group teaching sessions with
others of similar age and with similar
problems or needs to help children avoid
feelings of isolation and to assist them in
identifying with their own peers.

Prepare children for procedures and
interventions well in advance to allow
them time to cope with their feelings and
fears, to anticipate events, and to under-
stand what the purpose of each procedure
is, how it relates to their condition, and
how much time it will take.

Encourage participation in planning for
procedures and events because active
involvement helps the child to assimilate
information more readily.

Provide much-needed nurturance and
support, always keeping in mind that
young children are not just small adults.
Praise and rewards help motivate and
reinforce learning.

For Long-Term Learning

B Help school-aged children acquire skills
that they can use to assume self-care
responsibility for carrying out therapeutic
treatment regimens on an ongoing basis
with minimal assistance.

B Assist them in learning to maintain their
own well-being and prevent illnesses from
occurring.

Research suggests that lifelong health
attitudes and behaviors begin in the early
childhood phase of development and remain
intrapersonally consistent throughout the
stage of middle to late childhood (USDHHS,
2014). The development of cognitive under-
standing of health and illness has been shown
to follow a systematic progression parallel to
the stage of general cognitive development
(Koopman et al., 2004). As the child matures,
beliefs about health and illness become less
concrete and more abstract, less egocentric,
and increasingly differentiated and consistent.

Motivation, self-esteem, and positive
self-perception are personal characteristics
that influence health behavior. Research has
shown that the higher the grade level of the
child, the greater the understanding of illness
and an awareness of body cues. Thus, children
become more actively involved in their own
health care as they progress developmentally
(Farrand & Cox, 1993; Whitener et al., 1998).
Teaching should be directed at assisting them
to incorporate positive health actions into
their daily lives. Because of the importance of
peer influence, group activities are an effective
method of teaching health behaviors, attitudes,
and values.

Adolescence (12-19 Years of Age)

Adolescence marks the transition from child-
hood to adulthood. During this prolonged and
very change-filled time, many adolescents and
their families experience much turmoil. How
adolescents think about themselves and the
world significantly influences many healthcare



issues facing them, from anorexia to obesity.
Teenage thought and behavior give insight
into the etiology of some of the major health
problems of this group of learners (Elkind,
1984). Adolescents are known to be among
the nation’s most at-risk populations (Ares,
Kuhns, Dogra, & Karnik, 2015). Most recently,
Healthy People 2020 identified “Adolescent
Health” as a new topic area, with objectives
focused on interventions to promote health
and mitigate the risks associated with this pop-
ulation (USDHHS, 2014).

For patient education to be effective, an
understanding of the characteristics of the
adolescent phase of development is crucial
(Ackard & Neumark-Sztainer, 2001; Ormrod,
2012). Today’s adolescents comprise the gen-
erational cohort Generation Z, or Gen Z. They
excel in self-directed learning and thrive on
the use of technology (Shatto & Erwin, 2016).

Physical, Cognitive, and
Psychosocial Development

Adolescents vary greatly in their biological,
psychological, social, and cognitive develop-
ment. From a physical maturation standpoint,
they must adapt to rapid, dramatic, and signif-
icant bodily changes, which can temporarily
result in clumsiness and poorly coordinated
movement. Alterations in physical size, shape,
and function of their bodies, along with the
appearance and development of secondary sex
characteristics, bring about a significant pre-
occupation with their appearance and a strong
desire to express sexual urges (Crandell et al.,
2019; Santrock, 2017). Additionally, according
to neuroscience research, adolescent brains dif-
fer from adult brains in the way they process
information, which may explain that adoles-
cent behaviors, such as impulsiveness, rebel-
liousness, lack of good judgment, and social
anxiety, result from biological causes more than
environmental influences (Packard, 2007). For
example, although the adolescent brain resem-
bles the adult brain in the structures that control
sensorimotor functioning, its prefrontal cortex
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and limbic system, responsible for judgment
and emotional regulation, respectively, have not
yet developed the adult number of the synap-
tic connections needed for mature functioning
(Casey, 2015). Additionally, the development of
dopamine receptors known to play a role in reg-
ulating prefrontal cortex function is not com-
plete until the end of adolescence (Reynolds
etal., 2018).

Piaget (1951, 1952, 1976) termed this
stage of cognitive development as the period
of formal operations. Adolescents have attained
a new, higher-order level of reasoning superior
to earlier childhood thoughts. They are capa-
ble of abstract thought and the type of complex
logical thinking described as propositional
reasoning, as opposed to syllogistic reason-
ing. Their ability to reason is both inductive
and deductive, and they can hypothesize and
apply the principles of logic to situations never
encountered before. Adolescents can conceptu-
alize and internalize ideas, debate various points
of view, understand cause and effect, compre-
hend complex explanations, imagine possi-
bilities, make sense out of new data, discern
relationships among objects and events, and
respond appropriately to multiple-step direc-
tions (Aronowitz, 2006; Crandell et al., 2019).

Formal operational thought enables ado-
lescents to conceptualize invisible processes
and make determinations about what others
say and how they behave. With this capacity,
teenagers can become obsessed with what they
think and what others are thinking, a character-
istic known as adolescent egocentrism. They
begin to believe that everyone is focusing on the
same things they are—namely, themselves and
their activities. Elkind (1984) labels this belief
as the imaginary audience, a type of social
thinking that has considerable influence over
an adolescents behavior. The imaginary audi-
ence explains the pervasive self-consciousness
of adolescents; on the one hand, they may
feel embarrassed because they believe every-
one is looking at them, but on the other hand,
they desire to be looked at and thought about
because this attention confirms their sense of
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being special and unique (Crandell et al., 2019;
Oswalt, 2010; Santrock, 2017; Snowman &
McCown, 2015).

Adolescents are able to understand the
concepts of health and illness, the multiple
causes of diseases, the influence of variables
on health status, and the ideas associated with
health promotion and disease prevention.
Parents, healthcare providers, and the Inter-
net are all potential sources of health-related
information for adolescents. At this devel-
opmental stage, adolescents recognize that
illness and disability are processes resulting
from a dysfunction or nonfunction of a part
or parts of the body and can comprehend the
outcomes or prognosis of an illness. They also
can identify health behaviors, although they
may reject practicing them or begin to engage
in risk-taking behaviors because of the social
pressures they receive from peers as well as
their feelings of invincibility (Ormrod, 2012).
Elkind (1984) labels this second type of social
thinking the personal fable. The personal
fable leads adolescents to believe that they are
invulnerable—other people grow old and die,
but not them; other people may not realize
their personal ambitions, but they will.

This personal fable has value in that it
allows individuals to carry on with their lives
even in the face of all kinds of danger. Unfortu-
nately, it also leads teenagers to believe they are
cloaked in an invisible shield that will protect
them from bodily harm despite any risks to
which they may subject themselves (Alberts,
Elkind, & Ginsberg, 2007; Jack, 1989; Oswalt,
2010). They can understand implications of
future outcomes, but their immediate concern
is with the present.

Alternative research, however, reveals
that adolescents 15 years of age and older
are not as susceptible to the personal fable as
once thought (Cauffman & Steinberg, 2000).
Although children in the mid to late adoles-
cent period may be aware of the risks they take,
it is important, nevertheless, to recognize that
this population continues to need support and
guidance (S. L. Brown, Teufel, & Birch, 2007).

Erikson (1968) has identified the psycho-
social dilemma adolescents face as one of iden-
tity versus role confusion. Children in this age
group indulge in comparing their self-image
with an ideal image (Table 5.2). Adolescents
find themselves in a struggle to establish their
own identity, match their skills with career
choices, and actualize themselves. They work
to emancipate themselves from their parents,
seeking independence and autonomy so that
they can emerge as more distinct individual
personalities.

Teenagers have a strong need for belong-
ing to a group, friendship, peer acceptance, and
peer support. They tend to rebel against any
actions or recommendations by adults whom
they consider authoritarian. Their concern over
personal appearance and their need to look and
act like their peers drive them to conform to the
dress and behavior of this age group, which is
usually contradictory, nonconformist, and in
opposition to the models, codes, and values of
their parents’ generation. Conlflict, toleration,
stereotyping, or alienation often characterizes
the relationship between adolescents and their
parents and other authority figures (Hines &
Paulson, 2006). Adolescents seek to develop
new and trusting relationships outside the
home but remain vulnerable to the opinions of
those whom they emulate (Santrock, 2017).

Adolescents demand personal space, con-
trol, privacy, and confidentiality. To them,
illness, injury, disability, and hospitalization
mean dependency, loss of identity, a change
in body image and functioning, bodily embar-
rassment, confinement, separation from peers,
and possible death. The provision of knowl-
edge alone is, therefore, not sufficient for this
population. Because of the many issues appar-
ent during the adolescent period, the need for
coping skills is profound and can influence the
successful completion of this stage of develop-
ment (Grey, Kanner, & Lacey, 1999; Hoffman,
2016; Williams & McGillicuddy-De Lisi, 1999;
Zimmer-Gembeck & Skinner, 2008). Some
developmentalists are extending the upper-
most age range of the adolescent period to



24 years of age because it has been determined
that many young people in this stage do not
meet the typical psychosocial milestones until
well into their third decade of life (Newman &
Newman, 2015).

Teaching Strategies

Although most individuals at this phase of
development remain relatively healthy, an esti-
mated 20% of U.S. teenagers have at least one
serious health problem, such as asthma, learn-
ing disabilities, eating disorders (e.g., obesity,
anorexia, or bulimia), diabetes, a range of dis-
abilities resulting from injury, or psychological
problems resulting from depression or physical
and/or emotional maltreatment. Teens often
experience levels of stress that are underesti-
mated by adults and that can lead to negative
impacts on their mental and physical health
(LaRue & Herrman, 2008). In addition, ado-
lescents are considered at high risk for preg-
nancy, the effects of poverty, drug or alcohol
abuse, and sexually transmitted diseases such
as venereal disease and AIDS. The three leading
causes of death in this age group are accidents,
homicide, and suicide (Kochanek, Xu, Murphy,
Minino, & Kung, 2011; London et al., 2017).
More than 50% of adolescent deaths are a result
of accidents, and most of these incidents involve
motor vehicles (Santrock, 2017).

Despite these potential threats to their
well-being, adolescents use medical services
the least frequently of all age groups. Com-
pounding this problem is the realization that
adolescent health has not been a priority in the
past, and the health issues of this population
have been largely ignored by the healthcare
system globally (Patton et al., 2016). Thus, the
educational needs of adolescents are broad and
varied. The potential topics for teaching are
numerous, ranging from sexual adjustment,
contraception, and venereal disease to acci-
dent prevention, nutrition, substance abuse,
mental health, and stress management.

Healthy teens have difficulty imagining
themselves as sick or injured. Those with an
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illness or disability often comply poorly with
medical regimens and continue to indulge in
risk-taking behaviors. Because of their pre-
occupation with body image and functioning
and the perceived importance of peer accep-
tance and support, they view health recom-
mendations as a threat to their autonomy and
sense of control.

Probably the greatest challenge to the
health professional responsible for teaching the
adolescent, whether healthy or ill, is the devel-
opment of a mutually respectful, trusting rela-
tionship (S. L. Brown et al., 2007). Adolescents,
because of their well-developed cognitive and
language abilities, can participate fully in all
aspects of learning, but they need privacy,
understanding, an honest and straightforward
approach, and unqualified acceptance in the
face of their fears of embarrassment and los-
ing independence, identity, and self-control
(Ackard & Neumark-Sztainer, 2001). The
American Academy of Pediatrics Committee
on Adolescence (2016) cites availability, vis-
ibility, quality, confidentiality, affordability,
flexibility, and coordination as important fac-
tors in providing education effectively to the
adolescent population.

The existence of an imaginary audience
and personal fable can contribute to the exac-
erbation of existing problems or cause new
ones. Adolescents with disfiguring disabili-
ties, who as young children exhibited a great
deal of spirit and strength, may now show
signs of depression and lack of will. For the
first time, they look at themselves from the
standpoint of others and reinterpret behavior
once seen as friendly as actually condescend-
ing. Teenagers may fail to use contraceptives
because the personal fable tells them that
other people will get pregnant or get venereal
disease, but not them. Teenagers with chronic
illnesses may stop taking prescribed medica-
tions because they feel they can manage with-
out them to prove to others that they are well
and free of medical constraints; other people
with similar diseases need to follow therapeu-
tic regimens, but not them.
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Adolescents’ language skills and ability

to conceptualize and think abstractly give the
healthcare educator a wide range of teaching
methods and instructional tools from which to
choose (S. L. Brown et al., 2007). The following
teaching strategies are suggested when caring
for adolescents:

For Short-Term Learning

Use one-to-one instruction to build rapport.
Be honest and direct. Ensure confiden-
tiality of sensitive information, with the
exception of safety threats. Inform the ado-
lescent that if you suspect a serious threat
to her safety, you will be professionally
required to communicate this informa-
tion to her parents and/or the interdisci-
plinary healthcare team.

Choose peer-group discussion sessions as
an effective approach to deal with health
topics such as smoking, alcohol and drug
use, safety measures, obesity, and teenage
sexuality. Adolescents benefit from being
exposed to others who have the same con-
cerns or who have successfully dealt with
problems like theirs.

Use face-to-face or computer group dis-
cussion, role playing, and gaming as
methods to clarify values and solve prob-
lems, feeding into the teenager’s need to
belong and to be actively involved. Gett-
ing groups of peers together in person
or virtually (e.g., blogs, social network-
ing, podcasts, online videos) can be very
effective in helping teens confront health
challenges and learn how to change
behavior significantly (Snowman &
McCown, 2015).

Employ adjunct instructional tools, such
as complex models, diagrams, and spe-
cific, detailed written materials, which
can be used competently by many adoles-
cents. Using technology is a comfortable
approach to learning for adolescents, who
generally have facility with technological
equipment after years of academic and

personal telecommunications experience
in the home and at school.

Clarify any scientific terminology and
medical jargon used.

Share decision making whenever possible,
because control is an important issue for
adolescents.

Include adolescents in formulating teach-
ing plans related to teaching strategies and
expected outcomes and in determining
what needs to be learned and how it can
best be achieved to meet their needs for
autonomy.

Suggest options so that they feel they have
a choice about courses of action.

Give a rationale for all that is said and
done to help adolescents feel a sense of
control.

Approach them with respect, tact, open-
ness, and flexibility to elicit their attention
and encourage their responsiveness to
teaching-learning situations.

Expect negative responses, which are
common when their self-image and self-
integrity are threatened.

Avoid confrontation and acting like an
authority figure. Instead of directly contra-
dicting adolescents’ opinions and beliefs,
acknowledge their thoughts and then casu-
ally suggest an alternative viewpoint or
choice, such as “Yes, I can see your point,
but what about the possibility of . . .2”

For Long-Term Learning

Accept adolescents’ personal fable and
imaginary audience as valid rather than
challenging their feelings of uniqueness
and invincibility.

Acknowledge that their feelings are very
real, because denying them their opinions
simply will not work.

Allow them the opportunity to test their
own convictions. Let them know, for exam-
ple, that although some other special people
may get away without taking medication,
others cannot. Suggest, if medically feasible,



setting up a trial period with medications
scheduled further apart or in lowered dos-
ages to determine how they can manage.

Although much of patient education
should be done directly with adolescents to
respect their right to individuality, privacy, and
confidentiality, teaching effectiveness may be
enhanced by including their families to some
extent (S. L. Brown et al., 2007). The health pro-
fessional as educator can give guidance and sup-
port to families, helping them to increase their
understanding of adolescent behavior (Hines &
Paulson, 2006). Parents should be taught how
to set realistic limits and at the same time fos-
ter the adolescent’s sense of independence.
Through prior assessment of potential sources
of stress, teaching both the parents and the ado-
lescent (as well as siblings) can be enhanced.
Because of the ambivalence the adolescent feels
while in this transition stage from childhood
to adulthood, to be effective, healthcare teach-
ing must consider the learning needs of the
adolescent and those of the parents (Ackard &
Neumark-Sztainer, 2001; Falvo, 2011).

» The Developmental
Stages of Adulthood

Andragogy, the term used by Knowles (1990)
to describe his theory of adult learning, is the
art and science of teaching adults. Education
within this framework is more learner centered
and less teacher centered; that is, instead of
one party imparting knowledge to another, the
power relationship between the educator and the
adult learner is much more horizontal (Curran,
2014). The concept of andragogy has served for
years as a useful framework in guiding instruc-
tion for patient teaching and for continuing edu-
cation of staff. More recently, based on research
and theory from a variety of disciplines, Knowles
and colleagues (2015) discussed additional per-
spectives on andragogy that have refined and
strengthened the core adult learning principles
that Knowles originally proposed.
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The following basic assumptions about
Knowles’s framework have major implications
for planning, implementing, and evaluating
teaching programs for adults as the individual
matures:

1. The adults self-concept moves from
one of being a dependent personality
to being an independent, self-directed
human being.

2. He accumulates a growing reservoir of
previous experience that serves as a rich
resource for learning.

3. Readiness to learn becomes increas-
ingly oriented to the developmental
tasks of social roles.

4. Adults are best motivated to learn when
a need arises in their life situation that
will help them satisfy their desire for
information.

5. Adults learn for personal fulfillment,
such as self-esteem or an improved
quality of life.

A limitation of Knowless assumptions
about child versus adult learners is that they are
derived from studies conducted on healthy peo-
ple. Illness and injury, however, have the poten-
tial to exert significant change on the cognitive
and psychological processes used for learning.

The period of adulthood constitutes three
major developmental stages—the young adult
stage, the middle-aged adult stage, and the
older adult stage (Table 5.1). Although adult-
hood, like childhood, can be divided into
various developmental phases, the focus for
learning is quite different. Whereas a child’s
readiness to learn depends on physical, cog-
nitive, and psychosocial development, adults
have essentially reached the peak of their phys-
ical and cognitive capacities.

The emphasis for adult learning revolves
around differentiation of life tasks and social
roles with respect to employment, family, and
other activities beyond the responsibilities of
home and career (Merriam & Bierema, 2014).
In contrast to childhood learning, which is
subject centered, adult learning is problem
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centered. The prime motivator to learn in
adulthood is the ability to apply knowledge
and skills for the solution of immediate prob-
lems. Unlike children, who enjoy learning for
the sake of gaining an understanding of them-
selves and the world, adults must clearly per-
ceive the relevancy of acquiring new behaviors
or changing old ones in order to be willing
and eager to learn. In the beginning of any
teaching-learning encounter, therefore, adults
want to know how they will benefit from their
efforts at learning (Knowles et al., 2015).

In contrast to the child learner, who is
dependent on authority figures for learning,
the adult is much more self-directed and inde-
pendent in seeking information. For adults,
past experiences are internalized and form the
basis for further learning. Adults already have a
rich resource of stored information on which to
build a further understanding of relationships
between ideas and concepts (Knowles et al.,
2015). Compared with children, adults grasp
relationships more quickly, but they do not
tolerate learning isolated facts as well. TABLE 5.3

TABLE 5.3 Process Elements of Andragogy

m Pedagogical Approach Andragogical Approach

1. Preparing Learners Minimal

2. Climate Authority oriented
Formal
Competitive

3. Planning By instructor

4. Diagnosis of Needs By instructor

5. Setting of Objectives By instructor

6. Designing Learning Plans
Content units

7. Learning Activities

8. Evaluation By instructor

Logic of subject matter

Transmittal techniques

Provide information

Prepare for participation

Help develop realistic expectations
Begin thinking about content

Relaxed, trusting

Mutually respectful
Informal, warm
Collaborative, supportive
Openness and authenticity
Humanness

Mutual planning by learners and
facilitator

By mutual assessment
By mutual negotiation

Sequenced by readiness
Problem units

Experiential techniques (inquiry)

Mutual rediagnosis of needs
Mutual measurement of program

Reproduced from Knowles, M. S., Holton, E. F,, & Swanson, R. A. (2015). The adult learner: The definitive classic in adult education and human resource development
(8th ed.). London, England: Routledge: Taylor and Francis Group. Copyright © 2015 by Routledge. Reproduced with permission of Taylor & Francis Books UK.



highlights the main differences between teach-
ing children and teaching adults.

Because adults already have established
ideas, values, and attitudes, they also tend
to be more resistant to change. In addition,
adults must overcome obstacles to learning
that are very different from those faced by
children. For example, they have the bur-
den of family, work, and social responsibili-
ties, which can diminish their time, energy,
and concentration for learning. Also, their
need for self-direction may present prob-
lems because various stages of illness, and
the healthcare setting in which they may find
themselves can force dependency. Anxiety,
too, may negatively affect their motivation
and ability to learn, especially if the content
is perceived as difficult (Kinkead, Miller, &
Hammett, 2016). Furthermore, some adults
may feel too old or too out of touch with the
formal learning of the school years to learn
new things. If past experiences with learning
were not positive, they may also shy away
from assuming the role of learner for fear of
the risk of failure (Merriam & Bierema, 2014).

Although healthcare educators can con-
sider adult learners as autonomous, self-
directed, and independent, these individuals
often want and need structure, clear and con-
cise specifics, and direct guidance. As such,
Taylor, Marienau, and Fiddler (2000) label
adults as “paradoxical” learners.

Only recently has it been recognized that
learning is a lifelong process that begins at
birth and does not cease until the end of life.
Growth and development are a process of
becoming, and learning is inextricably a part
of that process. As a person matures, learning
is a significant and continuous task to maintain
and enhance oneself (Knowles, 1990; Knowles
et al.,, 2015). Social scientists now recognize
that adulthood “is not a single monolithic stage
sandwiched between adolescence and old age”
(Crandell, Crandell, & Vander Zanden, 2012,
p- 403), and neuroscientific research demon-
strates brain plasticity that enables learning
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and improvement of memory into old-old age
(Arfanakis et al., 2016; Zinke, Zeintl, Eschen,
Herzog, & Kliegel, 2012).

Adults pursue learning throughout their
lives for a variety of reasons. Basically, three
categories describe the general orientation of
adults toward continuing education (Knowles
et al., 2015; Miller & Stoeckel, 2016):

1. Goal-oriented learners engage in edu-
cational endeavors to accomplish clear
and identifiable objectives. Continu-
ing education for them is episodic and
occurs as a recurring pattern through-
out their lives as they realize the need
for, or an interest in, expanding their
knowledge and skills. Adults attend
night courses or professional work-
shops to build their expertise in a spe-
cific subject or for advancement in their
professional or personal lives.

2. Activity-oriented learners select educa-
tional activities primarily to meet social
needs. The learning of content is sec-
ondary to their need for human contact.
Although they may choose to partici-
pate in support groups, special-interest
groups, or self-help groups, or attend
academic classes because of an interest
in a topic being offered, they join essen-
tially out of their desire to be around oth-
ers and converse with people in similar
circumstances—retirement, parenting,
divorce, or widowhood. Their drive is to
alleviate social isolation or loneliness.

3. Learning-oriented learners view them-
selves as perpetual students who seek
knowledge for knowledge’s sake. They
are active learners throughout their
lives and tend to join groups, classes, or
organizations with the anticipation that
the experience will be educational and
personally rewarding.

In most cases, all three types of learners
initiate the learning experience for themselves.
In planning educational activities for adults, it is
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important to determine their motives for want-
ing to be involved. That is, it is advantageous
for the healthcare educator to understand the
purpose and expectations of the individuals
who participate in continuing education pro-
grams. Armed with that knowledge, the health-
care educator can best serve learners through
the role of facilitator for referral or resource
information, thereby embracing the adults
state of independence and interdependence
(Musinski, 1999).

Obviously, there are many differences
between child and adult learners (Table 5.1
and Table 5.3). As the following discussion
clearly reveals, there also are differences in
the characteristics of adult learners within the
three developmental stages of adulthood.

Young Adulthood
(20-40 Years of Age)

The transition from adolescence to becom-
ing a young adult has been termed emerging
adulthood. Early adulthood is composed of the
cohort belonging to the millennial generation.
Members of this generation exhibit positive
characteristic traits such as self-reliance and
rapid assimilation of information yet also
present unique challenges to the healthcare
educator because of their general tendencies to
be in a hurry for success and to reject authori-
tative teaching styles. This age cohort encom-
passes approximately 75 million Americans, is
more ethnically diverse than previous genera-
tions, and, similar to Generation Z, is techno-
logically savvy (Farrell & Hurt, 2014).

Young adulthood is a time for establishing
long-term, intimate relationships with other
people, choosing a lifestyle and adjusting to
it, deciding on an occupation, and managing
a home and family. These decisions lead to
changes in the lives of young adults that can be
a potential source of stress for them. It is a time
when intimacy and courtship are pursued, and
spousal and/or parental roles are developed
(Santrock, 2017).

Physical, Cognitive, and
Psychosocial Development

During this period, physical abilities for most
young adults are at their peak, and the body
is at its optimal functioning capacity (Crandell
et al., 2019). The cognitive capacity of young
adults is fully developed, but with matura-
tion, they continue to accumulate new knowl-
edge and skills from an expanding reservoir
of formal and informal experiences. Young
adults continue in the formal operations stage
of cognitive development (Piaget, 1951, 1952,
1976). These experiences add to their percep-
tions, allow them to generalize to new situa-
tions, and improve their abilities to analyze
critically, solve problems, and make decisions
about their personal, occupational, and social
roles. Their interests for learning are oriented
toward those experiences that are relevant for
immediate application to problems and tasks
in their daily lives. Young adults are motivated
to learn about the possible implications of var-
ious lifestyle choices (Crandell et al., 2019).

Erikson (1963) describes the young adult’s
stage of psychosocial development as the period
of intimacy versus isolation. During this time,
individuals work to establish trusting, satisfy-
ing, and permanent relationships with others
(Table 5.2). They strive to make commitments
to others in their personal, occupational, and
social lives. As part of this effort, they seek to
maintain the independence and self-sufficiency
they worked to obtain in adolescence.

Young adults face many challenges as
they take steps to control their lives. Many
of the events they experience are happy and
growth promoting from an emotional and
social perspective, but they also can prove
disappointing and psychologically draining.
The new experiences and multiple decisions
young adults must make regarding choices
for marriage, parenthood, higher education,
career, and geographical location can be
quite stressful. Young adults realize that the
avenues they pursue will affect their lives for
years to come (Santrock, 2017).



Teaching Strategies

Based on the paucity of literature on health
teaching of individuals who belong specifically
to this age cohort, young adulthood is the life-
span period that has received the least attention
by healthcare educators. At this developmental
stage, most individuals do not face the emer-
gence of the chronic diseases that are more
characteristic of the middle-age and older years.
Young adults are generally very healthy and
tend to have limited exposure to health profes-
sionals. Their contact with the healthcare sys-
tem is usually for preemployment, college, or
presport physicals; for a minor episodic com-
plaint; or for pregnancy and contraceptive care
(Orshan, 2008). At the same time, young adult-
hood is a crucial period for the establishment of
behaviors that help individuals to lead healthy
lives, both physically and emotionally. Young
adulthood “is a critical period of development
with long-lasting implications for a person’s eco-
nomic security, health and well-being” (Bonnie,
Stroud, & Breiner, 2015, p. 1). Many of the
choices young adults make, if not positive ones,
will be difficult to modify later. As Havighurst
(1976) notes, this stage is full of “teachable
moment” opportunities, and healthcare provid-
ers must take advantage of every opportunity to
promote healthy behaviors with this population
(Hinkle, 2014).

Health promotion is the most neglected
aspect of healthcare teaching at this stage of
life. Yet, many of the health issues related to
risk factors and stress management are impor-
tant to deal with to help young adults establish
positive health practices for preventing prob-
lems with illness in the future. The major fac-
tors that need to be addressed in this age group
are healthy eating habits, regular exercise, and
avoiding drug abuse. Such behaviors will reduce
the incidence of high blood pressure, elevated
cholesterol, obesity, smoking, and overuse of
alcohol and drugs (Santrock, 2017). In addi-
tion, young adults can benefit from coaching on
financial planning, such as the establishment of
health savings accounts (HSAs), to cover future
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healthcare costs that they may not yet have con-
sidered (Fronstin, 2017).

The health professional as educator must
find a way of reaching and communicating
with this audience about health promotion and
disease prevention measures. The healthcare
educator need not wait for learning readiness to
develop. Rather, such readiness can be actively
fostered through experiences the provider cre-
ates. Knowledge of the individual’s lifestyle can
provide cues to concentrate on when determin-
ing specific aspects of education for the young
adult. For example, if the individual is plan-
ning marriage, then establishing healthy rela-
tionships, family planning, contraception, and
parenting skills are potential topics to address
during teaching (Orshan, 2008). The motiva-
tion for adults to learn comes in response to
internal drives, such as need for self-esteem,
a better quality of life, or job satisfaction, and
in response to external motivators, such as
job promotion, more money, or more time to
pursue outside activities (Crandell et al., 2019;
Miller & Stoeckel, 2016).

When young adults are faced with acute or
chronic illnesses or disabilities, many of which
may significantly alter their lifestyles, they are
stimulated to learn to maintain their indepen-
dence and return to normal life patterns. It is
likely they will view an illness or disability as
a serious setback to achieving their immediate
or future life goals.

Because adults typically desire active par-
ticipation in the educational process, when-
ever possible, it is important for the health
professional as educator to allow them the
opportunity for mutual collaboration in health
education decision making. They should be
encouraged, as Knowles (1990) suggested, to
select what to learn (objectives), how they want
material to be presented (teaching methods
and tools), and which indicators will be used
to determine the achievement of learning goals
(evaluation). Also, it must be remembered
that adults bring to the teaching-learning
situation a variety of experiences that can
serve as the foundation on which to build new
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learning. Consequently, it is important to draw
on their personal experiences to make learning
relevant, useful, and motivating. Young adults
tend to be reluctant to expend the resources of
time, money, and energy to learn new infor-
mation, skills, and attitudes if they do not see
the content of instruction as relevant to their
current lives or anticipated problems (Collins,
2004; Knowles et al., 2015).

Teaching strategies must be directed at
encouraging young adults to seek informa-
tion that expands their knowledge base, helps
them control their lives, and bolsters their self-
esteem. Whether they are well or ill, young adults
need to know about the opportunities available
for learning. Young adults can be made aware
of health issues and learning opportunities in
a variety of settings, such as physicians’ offices,
student health services, health fairs, commu-
nity and outpatient clinics, or hospitals. In all
cases, these educational opportunities must be
convenient and accessible to them in terms of
their lifestyle with respect to work and fam-
ily responsibilities. Relevant, applicable, and
practical information is what adults desire and
value—they want to know “What's in it for
me?” according to Collins (2004).

Because they tend to be very self-directed
in their approach to learning, young adults do
well with written patient education materials
and audiovisual tools, including computer-
assisted instruction, that allow them to self-pace
their learning independently. Group discussion
is an attractive method for teaching and learn-
ing because it provides young adults with the
opportunity to interact with others of similar
age and in similar situations, such as in parent-
ing groups, prenatal classes, exercise classes, or
marital adjustment sessions. Although assess-
ment before teaching helps to determine the
level at which to begin teaching, no matter what
the content, the enduring axiom is to make
learning easy and relevant. To facilitate learn-
ing, present concepts logically from simple to
complex and establish conceptual relationships
through specific application of information
(Collins, 2004; Musinski, 1999).

Middle-Aged Adulthood
(41-64 Years of Age)

Just as adolescence is the link between child-
hood and adulthood, midlife is the transition
period between young adulthood and older
adulthood. Middle-aged Americans make up
about one-fourth of the population, and cur-
rently they include members of the baby boom
generation as well as the Generation Xers who
are following in their footsteps. Middle-aged
adulthood was once one of the most neglected
age periods. However, the baby boomers, con-
stituting the largest cohort of any generation
in history, have received more attention from
developmental psychologists and healthcare
providers than did previous generations.

Having precipitated the cultural revo-
lution of the 1960s during their youth, the
baby boomers have redefined social standards
throughout their lives, most recently reshap-
ing what it means to be middle aged. As more
people live longer and tend to retain a youth-
ful outlook later into their lives, adults are no
longer considered to be “over the hill” when
they celebrate their 40th birthday. Middle age
for many healthy adults is starting later and
lasting longer. Remember, chronological age
is one factor, but biological, psychological, and
social age also must be considered (Newman &
Newman, 2015; Santrock, 2017).

Current middle-aged adults are the best
educated generation in history, and they have
the potential to enjoy a healthier life than ever
before because of medical discoveries that can
stave off the aging process (Crandell et al., 2019;
Santrock, 2017). However, this generation has
also faced significant challenges that for many
threaten to compromise health and well-being
as they grow older. The Great Recession of 2008
caused many members of this generation to lose
their livelihoods and their savings, and for many
more, the economic climate during the follow-
ing years decreased their ability to build wealth
or to establish a comfortable lifestyle for their
middle-age years (Gould, 2014). For the first



time since the early 1900s, a large percentage of
Americans have demonstrated inability to meet
or exceed the standard of living attained by their
parents (Chetty et al., 2017).

Middle age is a time when people tend to
reflect on the contributions they have made
to family and society, relish in their achieve-
ments, and reexamine their goals and values
(Newman & Newman, 2015). Members of this
cohort who have been highly accomplished
in their careers are among the most afflu-
ent in history. Their sense of who they are is
well developed, their children are grown, and
they have time to share their talents, serve as
mentors for others, and pursue new or latent
interests. However, those who have struggled
financially face stress about supporting them-
selves into old age and shame over failing to
leave a legacy for their children. These stress-
ors have contributed to the opioid addiction
problem that has reached epidemic propor-
tions in recent years (Case & Deaton, 2015).
Thus, for many members of this age cohort,
education about health promotion, financial
planning, stress reduction, and, in some cases,
substance abuse rehabilitation is paramount.

Physical, Cognitive, and
Psychosocial Development

During this stage of maturation, physiological
changes begin to take place. Skin and mus-
cle tone decreases, metabolism slows down,
body weight tends to increase, endurance and
energy levels lessen, hormonal changes bring
about a variety of symptoms, and hearing and
visual acuity start to diminish. All these phys-
ical changes and others affect middle-aged
adults’ self-image, ability to learn, and moti-
vation for learning about health promotion,
disease prevention, and maintenance of health
(Crandell et al., 2019).

The ability to learn from a cognitive
standpoint remains steady for middle-aged
adults as they continue in what Piaget (1951,
1952, 1976) labeled the formal operations stage
of cognitive development. He maintained
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that cognitive development stopped with this
fourth stage (meaning the ability to perform
abstract thinking). However, over the years,
the critics of Piaget’s theory have begun to
assert the existence of postformal operations.
That is, adult thought processes go beyond
logical problem solving to include what is
known as dialectical thinking. This type of
thinking is defined as the ability to search for
complex and changing understandings to find
a variety of solutions to any given situation or
problem. In other words, middle-aged adults
see the bigger picture (Crandell et al., 2019).

For many adults, the accumulation of life
experiences and their proven record of accom-
plishments often allow them to come to the
teaching-learning situation with confidence
in their abilities as learners. However, if their
past experiences with learning were minimal
or not positive, their motivation likely will not
be at a high enough level to facilitate learning
easily. Physical changes, especially with respect
to hearing and vision, may impede learning as
well (Santrock, 2017).

Erikson (1963) labels this psychosocial
stage of adulthood as generativity versus self-
absorption and stagnation. Midlife marks a point
at which adults realize that half of their poten-
tial life has been spent. This realization may
cause them to question their level of achieve-
ment and success. Middle-aged adults, in fact,
may choose to modify aspects of their lives that
they perceive as unsatisfactory or adopt a new
lifestyle as a solution to dissatisfaction.

Developing concern for the lives of
their grown children, recognizing the phys-
ical changes in themselves, dealing with the
new role of being a grandparent, and taking
responsibility for their own parents whose
health may be failing are all factors that may
cause adults in this cohort to become aware
of their own mortality (Table 5.2). During
this time, middle-aged adults may either
feel greater motivation to follow health
recommendations more closely or—just the
opposite—deny illnesses or abandon healthy
practices altogether (Falvo, 2011).
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The later years of middle adulthood are
the phase in which productivity and contri-
butions to society are valued. They offer an
opportunity to feel a real sense of accomplish-
ment from having cared for others—children,
spouse, friends, parents, and colleagues for
whom they have served as mentors. During
this time, individuals often become oriented
away from self and family and toward the larger
community. New social interests and leisure
activities are pursued as they find more time
free from family responsibilities and career
demands. As they move toward their retire-
ment years, individuals begin to plan for what
they want to do after culminating their careers.
This transition sparks their interest in learning
about financial planning, alternative lifestyles,
and ways to remain healthy as they approach
their later years (Crandell et al., 2019).

Teaching Strategies

Depending on individual situations, middle-
aged adults may be facing either a more relaxed
lifestyle or an increase in stress level because of
midlife crisis issues such as menopause, obvi-
ous physical changes in their bodies, respon-
sibility for their own parents’ declining health
status, finances, or concern about how finite
their life really is. They may have regrets and
feel they did not achieve the goals or live up to
the values they had set for themselves in young
adulthood or the expectations others had of
them as young adults. Santrock (2017) cites
research indicating that this stage in life is not
so much seen as a crisis but rather as a period
of midlife consciousness.

When teaching members of this age group,
the health professional must be aware of their
potential sources of stress, the health risk fac-
tors associated with this stage of life, and the
concerns typical of midlife. Misconceptions
regarding physical changes such as meno-
pause are common. Stress may interfere with
middle-aged adults’ ability to learn or may be
a motivational force for learning (Merriam &
Bierema, 2014). Those who have lived healthy

and productive lives are often motivated to con-
tact health professionals to ensure maintenance
of their healthy status. Such contacts represent
an opportune time for the healthcare educator
to reach out to assist these middle-aged adults
in coping with stress and maintaining optimal
health status. Many need and want information
related to chronic illnesses that can arise at this
phase of life (Orshan, 2008).

Adult learners need to be reassured or
complimented on their learning competencies.
Reinforcement for learning is internalized and
serves to reward them for their efforts. Teach-
ing strategies for learning are similar in type to
teaching methods and instructional tools used
for the young adult learner, but the content dif-
fers to coincide with the concerns and prob-
lems specific to this group of learners.

Older Adulthood
(65 Years of Age and Older)

Older adults are the fastest growing sector of
the population. As greater numbers of baby
boomers enter this age cohort, this stage of
development is receiving increased attention,
and perceptions and expectations of old age are
transforming. As of the 2010 U.S. census, this
cohort constitutes approximately 15% of the
U.S. population, but by 2030, the number of
those older than age 65 is projected to increase
to 21%, or approximately 74 million Ameri-
cans (Colby & Ortman, 2015). Those aged 85
and older are expected to more than triple
by 2060, rising to approximately 20 million
(Federal Interagency Forum on Aging-Related
Statistics, 2016). With 49% of the 2017 fed-
eral budget allocated for Medicare, Medicaid,
and Social Security, a considerable portion of
this country’s fiscal resources is used for pro-
grams that support those 65 years and older
(Cubanski & Neuman, 2018).

Some developmentalists have in recent
years begun to categorize older adults into
distinct divisions based on different age
ranges. For example, Santrock (2017) identi-
fies three groups of older adults: the young-old



(65-74 years of age), the old-old (75-84 years
of age), and the oldest-old (85 years and older).
Newman and Newman (2015) have identified
the last stages of aging into two categories:
later adulthood (60-75 years) and elderhood
(75 years until death). These new distinctions
acknowledge a shift in health and productivity
levels of people in the later years according to
biological and social trends.

Most older people have at least one chronic
condition, and many, especially in the later
years, have multiple conditions. On average,
they are hospitalized longer than persons in
other age categories and require more teaching
overall to broaden their knowledge of self-care
to meet their goals for extension of longevity
and increased quality of life. Meanwhile, older
adults begin to contemplate death and often
require education on the establishment of
healthcare proxies and living wills to ensure
that end-of-life care be conducted according
to their wishes when the time comes.

It is approximated by the USDHHS that as
of 2016, the educational profile of older Amer-
icans is as follows: 54% of Hispanics, 77%
of Black Americans, 80% of those of Asian
descent, and 90% of Caucasians older than
65 years of age have a high school education;
this percentage is 84% for the aggregate. These
numbers have increased significantly since
1970, when only 28% of older adults had a high
school diploma. However, currently, only 28%
of them have a college degree at the bachelor’s
level or higher (USDHHS, 2016). Lower edu-
cational levels in some ethnic groups, sensory
impairments, the disuse of literacy skills once
learned, and cognitive changes in the popu-
lation of older adults may contribute to their
decreased ability to read and comprehend
written materials (Centers for Disease Control
and Prevention, 2009, 2016).

For these reasons, their patient education
needs are generally greater and more com-
plex than those for persons in any of the other
developmental stages. Numerous studies have
documented that older adults can benefit from
health education programs. Their compliance,
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if they are given specific health directions,
can be quite high. Given the considerable
healthcare expenditures for older people,
education programs to improve their health
status and reduce morbidity would be a cost-
effective measure (Behm et al., 2014; Mauk,
2018; Robnett & Chop, 2015).

Because American society values physi-
cal strength, beauty, social networking, pro-
ductivity, and integrity of body and mind,
people fear the natural losses that accompany
the aging process. Growing older is a nor-
mal event, yet the inevitable continuation of
human development that results in biolog-
ical, psychological, and social changes with
the passage of time is a reminder of mortality.
Healthcare providers must recognize that a
significant number of older persons respond
to these changes by viewing them as chal-
lenges rather than defeats. Many aspects of
older adulthood can be pleasurable, such as
becoming a grandparent and experiencing
retirement that gives one time to pursue life-
long interests, as well as freedom to explore
new avenues of endeavor (Santrock, 2017).

Ageism describes prejudice against the
older adult. This discrimination based on age,
which exists in most segments of American
society, perpetuates the negative stereotype
of aging as a period of decline (Gavan, 2003;
Miller & Stoeckel, 2016). Ageism, in many
respects, can be compared to the discrimina-
tory attitudes of racism and sexism (Crandell
et al.,, 2019). This bias interferes with inter-
actions between the older adult and younger
age groups and must be counteracted because
it “prevents older people from living lives as
actively and happily as they might” (Ahroni,
1996, p. 48). Given that the aging process is
universal, eventually everyone is potentially
subject to this type of prejudice. Research
shows that focus on healthy development and
positive lifestyle adaptations, rather than on
illnesses and impairments in the older adult,
can serve to reverse the stereotypical images
of aging. Education to inform people of the
significant variations that occur in the ways
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that individuals age and education to help the
older adult learn can combat the prejudice of
ageism as well (Crandell et al., 2019).

The teaching of older persons, known as
geragogy, is different from teaching younger
adults (andragogy) and children (pedagogy).
For teaching to be effective, geragogy must
accommodate the normal physical, cognitive,
and psychosocial changes that occur during
this phase of growth and development (Miller &
Stoeckel, 2016). Until recently, little had been
written about the special learning needs of
older adults that acknowledges the physiologi-
cal and psychological aging changes that affect
their ability to learn.

Age changes, which begin in young and
middle adulthood, progress significantly at this
older adult stage of life. These changes often cre-
ate obstacles to learning unless clinicians under-
stand them and can adapt appropriate teaching
interventions to meet the older person’s needs.
The following discussion of physical, cognitive,
and psychosocial maturation is based on find-
ings reported by numerous authors (Ahroni,
1996; Crandell et al., 2019; Gavan, 2003; Hinkle,
2014; Mauk, 2018; Santrock, 2017).

Physical, Cognitive, and
Psychosocial Development

With advancing age, so many changes occur
that it becomes difficult to establish boundaries
between the physical, cognitive, and psychoso-
cial domains. As a person grows older, natural
physiological changes in all systems of the body
are universal, progressive, decremental, and
intrinsic. Alterations in physiological function-
ing can lead secondarily to changes in learning
ability and social participation. The senses of
sight, hearing, touch, taste, and smell are usually
the first areas of decreased functioning noticed
by adults (Miller & Stoeckel, 2016).

The sensory perceptive abilities that relate
most closely to learning capacity are visual and
auditory changes. Hearing loss, which is very
common beginning in the late 40s and 50s,
includes diminished ability to discriminate

high-pitched, high-frequency sounds. Visual
changes such as cataracts, macular degen-
eration, reduced pupil size, decline in depth
perception, and presbyopia may prevent older
persons from being able to see small print,
read words printed on glossy paper, or drive
a car, particularly at night. Yellowing of the
ocular lens can produce color distortions and
diminished color perceptions.

Other physiological changes affect organ
functioning and result in decreased cardiac
output, lung performance, and metabolic rate;
these changes reduce energy levels and lessen
the ability to cope with stress. Nerve conduc-
tion velocity also is thought to decline by as
much as 15%, influencing reflex times and
muscle response rates. The interrelatedness of
each body system has a total negative cumu-
lative effect on individuals as they grow older.

Aging affects the mind as well as the body.
Cognitive ability changes with age as perma-
nent cellular alterations invariably occur in
the brain itself, resulting in an actual loss of
neurons, which have no regenerative pow-
ers. Physiological research has demonstrated
that people have two kinds of intellectual
ability—crystallized and fluid intelligence.
Crystallized intelligence is the intelligence
absorbed over a lifetime, such as vocabulary,
general information, understanding social
interactions, arithmetic reasoning, and ability
to evaluate experiences. This kind of intelli-
gence increases with experience as people
age. However, it is important to understand
that crystallized intelligence can be impaired
by disease states, such as the dementia seen
in Alzheimer’s disease. Fluid intelligence is
the capacity to perceive relationships, to rea-
son, and to perform abstract thinking. This
kind of intelligence declines as degenerative
changes occur.

The decrease in fluid intelligence results
in the following specific changes:

1. Slower processing and reaction time.
Older persons need more time to pro-
cess and react to information, especially



as measured in terms of relationships
between actions and results. However,
if the factor of speed is removed from
intelligence tests, for example, older
people can perform as well as younger
people. In performance of activities of
daily living when speed is not a fac-
tor, older adults can demonstrate their
true abilities to function well and inde-
pendently (Kray & Lindenberger, 2000).

2. Persistence of stimulus (afterimage).
Older adults can confuse a previous
symbol or word with a new word or
symbol just introduced.

3. Decreased short-term memory. Older
adults sometimes have difficulty remem-
bering events or conversations that
occurred just hours or days before. How-
ever, long-term memory often remains
strong, such as the ability to remem-
ber something from their youth clearly
and accurately.

4.  Increased test anxiety. People in the
older adult years are especially anxious
about making mistakes when perform-
ing; when they do make an error, they
become easily frustrated. Because of
their anxiety, they may take an inor-
dinate amount of time to respond to

Learning Influences in the
Older Adult
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FIGURE5.1 Learning in the older adult.
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questions, particularly on tests that are
written rather than verbal.

5.  Altered time perception. For older per-
sons, life becomes more finite and com-
pressed. Issues of the here and now tend
to be more important, and some adhere
to the philosophy “I'll worry about that
tomorrow.” This way of thinking can
be detrimental when applied to health
issues because it serves as a vehicle for
denial or delay in taking appropriate
action.

Despite the changes in cognition caused by
aging, most research supports the premise that
the ability of older adults to learn and remem-
ber is virtually as good as ever if special care
is taken to slow the pace of presenting infor-
mation, to ensure relevance of material, and to
provide appropriate feedback when teaching
(FIGURE 5.1). For example, older adults tend
not to employ spontaneous mnemonic strate-
gies as readily as do younger adults (Kirchoff,
Gordon, & Head, 2014). However, when they
receive training to apply such strategies con-
sciously, they have been found to demonstrate
improvement in working memory (Karbach &
Verhaeghen, 2014).

Erikson (1963) labels the major psychoso-
cial developmental task at this stage in life as

Maximizing Learning in the
Older Adult
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Data from Mauk, K. L. (2018). Gerontological nursing: Competencies for care (4th ed.). Burlington, MA: Jones & Bartlett Learning; Rendon, D. C., Davis, D. K., Gioiella, E. C., & Tranzillo, M. J. (1986). The right to know,

the right to be taught. Journal of Gerontological Nursing, 12(12), 36.
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ego integrity versus despair. This phase of older
adulthood includes dealing with the reality of
aging, the acceptance of the inevitability that
all persons die, the reconciling of past fail-
ures with present and future concerns, and
developing a sense of growth and purpose for
those years remaining (Table 5.2). The most
common psychosocial tasks of aging involve
changes in lifestyle and social status based on
the following circumstances:

B Retirement

m  Illness or death of spouse, relatives, and
friends

m  The moving away of children, grandchil-
dren, and friends

B Relocation to an unfamiliar environment
such as an extended-care facility or senior
residential living center

After Erikson’s death in 1994, a ninth
stage of psychosocial development, hope
and faith versus despair was published by his
wife in the book The Life Cycle Completed
(Erikson & Erikson, 1998). This new final
stage was developed from notes that Erikson
left behind, along with the conversations he
had with his wife. It addresses those individ-
uals reaching their late 80s and older, iden-
tifying that aging individuals need to accept
greater assistance as their bodies age. The goal
is to find a renewed awareness of self in accor-
dance with this need for additional care while
eventually achieving a new sense of wisdom
that is less materialistic and moves the indi-
vidual beyond physical limits (Crandell et al.,
2019; Erikson & Erikson, 1998). Although this
additional stage has been published for some
time, it has not been incorporated into the lit-
erature discussing Erikson’s stages of develop-
ment. However, C. Brown and Lowis (2003)
conducted a study that did provide some evi-
dence of a distinct differentiation between
stages 8 and 9 in aging individuals.

Depression, grief, loneliness, and iso-
lation, once thought to be common traits
among older adults, have now been found by
researchers to vary from less frequent to no

more frequent than the incidence rate found in
middle adulthood. This situation arises in part
because older adults overall have increased
religiosity. However, depressive symptoms do
increase in the oldest-old and are thought to
be associated with more physical disability,
more cognitive impairment, and lower socio-
economic status.

For those who experience major depres-
sion (the “common cold” of mental disorders),
the most likely predictors are a previous history
of depression, lack of perceived social support,
poor health, disability, and losing members
of the established social network (Santrock,
2017). These losses, which signify a threat to
one’s own autonomy, independence, and deci-
sion making, result in isolation, financial inse-
curity, diminished coping mechanisms, and a
decreased sense of identity, personal value, and
societal worth. With aging, some individuals,
particularly the oldest-old, begin to question
their perception of a meaningful life—that is,
the potential for further enjoyment, pleasure,
and satisfaction. Depressive symptoms in the
oldest-old, especially men, are thought to
be associated with more physical disability,
more cognitive impairment, and lower socio-
economic status (Federal Interagency Forum
on Aging-Related Statistics, 2016; Santrock,
2017).

Separate from biological aging but closely
related are the many sociocultural factors
that affect how older adults see themselves as
competent individuals (Crandell et al., 2019;
Leifer & Hartston, 2013; Newman & Newman,
2015; Santrock, 2017). The following traits
regarding personal goals in life and the values
associated with them are significantly related
to motivation and learning:

1.  Independence. The ability to provide for
their own needs is the most important
aim of most older persons, regardless
of their state of health. Independence
gives them a sense of self-respect, pride,
and self-functioning so as not to be a
burden to others. Health teaching is the



tool to help them maintain or regain
independence.

Social acceptability. Winning approval
from others is a common goal of many
older adults. It is derived from health, a
sense of vigor, and feeling and thinking
young. Despite declining physical attri-
butes, the older adult often has resid-
ual fitness and functioning potentials.
Health teaching can help to channel
these potentials.

Adequacy of personal  resources.
Resources, both external and internal, are
important considerations when assessing
the older adult’s current health and well-
ness status. Life patterns, which include
habits, physical and mental strengths, and
economic situation, should be assessed to
determine how to incorporate teaching
to complement existing regimens and
resources (financial and support system)
with new required behaviors.

Coping mechanisms. The ability to cope
with change during the aging process is
indicative of the person’s readiness for
health teaching. Positive coping mech-
anisms allow for self-change as older
persons draw on life experiences and
knowledge gained over the years. Neg-
ative coping mechanisms indicate an
individual’s focus on losses and show
that his or her thinking is immersed in
the past. The emphasis in teaching is
on exploring alternatives, determining
realistic goals, and supporting large and
small accomplishments.

Meaning of life. For well-adapted older
persons, having realistic goals allows
them the opportunity to enjoy the
smaller pleasures in life, whereas less
well-adapted individuals may be frus-
trated and dissatisfied with personal
inadequacies. Health teaching must be
directed at ways older adults can main-
tain optimal health so that they can
derive pleasure from their leisure years.
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Teaching Strategies

Learning in older adults can be affected by such
sociological, psychological, and cognitive fac-
tors as retirement, economics, mental status,
and information processing abilities (Crandell
et al., 2019; Miller & Stoeckel, 2016; Santrock,
2017). Understanding older persons’ devel-
opmental tasks allows educators to alter how
they approach both well and ill individuals in
terms of counseling, teaching, and establishing
a therapeutic relationship. Clinicians must be
aware of the possibility that older patients may
delay medical attention. Decreased cognitive
functioning, sensory deficits, lower energy
levels, and other factors may prevent early dis-
ease detection and intervention. A decline in
psychomotor performance affects older adults’
reflex responses and their ability to handle
stress. Coping with simple tasks becomes more
difficult. Chronic illnesses, depression, and lit-
eracy levels, particularly among the oldest-old,
have implications with respect to how they
care for themselves (eating, dressing, and tak-
ing medications) and the extent to which they
understand the nature of their illnesses (Mauk,
2018). A study by Kim and Youn (2015) on
self-efficacy, physical activity, physical health,
and mental health in older Korean adults
found that they benefited from participating
in the Chronic Disease Self-Management Pro-
gram (CDSMP), but those with low literacy
had the greatest benefit from this intervention.

In working with older adults, reminiscing
is a beneficial approach to establish a thera-
peutic relationship. Memories can be quite
powerful. Talking with older persons about
their experiences—marriage, children, grand-
children, jobs, community involvement, and
the like—can be very stimulating. Further-
more, their answers will give the clinician
insight into their humanness, their abilities,
their interests, and their concerns.

Too many times health professionals
believe the adage “You can’t teach an old dog
new tricks” Gavan (2003) warns that it is easy
to fall into the habit of believing the myths
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associated with the intelligence, personality
traits, motivation, and social relations of older
adults. She outlined the following prevalent
myths that must be dispelled to prevent harm-
ful outcomes in the older adult when these
myths are assumed to be true:

Myth No. 1: Senility. Intelligence test
scores indicate that many older adults
maintain their cognitive functioning well
into their 80s and 90s. Mental decline is
not always caused by the aging process
itself but rather by disease processes,
medication interactions, sensory deficits,
dehydration, and malnutrition.

Mpyth No. 2: Rigid Personalities. Personality
traits, such as agreeableness, satisfaction,
and extraversion, remainstablethroughout
the older adult years. Although diversity
in personality traits among individuals in
the older population exists as it does in all
other stages of life, labeling older adults
as cranky, stubborn, and inflexible does a
disservice to them.

Myth No. 3: Loneliness. As mentioned,
the belief that older adults are more fre-
quently vulnerable to depression, isola-
tion, and feelings of being lonely has not
been upheld by research, which indicates
that their satisfaction with life continues
at a steady level throughout this period of
adulthood.

Mpyth No. 4: Abandonment. It is untrue that
older adults are abandoned by their chil-
dren, siblings, or good friends. The amount
of contacts older adults have with signifi-
cant others remains constant over time.
Successful aging depends on a support net-
work of extended family and friends.

Crandell et al. (2019) also note that
American culture is preoccupied with youth-
fulness and has distorted notions about late
adulthood that perpetuate negative views
of this generation. There is no typical older
adult—not all individuals in this age group

are unhealthy, unhappy, fearful, institutional-
ized, or disengaged; dwell on their own mor-
tality; or find themselves in financial straits.
Stereotypes can have a very powerful impact
on older adults in both a positive and nega-
tive way, affecting their physical and cognitive
functioning. Positive stereotypes can bring out
the best in a person, whereas negative ones
can lead to fulfillment of a pessimistic state
(Bennett & Gaines, 2010).

Health professional educators may not
even be aware of their stereotypical attitudes
toward older adults. Furthermore, health pro-
viders make assumptions about older clients
that cause them to overlook problems that
could be treatable (Gavan, 2003). To check their
assumptions, providers can think about the last
time they gave instructions to an older patient
and ask themselves the following questions.

m  Did I talk to the family and ignore the
patient when I described some aspect of
care or discharge planning?

m  Did I tell the older person not to worry
when he or she asked a question? Did I
say “Just leave everything up to us”?

®m  DidIeliminate information that I normally
would have given to a younger patient?

m  Did I attribute a decline in cognitive
functioning to the aging process without
considering common underlying causes
in mental deterioration, such as effects of
medication interactions, fluid imbalances,
poor nutrition, or sensory impairments?

All health professionals must remember
that older people can learn, but their abilities
and needs differ from those of younger per-
sons. The process of teaching and learning is
much more rewarding and successful for both
the provider and the patient if it is tailored to
fit the older adult’s physical, cognitive, motiva-
tional, and social differences.

Because changes during aging vary con-
siderably from one individual to another, it
is essential to assess each learner’s physical,
cognitive, and psychosocial functioning lev-
els before developing and implementing any



teaching plan (Miller & Stoeckel, 2016). Keep
in mind that older adults have an overall lower
educational level of formal schooling than
does the remainder of the population. Also,
they were raised in an era when consumerism
and health education were practically nonexis-
tent. As a result, older people may feel uncom-
fortable in the teaching-learning situation and
may be reluctant to ask questions.

As the older population becomes more
educated and in tune with consumer activism
in the health field, these individuals will likely
have an increased desire to participate actively
in decision making and demand more detailed
and sophisticated information. Healthcare
educators must take steps to support older cli-
ents in making decisions affecting their health
(Mauk, 2018). This increased participation by
clients can assist in managing chronic diseases,
promoting quality and safety in healthcare
organizations, and ensuring effective rede-
sign of care and treatment-related processes
(Longtin et al., 2010). Further, the involve-
ment of clients in deciding the course of their
own care is supported by Healthy People 2020
(USDHHS, 2014).

Health education for older persons should
be directed at promoting their involvement
and changing their attitudes toward learning
(Mauk, 2018). A climate of mutual respect in
which they are made to feel important for what
they once were, as well as for what they are
today, should be cultivated. Interaction needs
to be supportive, not judgmental.

Interventions work best when they take
place in a casual, informal atmosphere. In the
primary care setting, where time is often lim-
ited, it may be beneficial to schedule additional
time, if possible, to allow for a more relaxed
environment. Individual and situational vari-
ables such as motivation, life experiences, edu-
cational background, socioeconomic status,
health or illness status, and motor, cognitive,
and language skills may all influence the ability
of the older adult to learn.

Smith (2014) found that 59% of those
persons older than age 65 are engaged in some
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type of computer use. Thus, although many
older adults routinely use computers, a good
number do not. Assuming that the client has
the computer skills necessary to look up health-
care information or engage in self-education
can derail learning. Thus, healthcare educators
are advised to provide non-computer-based
learning materials to older clients on an as-
needed basis. As the population continues
to age, computer use will be more prevalent
and preferred by older clients who have been
comfortable using technology to increase their
knowledge (Mauk, 2018). However, despite the
cognitive comfort some aging clients have with
technology, the provider may need to suggest
adaptive devices for the computer to accom-
modate the physical changes of aging and to
avoid repetitive strain injuries.

Some of the more common aging changes
that affect learning and the teaching strategies
specific to meeting the needs of the older adult
are summarized in Table 5.1. When teaching
older persons, abiding by the following specific
tips can create an environment for learning
that considers major changes in their physi-
cal, cognitive, and psychosocial functioning
(Crandell et al., 2019; Mauk, 2018; Robnett &
Chop, 2015; Santrock, 2017):

Physical Needs

1. To compensate for visual changes,
teaching should be done in an envi-
ronment that is brightly lit but without
glare. Visual aids should include large
print, well-spaced letters, and the use
of primary colors. The educator should
wear bright colors and a visible name
tag. Use white or off-white, flat matte
paper and black print for posters, dia-
grams, and other written materials.

Because of older persons’ difficulty
in discriminating certain shades of
color, avoid blue, blue-green, and vio-
let hues. Keep in mind that tasks that
require recognizing different shades
of color, such as test strips measuring
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the presence of sugar in the urine, may
present learning difficulties for older
patients. Color distortions can have an
especially devastating effect on learn-
ing if, for example, the type of pills are
referred to by color in guiding patients
to take medications as prescribed.
Green, blue, and yellow pills may all
appear gray to older persons.

Accommodations should be made
tomeetolderadults’ physical needs, such
as arranging seats so that the learner
is reasonably close to the instructor and
to any visual aids that may be used. For
patients who wear glasses, be sure that
they are readily accessible, lenses are
clean, and frames are properly fitted.
To compensate for hearing loss, elimi-
nate extraneous noise, avoid covering
your mouth when speaking, directly
face the learner, and speak slowly with
clear enunciation and demarcation
between words. These techniques assist
the learner who may be seeking visual
confirmation of what is being said.

Low-pitched voices are heard best,
but be careful not to drop your voice
at the end of words or phrases. Do
not shout, because it distorts sounds,
and the decibel level is usually not a
problem for individuals with hearing
impairments. The intensity of sound
seems to be less important than the
pitch and rate of auditory stimuli.

Word speed should not exceed 140
words spoken per minute. If the learner
uses hearing aids, be sure he has work-
ing batteries. Ask for feedback from the
learner to determine whether you are
speaking too softly, too quickly, or not
distinctly enough. When addressing a
group, microphones are useful aids.

Be alert to nonverbal cues from the
audience. Participants who are having
difficulty hearing your message may
try to compensate by leaning forward,
turning the good ear to the speaker, or

cupping their hands to their ears. Ask
older persons to repeat verbal instruc-
tions to be sure they heard and inter-
preted correctly the entire message.

To compensate for musculoskeletal
problems, decreased efficiency of the
cardiovascular system, and reduced
kidney function, keep sessions short,
schedule frequent breaks to allow for
use of bathroom facilities, and allow
time for stretching to relieve painful,
stiff joints and to stimulate circulation.
Provide pain medication and encour-
age the learner to follow her usual pain
management routine. Also, provide
comfortable seating.

To compensate for any decline in cen-
tral nervous system functioning and
decreased metabolic rates, set aside
more time for the giving and receiv-
ing of information and for the prac-
tice of psychomotor skills. Also, do
not assume that older persons have the
psychomotor skills necessary to handle
technological equipment for self-paced
learning, such as computers and mouse,
smartphones, ear buds instead of head-
sets, and MP3 players. In addition, they
may have difficulty with independently
applying prostheses or changing dress-
ings because of decreased strength and
coordination. Be careful not to mis-
interpret the loss of energy and motor
skills as a lack of motivation.

To compensate for the impact of hearing
and visual changes on computer use, be
sure that the speakers on the computer
are working well and use headphones
to block background noise. The com-
puter screen should be clean and free of
glare, offer good resolution, and provide
large enough print. Further, clients with
arthritis may need to learn alternative
ways to use the mouse (Mauk, 2018).
TABLE 5.4 outlines specific strategies that
can assist older adults in overcoming
problems associated with computer use.
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TABLE 5.4 Problems That Can Be Overcome by Older Adults Using Comput

Age Change Effect on Computer Use Possible Solutions

Use earphones to enhance hearing
and eliminate background noise.

Speak slowly and clearly when
recording or verbally conveying a
message electronically.

Hearing Sound from computer may not be
heard
Vision Vision declines, need for bifocal glasses,

Motor control

viewing monitor may be difficult,
problems with glaucoma and
light/colors

May affect use of keyboard or control

tremors of mouse, may not be able to hold the
mouse and consistently click correct
mouse buttons

Arthritis May not be able to hold the mouse
and consistently click correct mouse
buttons

Attention Problems with inability to focus and

span making correct inferences

Cognitive Needs

1.

To compensate for a decrease in fluid
intelligence, provide older persons with
more opportunities to process and react
to information and to see relationships
between concepts. Research has shown
that older adults can learn anything if new
information is tied to familiar concepts
drawn from relevant past experiences.
When teaching, health professionals
should avoid presenting long lists but
rather divide a series of directions for
action into short, discrete, step-by-step

Adjust monitor’s tilt to eliminate glare.

Change size of font to 14.

Make sure contrast is clear.

Change the screen resolution to
promote color perception.

Highlight area and press Enter.

Avoid double-clicking.

Provide large-button keyboard and/or
keyboard guards.

Highlight area and press Enter.

Teach how to use options on keyboard.

Teach optimal seating and hand
positioning.

Suggest ergonomic keyboards.

Explore voice activation options.

Priming—introduce concept early on.
Repetition is key to retention.
Use cheat sheets.

messages and then wait for a response
after each one. For instance, to give
directions about following different
menus depending on exercise levels, they
can use an active voice to personalize the
message. In this case, instead of saying,
“Use menu A if not active; use menu B
if somewhat active; use menu C if very
active,” they should say, “You should use
menu A if you are not active” Then wait
for the learner’s response, which might
be, “That’s what I should eat if 'm not
very active?” The healthcare educator
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can follow up with the response, “That’s
right. And if you are somewhat active,
you should . .”

Older persons tend to confuse
previous words and symbols with a
new word or symbol being introduced.
Again, health professional educators
can wait for a response before they
introduce a new concept or word defi-
nition. For decreased short-term mem-
ory, coaching and repetition are very
useful strategies that assist with recall.
Memory also can be enhanced by
involving the learner in devising ways
to remember how or when to perform
a procedure. Because many older adults
experience test anxiety, try to explain
procedures simply and thoroughly,
reassure them, and, if possible, give ver-
bal rather than written tests.

Be aware of the effects of medications
and energy levels on concentration,
alertness, and coordination. Try to
schedule teaching sessions before or
well after medications are taken and
when the person is rested. The patient
who has just returned from a diag-
nostic procedure will likely lack the
energy needed to attend to learning.
Educational components of a physical
or occupational therapy intervention
should be included before physical
exertion because the patient may be too
fatigued to absorb information at the
end of the session.

Be certain to ask what an individual
already knows about a healthcare issue
or technique before explaining it. Rep-
etition for reinforcement of learning
is one thing; repeating information
already known may seem patronizing.
Conversely, healthcare educators should
never assume that because someone has
been exposed to information before,
he or she has in fact learned it. Con-
firm patients’ level of knowledge before

beginning to teach. Basic information
should be understood before progress-
ing to more complex information.
Convincing older persons of the use-
fulness of what the educator is teach-
ing is only half the battle in getting
them motivated. Healthcare educators
may also have to convince patients
that the information or technique they
are teaching is correct. Anything that
is entirely strange or that upsets estab-
lished habits is likely to be far more
difficult for older adults to learn. Infor-
mation that confirms existing beliefs
(cognitive schema) is better remem-
bered than information that contradicts
these beliefs. Patients with chronic ill-
nesses frequently have established sche-
mas about their medical conditions that
they have embraced for years.

As perception slows, the older per-
son’s mind has more trouble accom-
modating to new ways than does the
mind of a younger person. Find out
about older persons’ health habits and
beliefs before trying to change their
ways or teach something new. For
example, many older adults were taught
as children that pain is a sign that some-
thing is wrong, and they should always
stop whatever they are doing if it causes
pain. Educators need to identify this
belief before trying to teach them that
they sometimes need to move through
their pain to avoid stiffness and joint
contractures.

Arrange for brief teaching sessions
because a shortened attention span
(attentional narrowing) requires sched-
uling a series of sessions to provide suf-
ficient time for learning. In addition,
if the material is relevant and focused
on the here and now, older persons are
more likely to be attentive to the infor-
mation being presented. If procedures
or treatments are perceived as stressful



or emotionally threatening, attentional
narrowing occurs.

Recognize that the process of conceptu-
alizing and the ability to think abstractly
become more difficult with aging. Con-
clude each teaching session with a sum-
mary of the information presented and
allow for a question-and-answer period
to correct any misconceptions.

FIGURE 5.2 presents strategies to meet the
cognitive needs of older adults.

Elements of
Learning Process
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Psychosocial Needs

1.

Assess family relationships to deter-
mine how dependent the older person
is on other members for financial and
emotional support. In turn, health pro-
fessionals as educators can explore the
level of involvement by family mem-
bers in reinforcing the lessons they are
teaching and in giving assistance with
self-care measures. Do family mem-
bers help the older person to function

Strategies to
Facilitate Learning

LEARNING

LEARNING

REMEMBERING

REMEMBERING

FIGURE 5.2 A basic gerontological teaching-learning model for nursing.

Reproduced from Rendon, D. C., Davis, D. K., Gioiella, E. C., & Tranzillo, M. J. (1986). The right to know, the right to be taught. Journal of Gerontological Nursing, 12(12), 36. Reproduced with permission of SLACK

Incorporated.
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independently, or do they foster depen-
dency? With permission of the patient,
include family members in teaching
sessions, and enlist their support.

2. Determine availability of resources.
A lack of resources can sabotage any
teaching plan, especially if the recom-
mendations include expecting older
adults to carry out something they can-
not afford or lack the means to do, such
as buying or renting equipment, having
transportation to therapy or teaching
sessions, purchasing medications, and
the like.

3. Encourage active involvement of older
adults to improve their self-esteem and
to stimulate them both mentally and
socially. Teaching must be directed at
helping them find meaningful ways to
use talents acquired over their lifetime.
Establishing a rapport based on trust
can provide them contact with others to
bolster their sense of self-worth.

4. Identify coping mechanisms. There
is no other time in the life cycle that
carries with it the number of develop-
mental tasks associated with adaptation
to loss of roles, social and family con-
tacts, and physical and cognitive capac-
ities that this time does. Teaching must
include offering constructive methods
of coping.

The older person’s ability to learn may be
affected by the methods and materials cho-
sen for teaching. One-to-one instruction pro-
vides a nonthreatening environment for older
adults in which to meet their individual needs
and goals. This teaching approach helps them
to compensate for their special deficits and
promotes their active participation in learn-
ing. Group teaching also can be a beneficial
approach for fostering social skills and main-
taining contact with others through shared
experiences.

Self-paced instructional tools may be very
appropriate, but it is important to know the

client’s previous learning techniques, mental
and physical abilities, and comfort levels with
certain approaches before assigning any such
tools. Older adults grew up in a time when
technology was very different than it is today,
and those who have always learned by reading
and discussion may not like electronic devices.
Introducing new teaching methods and tools,
such as the use of a computer, interactive video
formats, and smartphone applications, with-
out adequate instructions on how to operate
these technical devices may inhibit learning by
increasing anxiety and frustration levels and
may adversely affect self-esteem.

Games, role play, demonstration, and
return demonstration can be used to rehearse
problem-solving and psychomotor skills if these
methods, and the tools used to complement
them, are designed appropriately to accommo-
date the various developmental characteristics
of this age group. For example, speed or compe-
tition should not be factors in the games chosen,
and plenty of time should be reserved for return
demonstrations. These teaching methods stim-
ulate learning and can offer opportunities to put
knowledge into active practice. Written materi-
als, if appropriate in terms of literacy level and
visual acuity of the older adult, are excellent
adjuncts to augment, supplement, and reinforce
verbal instructions.

» The Role of the Family
in Patient Education

The role of the family is considered one of the
key variables influencing positive patient care
outcomes. The primary motives in patient
education for involving family members in the
care delivery and decision-making process are
to decrease the stress of hospitalization, reduce
costs of care, increase satisfaction with care,
reduce hospital readmissions, and effectively
prepare the patient for self-care management
outside the healthcare setting. Family caregiv-
ers provide critical emotional, physical, and




social support to the patient (Gavan, 2003;
James & Hughes, 2016; Reinhard, Levine, &
Samis, 2012).

Future projections indicate that the num-
ber of Americans who need long-term ser-
vices and supports in the home will continue
to grow at a significant rate, more than dou-
bling from 12 million today to 27 million by
2050. According to federal statistics, 20% of
individuals over 65 years of age need assis-
tance from an informal caregiver with at least
one activity of daily living, such as medication
administration, and for those over 85 years of
age, this percentage increases to 41%. Based on
2013 data, it is estimated that the approximate
value of services provided to adults by family
caregivers is $470 billion annually (James &
Hughes, 2016).

The role of family caregivers is central to
the quality of care for older adults in the com-
munity. Although the physical, emotional, and
financial toll on caregivers can be great (James &
Hughes, 2016), including the family mem-
bers in the teaching-learning process helps to
ensure that the situation is a win-win scenario
for both the clients and the healthcare educa-
tors. Family role enhancement and increased
knowledge on the part of the family have pos-
itive benefits for the learners and the teach-
ers. Patients derive increased satisfaction and
greater independence in self-care, and pro-
viders experience increased job satisfaction
and personal gratification in helping patients
to reach their potential and achieve successful
outcomes (Gavan, 2003).

Numerous life-span development and
educational psychology theories provide the
conceptual frameworks for understanding
the dynamics and importance of family rela-
tionships as influential in achieving teaching-
learning outcomes. Although a great deal of
attention has been given to the ways in which
young and adolescent families function, com-
paratively less attention has been paid to the
dynamics of the complex interactions that
characterize the aging family (Gavan, 2003).
However, as the population of older adults
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continues to grow, the field of family gerontol-
ogy has become an emergent area of research.
For example, Blieszner and Bedford (2012)
offer a compendium of information regard-
ing the aging family, including dynamics
between adult children and their parents and
the importance of sibling relationships as peo-
ple age. Kusaba et al. (2016) conducted a study
on caregivers responsible for older family
members, finding that their perceptions about
burden of care were strongly influenced by
family dynamics such as scapegoating, disen-
gagement, undesirable behavior patterns, and
transfer of problems across generations. These
authors advise health professionals to consider
these dynamics when talking to caregivers.

In patient education, the clinician may
be tempted to teach as many family members
as possible. Realistically, it is difficult to coor-
dinate the instruction of so many different
people. The more individuals involved, the
greater the potential for misunderstanding of
instruction. The family must make the deliber-
ate decision as to who is the most appropriate
person to take the primary responsibility as
the caregiver.

The health professional as educator must
determine how caregivers feel about the role
of providing supportive care and about learn-
ing the necessary information. They must also
explore caregiver learning style preferences,
cognitive abilities, fears and concerns, and
current knowledge of the situation. The family
and the provider may perceive the patient prob-
lem differently (Mauk, 2018). Such difference
must be identified so that effective teaching
can be provided. The caregiver needs similar
information to what the patient is given to pro-
vide support, feedback, and reinforcement of
self-care consistent with prescribed regimens
of care. In some situations, a secondary care-
giver is identified and also must be considered
when teaching.

Sometimes the family members need
more information than the patient to com-
pensate for any sensory deficits or cognitive
limitations the patient may have. Anticipatory
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teaching with family caregivers can reduce
their anxiety, uncertainty, and lack of confi-
dence. What the family is to do is important,
but what the family is to expect also is essential
information to be shared during the teaching-
learning process (Haggard, 1989). The greatest
challenge for caregivers is to develop confi-
dence in their ability to do what is right for the
patient. Education is the means to help them
confront this challenge (Reinhard et al., 2012).

The family can be the educator’s greatest
ally in preparing the patient for discharge and
in helping the patient to become independent
in self-care. The patients family is perhaps
the single most significant determinant of the
success or failure of the education plan and
achievement of successful aging (Capezuti,
2014; Gavan, 2003; Haggard, 1989). Rankin and
Stallings’s 2001 model for patient and family
education serves as a foundation for assessing
the family profile to determine the family mem-
bers’ understanding of the actual or potential
health problem(s), the resources available to
them, their ways of functioning, and their edu-
cational backgrounds, lifestyles, and beliefs.

Education is truly the most powerful tool
health professionals possess to ensure optimal
care and the transfer of power to the patient-
family dyad. It is imperative that attention be
focused on both the assumed and the expected
responsibilities of family caregivers. The role
of the family has been stressed in each devel-
opmental section in this chapter. Table 5.1 out-
lines appropriate interventions at each stage in
the life cycle and can be shared with families as
a helpful resource to guide their reinforcement
of health education at home.

» State of the Evidence

In an extensive review of the literature, a sig-
nificant number of studies from both primary
and secondary sources carried out by health-
care professionals were found to support the
application of teaching and learning principles
to the education of middle-aged and older

adult clients in various healthcare settings.
However, current healthcare research focusing
specifically on patient education approaches
applicable to the age cohorts of children, ado-
lescents, and the young adult population, as
well as instructional needs of family members
as caregivers, is lacking.

For example, the article by Richmond and
Kotelchuck (1984), written more than three
decades ago, remains an excellent and thorough
examination of health maintenance in children,
including children’s cognitive understanding of
health and disease, their psychological control
over health, parental and media influences on
health behaviors, the impact of school health
education, and the role of health profession-
als in the management of childhood illness
and health services for children. Currently, the
National Resource Center for Health and Safety
in Child Care and Early Education (2019)
publishes up-to-date information on perfor-
mance standards and guidelines for a program
of healthcare activities for children. However,
updated information in the healthcare literature
on the application of new approaches to pro-
mote child health is sorely needed.

To bolster general understanding of the
physical, cognitive, and psychosocial (emo-
tional) traits of human development across
the life span, plenty of excellent resources, well
grounded by research evidence, exist in the
fields of psychology in general and educational
psychology in particular. However, much of
the educational psychology literature focuses
extensively on the application of teaching
and learning principles only to preschool and
K-12 classrooms. Understandably, life-span
developmental scientists do not specifically
consider health education of well individuals
with respect to disease prevention, risk reduc-
tion, and health promotion efforts or to health
promotion, maintenance, and rehabilitation
measures for persons who are acutely and
chronically ill. The application and translation
of developmental characteristics to the teach-
ing and learning aspects of healthcare delivery
are the responsibility of healthcare providers.



Much more investigation is needed to demon-
strate how to teach clients effectively at different
developmental stages based on their learning
needs, learning styles, and readiness to learn,
thereby ensuring achievement of the most posi-
tive client-centered outcomes possible.

Malcolm Knowles’s original 1973 the-
ory about adult learning and his subsequent
modifications and clarifications of his theory
(Knowles, 1990; Knowles et al., 2015) seem
to be well accepted and have stood the test of
time. Piaget’s theory on cognitive development
also has been accepted and extensively applied
over the years, but recent critics of Piaget have
challenged the assumptions underlying his
theory with respect to the last stage of devel-
opment (formal operations). Today, psychol-
ogists speculate that a fifth and qualitatively
higher level of thinking follows adolescence, a
stage postulated as the postformal operations
period of adulthood. Vygotsky’s sociocultural
theory adds another dimension to under-
standing cognitive development that was not
addressed by Piaget (Crandell et al., 2019; San-
trock, 2017). A contemporary interpretation of
Vygotsky’s theory to the classroom is the cur-
rent interest in collaborative group learning
with peers (McLeod, 2018).

Erikson’s theory of the eight stages of psy-
chosocial development, whereby individuals
face unique stage-related tasks (crises that
must be resolved to reduce one’s vulnerability
and enhance one’s potential), is still recognized
as elucidating the unique turning points in life
that require successful completion for typical,
healthy development to occur. Although Erik-
son’s theory continues to be widely applied to
the field of life-span development, the exis-
tence of his ninth stage of development, hope
and faith versus despair, has received relatively
little attention in the literature. More research
is needed to confirm the existence of this final
stage of psychosocial development, which
addresses the unique tasks of the oldest-old
(Erikson & Erikson, 1998).

Recently, increased attention has been paid
to the appropriateness of teaching methods and
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instructional materials (especially as they relate
to multimedia technology) for college-aged
students and adult learners to meet their expec-
tations for lifelong learning. Given that the pop-
ulation is steadily aging, health professionals
are caring for an increasingly older audience
of learners. Many of today’s healthcare students
are somewhat older than the traditional
college-aged students, and healthcare staff are
adult continuing-education learners. It is grat-
ifying to witness the acknowledgment of these
population changes through an emphasis on
studying generational differences in learner
preferences, modes of information process-
ing, and memory and recall with respect to the
impact of standard versus newer technological
methods and tools for the effective delivery of
instruction. The literature, such as the articles
written by Billings and Kowalski (2004), Fish-
man (2016), and Shatto and Erwin (2016),
highlights the different experiences, values,
beliefs, and needs of learners from varied gen-
erational backgrounds.

Although there has been an upsurge in
interest in educational strategies and tech-
niques for teaching and learning as they apply
to certain population groups in the broad
healthcare arena, much more research needs to
be done regarding the creative leadership role
of the health professional educator function-
ing as facilitator rather than teacher of patients
and family members (at all stages of devel-
opment) and of healthcare students and staff
(Donner, Levonian, & Slutsky, 2005). Research
has only begun to scratch the surface of how
teaching and learning are affected by situa-
tional variables, such as chronic illness, acute
illness, disability, or wellness; by personality
traits, such as motivation and learning styles;
by temperament responses, such as anxiety
and attention span; and by sociocultural influ-
ences, such as gender, economic status, and
educational background.

Another area requiring further explora-
tion is the role of family and other support sys-
tems on the success of educational endeavors
to help Americans of all ages maintain and



232 Chapter 5 Developmental Stages of the Learner

improve their health status. Much more
evidence from research needs to be conducted
on family structure and the many changing
relationships in society that promote or hin-
der teaching and learning of clients at various
stages and in various healthcare settings.

The national initiatives of Healthy People
2020, as well as current policy goals at local
and state levels, will not be realized unless a
better understanding is gained of the impact of
physical, cognitive, psychological/emotional,
and sociocultural changes that occur across
the life course that can serve as a guideline for
teaching and learning in healthcare practice.

» Summary

For health professionals, it is important to
understand the specific and varied tasks associ-
ated with each developmental stage to individ-
ualize the approach to education in meeting the
needs and desires of clients and their families.
Assessment of physical, cognitive, and psycho-
social maturation within each developmental
period is crucial in determining the appropri-
ate strategies to facilitate the teaching-learning
process. The younger learner is, in many ways,
very different from the adult learner. Issues of
dependency, extent of participation, rate of and
capacity for learning, and situational and emo-
tional obstacles to learning vary significantly
across the various phases of development.

Review Questions

1. What are the seven stages of
development?

2. Define pedagogy, andragogy, and
geragogy.

3. Who is the expert in cognitive develop-
ment? What are the terms or labels used
by this expert to identify the key cogni-
tive milestones?

4. Who is the expert in psychosocial
development? What are the terms or

Readiness to learn in children is very sub-
ject centered and highly influenced by their
physical, cognitive, and psychosocial matura-
tion. By comparison, motivation to learn in
adults is very problem centered and more ori-
ented to psychosocial tasks related to roles and
expectations of work, family, and community
activities.

For client education to be effective, the
health professional in the role of educator must
create an environment conducive to learn-
ing by presenting information at the learner’s
level, inviting participation and feedback, and
identifying whether parental, family, and/or
peer involvement is appropriate or necessary.
Healthcare providers are the main source of
health information. In concert with the client,
they must facilitate the teaching-learning pro-
cess by determining what needs to be taught,
when to teach, how to teach, and who should
be the focus of teaching based on the develop-
mental stage of the learner.

When healthcare students and staff are the
audience of learners, the educator also is respon-
sible for assuming the leadership role as facil-
itator of the learning process. In conjunction
with these adult learners, healthcare educators
can establish objectives and learner-centered
approaches that challenge the educator’s cre-
ativity to foster self-direction, motivation, inter-
est, and active participation for independence
and interdependence in learning.

labels used by this expert to identify the
key psychosocial milestones?

5.  What are the salient or prominent char-
acteristics at each stage of development
that influence the ability to learn?

6.  What are three main teaching strategies
for each stage of development?

7. How do people you know in each stage
of development compare with what you
have learned about physical, cognitive,
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How does the role of the health
professional as educator vary when
teaching individuals at different stages
of development?

and psychosocial characteristics at the 9.
various developmental stages?

8.  What is the role of the family in the
teaching and learning process in each
stage of development?

L CASE STUDY

You are a health professional working in a community center in a low socioeconomic neighborhood
that provides services for people of all ages across the life span. The program director is concerned
about the poor quality of nutrition among the community members and has asked you to develop an
educational program to address this problem. You determine that you must inform participants about
the importance of good nutrition, how to discriminate between junk food and healthy food options,
how to best prepare the foods to optimize the nutritional value, how to balance food intake according
to caloric and nutrient needs, and how to ensure that a daily diet includes the essential food groups
with a proper intake of vitamins, minerals, and fiber. You also decide that you want to incorporate an

experiential aspect into your program, including food selection and simple meal preparation.

1. As you consider how to structure your teaching sessions, what are the pros and cons of teaching
to a mixed-age group consisting of multigenerational families?

2. What are some advantages of grouping participants by developmental stages?

3. You decide that some of your sessions will group participants based on developmental stage.
What are the cognitive and psychosocial characteristics and general traits of each group?

4. Name three teaching strategies that you will use with each group. What makes these strategies

developmentally appropriate?
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