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Introduction

This interview-based assessment concerns an older adult who continues to live independently while
coping with bereavement, disrupted sleep, reduced social activity, difficulty seeing in dim light,
intermittent imbalance, hypertension, and chronic musculoskeletal discomfort. The most appropriate
nursing approach is not to treat aging itself as a diagnosis but to distinguish normal age-related
change from conditions that can be evaluated, treated, or accommodated. Current geriatric care
places particular emphasis on function, safety, patient priorities, medication review, social
connection, and preservation of independence. The interview suggests that the patient remains
capable of participating actively in decisions and has important strengths, including insight into her
health, familiarity with household and healthcare routines, and a clear desire to maintain autonomy.
At the same time, grief, visual change, balance concerns, sleep disturbance, pain, and blood-pressure
treatment can interact in ways that increase fall risk and reduce quality of life. A useful plan therefore
needs to connect medical, psychological, functional, and social issues rather than addressing each
symptom in isolation.

Interview Profile, Strengths, and Priorities

The patient describes generally stable health but reports meaningful changes after the death of her
husband. She has become less socially active, feels lonely at times, sleeps less consistently, and has
noticed that activities in dim light are more difficult. She also experiences occasional imbalance and
joint or back discomfort and continues to manage hypertension. These concerns are clinically relevant
because they can reinforce one another. Reduced vision may make evening activity less appealing
and increase the risk of tripping; pain can discourage movement; reduced movement can weaken
balance and contribute to poorer sleep; bereavement can affect appetite, concentration, motivation,
and willingness to seek help. Yet the interview also reveals protective factors. She communicates
clearly, manages many activities of daily living, and has experience organizing appointments and
household responsibilities. Existing family, neighbors, friends, faith contacts, or community services
may also provide support. Nursing care should begin by asking which parts of independence matter
most to her instead of assuming that every risk must be removed at the expense of valued routines.

A comprehensive geriatric assessment provides the best framework for organizing these concerns. It
should review chronic conditions, medications, mood, cognition, mobility, nutrition, hearing, vision,
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continence, social support, instrumental activities of daily living, home safety, and the patient’s own
goals. New symptoms should not be dismissed as “just aging,” but neither should every normal
change be medicalized. Sudden confusion, recurrent falls, unexplained weight loss, acute vision
change, severe shortness of breath, chest pain, or a new neurologic deficit require prompt evaluation,
while gradual functional changes call for a more measured assessment. The patient’s priorities can
then guide realistic goals. For example, remaining safely at home may depend more on lighting,
balance training, transportation, and medication review than on eliminating every source of
discomfort. Within four weeks, she might complete or schedule an eye examination; within two
weeks, she could identify several modifiable home hazards; and over a month she could choose one
meaningful social or bereavement-related activity rather than being told simply to “socialize more.”

Bereavement, Mood, and Sleep

The death of a spouse can lead to sadness, longing, disrupted routines, temporary concentration
problems, appetite change, and altered sleep without automatically indicating a psychiatric disorder.
Grief varies greatly among individuals and does not follow one fixed timetable. The nurse should ask
how the patient’s functioning has changed, whether she is gradually adapting, and whether
hopelessness, persistent loss of interest, severe withdrawal, guilt, or thoughts of death are present.
Loneliness should also be distinguished from social isolation: a person can live alone without feeling
lonely or can feel lonely despite frequent contact. A validated tool such as the Geriatric Depression
Scale or PHQ-9 may support assessment when depression is suspected, but a score should not
replace a clinical interview. If suicidal thoughts are disclosed, the response should include direct
assessment of intent, plan, means, and immediate safety. Meaningful supports may include grief
counseling, faith communities, senior centers, volunteer activity, scheduled family contact,
transportation assistance, or bereavement groups selected according to the patient’s own
preferences.

The patient reports about six hours of sleep, but sleep duration alone does not establish insomnia.
The National Institute on Aging notes that older adults generally need about seven to nine hours of
sleep and that aging can make sleep lighter, earlier, and more fragmented (National Institute on
Aging, 2025). Assessment should therefore focus on whether the patient has difficulty falling or
staying asleep, wakes too early, feels unrefreshed, experiences daytime impairment, or has
symptoms suggesting sleep apnea, restless legs, pain, nocturia, medication effects, or depression. A
two-week sleep diary can identify patterns involving bedtime, wake time, naps, caffeine, alcohol,
exercise, and nighttime awakenings. For chronic insomnia, behavioral treatment should precede
routine sedative use. Cognitive behavioral therapy for insomnia, regular sleep and wake times,
daytime activity, limiting late caffeine and alcohol, and a quiet sleep environment are appropriate first
steps. Sleep medicines may sometimes be useful, but older adults are particularly vulnerable to
confusion, falls, next-day impairment, and dependence, so medication should follow careful
evaluation rather than become an automatic response to grief-related sleep change.
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Vision, Falls, Mobility, and Home Safety

Difficulty seeing in dim light deserves assessment because aging may reduce contrast sensitivity and
dark adaptation, but significant visual impairment is not an inevitable consequence of getting older.
Cataract, glaucoma, macular degeneration, refractive error, diabetic eye disease, medication effects,
and other conditions can impair vision and may be treatable or manageable. A comprehensive eye
examination can clarify the cause, while sudden vision loss, flashes, a curtain-like shadow, severe eye
pain, or abrupt visual change requires urgent evaluation. Environmental modifications can reduce
functional risk while preserving independence: even lighting, nightlights, high contrast at stair edges,
uncluttered pathways, readable medication labels, reduced glare, and consistent placement of
frequently used objects are practical examples. Driving should be discussed if vision, cognition,
reaction time, or medication creates concern, but age alone is not a sufficient reason to stop. The aim
is to match the environment to the patient’s actual abilities so that safety measures support, rather
than unnecessarily restrict, daily life.

Visual difficulty and intermittent imbalance make fall prevention a priority. CDC’s STEADI framework
recommends systematic screening, assessment, and intervention for older adults at risk of falling,
including review of prior falls, gait and strength, medications, vision, footwear, blood pressure, and
environmental hazards (Centers for Disease Control and Prevention, 2025). The patient should be
asked about falls in the previous year, fear of falling, dizziness, assistive-device use, and whether
symptoms occur when standing. Orthostatic blood pressure measurement is appropriate when
postural symptoms are present because antihypertensive treatment, dehydration, or other
medications may contribute to dizziness. Strength and balance exercise, tai chi, walking, resistance
training, physical therapy, vision correction, appropriate footwear, and home modification can reduce
risk. Chronic pain should not automatically lead to inactivity because prolonged avoidance can
weaken muscles and worsen balance. Activity should instead be adapted to tolerance and medical
status. New fainting, chest pain, severe shortness of breath, or acute neurologic symptoms require
medical assessment rather than exercise progression.

Chronic Conditions, Medication, Nutrition, and Pain

Hypertension should be managed with accurate measurement and attention to the patient’s overall
cardiovascular risk, kidney function, frailty, symptoms, and treatment tolerance. Home blood-pressure
monitoring can provide a more representative picture than one clinic reading, but the patient needs
an appropriate cuff and clear instructions. In older adults, blood-pressure treatment should avoid
preventable dizziness or symptomatic hypotension, particularly when falls are already a concern. A
complete medication review should include prescriptions, over-the-counter medicines, vitamins,
herbal products, and medications used intermittently. The care team should look for duplicate
therapy, sedatives, anticholinergic burden, interactions, drugs that worsen balance, and schedules
that are too complex to follow reliably. Deprescribing should be collaborative and supervised rather
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than abrupt. Medication management is also part of functional assessment: if the patient can use a
pill organizer or reminder successfully, taking over the task completely may reduce independence
without improving safety. The minimum effective level of assistance should be chosen and reassessed
as circumstances change.

Nutrition and pain also require attention because bereavement and living alone can change appetite,
shopping, and meal preparation. Assessment should include unintentional weight loss, dental
problems, swallowing, food access, finances, cooking ability, and fluid intake. A balanced eating
pattern should provide sufficient protein, vegetables, fruit, whole grains, healthy fats, calcium,
vitamin D, and fluids according to the patient’s medical conditions; strict restriction is rarely helpful
without a clear indication. Community meal programs or shared meals can support both nutrition and
social connection. Joint or back pain should be characterized by location, duration, severity, triggers,
stiffness, weakness, numbness, and effect on function. Exercise, physical therapy, heat, pacing,
topical treatment, and selected medications may help chronic musculoskeletal pain, while prolonged
NSAID use can worsen kidney function, blood pressure, or gastrointestinal bleeding risk. Red flags
such as new weakness, bowel or bladder dysfunction, fever, trauma, severe progressive pain, or
unexplained weight loss warrant prompt assessment. Functional improvement, rather than complete
absence of discomfort, should guide the treatment plan.

Function, Social Support, and Interdisciplinary Care

Functional assessment should include basic activities of daily living—bathing, dressing, eating,
toileting, transferring, and mobility—and instrumental activities such as shopping, cooking,
transportation, medication management, finances, housework, and communication. Hearing and
cognition should also be considered because sensory loss, poor sleep, depression, medications,
infection, or metabolic problems can affect apparent cognitive performance. A routine conversation
cannot confirm or exclude mild cognitive impairment; if there is a new problem with memory,
finances, navigation, or medication management, a validated cognitive screen and medical evaluation
may be appropriate. The home environment should be reviewed for loose rugs, inadequate lighting,
cords, unstable furniture, bathroom hazards, poor stair rails, and lack of emergency communication.
Advance care planning can also be introduced as routine adult planning rather than as an assumption
that death is imminent. The patient should have an opportunity to identify a healthcare proxy and
discuss what outcomes, trade-offs, and levels of intervention would matter if she later became unable
to make decisions herself.

Social connection should be individualized in the same way as medical treatment. Scheduled family
calls, walking groups, religious services, senior centers, volunteering, library programs, bereavement
groups, and community classes may all be helpful, but the patient should choose forms of contact
that feel meaningful. Technology can supplement connection when desired, yet transportation,
finances, hearing, or vision may be the real barriers. Social work can assist with benefits, meals,
medication affordability, and transport; physical therapy can address strength and balance;
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occupational therapy can evaluate the home and daily tasks; ophthalmology or optometry can
investigate visual change; and primary care can coordinate blood pressure, pain, medication, and
preventive services. Nursing has a central role in monitoring function, education, safety, mood, and
follow-up. Patient education should use readable formats and teach-back, especially when visual or
hearing limitations exist. This interdisciplinary plan supports healthy aging by coordinating medical
and social factors around the patient’s own definition of independence rather than creating multiple
disconnected recommendations.

Conclusion

The interview demonstrates that effective care of an older adult depends on function, meaning,
relationships, and environment as much as on diagnoses. The patient remains independent and
brings important strengths to care, yet bereavement, sleep change, visual difficulty, balance
concerns, chronic pain, hypertension, and reduced social activity deserve coordinated assessment.
None should simply be attributed to age. The most immediate priorities are fall-risk reduction, eye
evaluation, review of medication and blood pressure, nonpharmacologic management of sleep
problems, assessment of grief and depression, support for physical activity, and attention to nutrition
and social connection. Safety planning should preserve autonomy rather than remove ordinary
choices unnecessarily. Follow-up should review falls, mood, sleep, appetite, weight, pain, blood
pressure, medication changes, vision, and participation in valued activities, while urgent new
symptoms should trigger earlier reassessment. Successful geriatric nursing does not mean
eliminating every risk or assuming control of daily life. It means helping an older adult remain
informed, connected, functionally capable, and as independent as possible while responding promptly
to treatable problems.
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