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Chapter 2 HEALTH AND ILLNESS IN ADULTS  17

dEfining hEAlTh
The Constitution of the World Health Organization (WHO) 
defines health as ‘a state of complete physical, mental, and 
social well-being, and not merely the absence of disease or 
infirmity’ (WHO, 1948, p. 1). This definition is fundamental 
to contemporary healthcare perspectives and can be expanded 
to encompass the various levels of health people experience 
throughout their life. However, the concept of health is sub-
jective and reflects an individual’s perspective of quality of 
life. For example, someone with a terminal diagnosis can still 
enjoy life and feel ‘well’—however, their definition of health 
will differ radically from that of a person without that diagno-
sis. These factors, which greatly influence nursing care, are 
reflected in the illness–wellness continuum and the concept 
of high-level wellness.

The illness–wellness continuum 
The illness–wellness continuum represents health as a 
dynamic process, with high-level wellness at one extreme of 
the continuum and death at the opposite extreme (see 
 Figure 2.1). During our lifetime we would place ourselves in 
different locations on this continuum. The continuum of health 
and illness was expanded to include the concept of high-level 
wellness, with ‘good health’ differentiated from ‘wellness’ in 
the following way:

Good health can exist as a relatively passive state of freedom 
from illness in which the individual is at peace with his environ-
ment . . . Wellness is an integrated method of functioning, which 
is oriented toward maximising the potential of which the indi-
vidual is capable, within the environment where he is function-
ing. (Dunn 1959, p. 4)

The philosophy of holistic healthcare involves the concept that 
person-centred care considers all facets of an individual  including 
physical, psychosocial, cultural, spiritual and intellectual. Simi-
larly, the elements of wellness include self-perception, environ-
ment, culture and spiritual values. To promote, maintain or 
restore health, both the nurse and the person receiving care need 
to recognise and address this framework of wellness factors. 

dETERMinAnTS of hEAlTh
Australia has a population of approximately 24 million people 
(Australian Bureau of Statistics (ABS), 2015). Australians today 
are living 25 years longer than their great-grandparents who were 
born a century ago. Females can now expect to live to 84 years 
and men 80 years (Australian Institute of Health and Welfare 
(AIHW), 2015a). There are many factors that affect health and 
wellness. These factors are referred to as determinants of health 
and they can influence good health or be risk factors for poor 
health. The following sections describe some of the major deter-
minants of health and their impact. 

Genetic make-up
Genetic make-up is a ‘grab bag’ of inherited features from gen-
erations of family members and provides a blueprint for health 
throughout life. Genetic make-up determines eye colour, and 
affects personality, temperament and intellectual potential; it 
also makes us susceptible to developing hereditary conditions. 
Cystic fibrosis (CF), haemophilia, type 2 diabetes, hypercholes-
terolaemia (elevated levels of cholesterol in the blood) and some 
types of cancer are examples of genetic diseases and disorders. 
Research into genetic make-up is providing insights into ways to 
diagnose, treat and even prevent these conditions. Research has 
also shown how quickly genetic structure changes and how our 
health choices can influence the genetic health of our children. 

Cognitive abilities and educational level
Cognitive abilities are developed in childhood, which is why 
school education is considered an important determinant of 
health. Our level of cognitive development affects our percep-
tions of health and illness and may also affect health practices. 
Educational levels affect our ability to understand and follow 
guidelines for health—this is called health literacy. If a person 
cannot read well, written materials such as brochures or hand-
outs on health behaviours and resources are of little value. In 
Australia educational levels are lower in rural and remote areas 
compared with major cities, with very remote areas having the 
lowest levels of school completion.

Disability
Premature

death Symptoms Signs Awareness Education Growth
High-level
wellness

Treatment paradigm

Neutral point
(No discernible illness or wellness)

Illness–wellness continuum

© 1972, 1988, 2004 John W. Travis, MD

Wellness paradigm

FIGurE 2.1  ■  The illness–wellness continuum

Source: reprinted with permission from the Wellness workbook (3rd ed.) by John W. Travis MD & regina Sara ryan (2004). Berkeley, CA: Celestial Arts. © 1981, 1988, 
2004 by John W. Travis. www.wellnessworkbook.com.
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18  UNIt 1 DImENSIoNS of mEDIcAL–SUrgIcAL NUrSINg

The environment you live and work in also impacts on your 
health. Occupational exposure to toxic substances, such as 
asbestos or coal dust, increases the risk of pulmonary disor-
ders. Air, water and food pollution increase the risk of respira-
tory disorders, infectious diseases and cancers. Environmental 
temperature variations can result in hypothermia or hyperther-
mia, especially in the older adult. The World Health Organiza-
tion specifies that everyone should have access to clean air and 
water and good-quality food.

Socioeconomic background
Socioeconomic status is mainly linked to income or wealth and 
has a major impact on health status. Socially and economically 
disadvantaged Australians are more likely to have shorter lives, 
higher levels of disease and lower use of preventive healthcare 
than those who are better off. This population tends to smoke 
more, exercise less, weigh more and eat less fresh food and 
more processed food high in fat and sugar. These are all risk 
factors for chronic health conditions including respiratory dis-
eases, cancers and endocrine and cardiovascular diseases. The 
socioeconomic disadvantage experienced by Aboriginal and 
Torres Strait Islander people makes them more vulnerable to 
health risk factors such as smoking, alcohol misuse and domes-
tic violence (AIHW, 2015b).

Geographical area
The geographical area in which a person lives influences their 
health status as access to healthcare services varies greatly 
between regional, rural and remote areas of Australia. For 
example, healthcare services in rural and remote areas can be 
affected by factors such as larger catchment areas, smaller pop-
ulations, and fewer general and specialist medical profession-
als. Rural and remote area residents also have different patterns 
of service use. For these reasons, they generally have poorer 
health than people living in major cities, with higher levels of 
mortality, disease and health risk factors. For example, the 
prevalence of chronic conditions such as asthma, lung disease, 
cancer and arthritis in people living in rural and remote areas is 
more common than in people living in metropolitan areas 
(AIHW, 2008). Residents of the more inaccessible regions of 
 Australia are generally disadvantaged in their educational and 
employment opportunities, income and access to goods and 
services. In some areas they also have less access to basic 
necessities such as fresh fruit and vegetables.

Compared with those in major urban centres, Australians 
living in rural and remote areas generally have less access to 
primary healthcare services and staff, more driving risks (such 
as poorer road conditions and longer travelling times), longer 
patient transport times and jobs with higher risks, such as pri-
mary production and mining. Preventable cancers—for exam-
ple, those associated with sun exposure (melanoma) or smoking 
(lung, head and neck, and lip) and those detectable through 
screening (cervix)—have significantly higher incidence rates 
in rural and remote areas. Higher rates of morbidity and mor-
tality in rural and remote areas are also partly influenced by the 
larger proportion of Indigenous Australians living in these 
areas (AIHW, 2015b).

race, ethnicity and cultural background
Ethnicity and cultural background influence health values and 
behaviours, lifestyle and illness behaviours. Every culture 
defines health and illness uniquely and every culture has differ-
ent health beliefs and practices. Certain diseases occur at dif-
ferent rates in some races and ethnic groups. For example, the 
blood disease beta thalassaemia is a genetic disease that occurs 
more often in people of Italian or Greek descent. For this rea-
son it is also known as Mediterranean anaemia. 

Indigenous health
Nursing care of Aboriginal and Torres Strait Islander people is 
covered in Chapter 52. Many Aboriginal and Torres Strait Islander 
people experience disability and reduced quality of life due to 
poor health and many die earlier than the general Australian pop-
ulation. They also experience high rates of chronic disease, such 
as diabetes and heart disease, at much younger ages. Indigenous 
Australians are hospitalised for renal failure at 14 times the rate of 
other Australians and the rate of hospitalisation for endocrine, 
nutritional and metabolic diseases, including diabetes, is three 
times that of the rest of Australia (AIHW, 2015b).  Aboriginal and 
Torres Strait Islander people suffer a higher burden of emotional 
distress and mental illness than that experienced by the wider 
community. The major contributing factors to these  problems 
include persistent social and economic disadvantages, limited 
access to healthcare and low levels of nutrition.

A major national initiative called Close the Gap was developed 
at the 2008 Indigenous Health Summit. This initiative included a 
Statement of Intent between the Australian Government and 
Indigenous peoples of Australia ‘to work together to achieve 
equality in health status and life expectancy between Aboriginal 
and Torres Strait Islander peoples and non-Indigenous Australians 
by the year 2030’ (Australian Human Rights Commission, 2008). 
Close the Gap aims to reduce Indigenous disadvantage in terms 
of life expectancy, child mortality, access to early childhood edu-
cation, educational achievement and employment outcomes. 

Age, gender and developmental level
Age, gender and developmental level are factors in health and 
illness. Chronic conditions vary with age. Asthma and hay 
fever are common in the younger age groups, whereas arthritis 
and hypertensive diseases are more prevalent conditions for 
those aged 55 years and over. Some diseases occur only in one 
gender; for example, prostate cancer in men and cervical can-
cer in women. The older adult is more likely to experience 
chronic illnesses and is more at risk of serious illness or death 
from infectious diseases such as influenza and pneumonia.

Lifestyle and environment
The way we live directly impacts on our health. What we eat 
and how much, alcohol and smoking rates, use of illegal drugs, 
exercise patterns, stress, grief and happiness all contribute to 
our health and wellbeing. Too much food can result in obesity, 
diabetes and hypertension. Smoking causes cancers and res-
piratory diseases as well as contributing to heart disease and 
stroke. Lack of exercise is linked to multiple health problems 
including cardiovascular problems and mental health issues. 
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Chapter 2 HEALTH AND ILLNESS IN ADULTS  19

p. 684). One of the aims of the National Health and Medical 
Research Council’s Australian Dietary Guidelines (2013) is to 
reduce the risk of chronic diseases, and nurses are an integral 
part of the interprofessional team responsible for protecting 
and promoting wellness through healthy eating. 

Healthy living
Practices that are known to promote health and wellness 
include the following:
■ exercising moderately and regularly
■ getting enough sleep
■ limiting alcohol consumption to a moderate amount
■ stopping smoking.

AcUTE And chRonic illnESS
The National Health Priority Areas initiative is an Australian pro-
gram in which all the state and territory governments work together 
with health experts, including clinicians, researchers, organisations 
and consumers, to reduce the national burden of illness (AIHW, 
2015c). This initiative uses evidence-based strategies from preven-
tion through to treatment, management and maintenance to target 
health areas which impose high social and financial costs on 
 Australian society. There are nine National Health Priority Areas:

 1. arthritis
 2. asthma
 3. cancer
 4. cardiovascular disease
 5. dementia
 6. diabetes
 7. injury
 8. mental health
 9. obesity.

PRoMoTion of hEAlTh And 
PREvEnTion of illnESS And inJURY
For many years, the emphasis in nursing was on the care of 
acutely ill people in the hospital setting. Changes in society and 
healthcare have seen this emphasis shift towards preventive and 
community-based care. Although the primary focus of this chap-
ter is not community health nursing, the importance of the 
nurse’s role in health protection and promotion, as well as teach-
ing illness prevention behaviours, is an essential component of 
medical–surgical nursing. Community nursing is discussed more 
fully in Chapter 51. Nurses promote health by teaching activities 
that maintain wellness, providing information about the charac-
teristics and consequences of diseases when risk factors have 
been identified, and by supplying specific information about 
decreasing risk factors (Pender, Parsons & Murdaugh, 2006).

Programs such as the ‘Immunise Australia Program’ provide 
widespread immunisation against a large number of communi-
cable diseases (see Table 2.1). This initiative aims to increase 
national immunisation rates by funding free vaccination pro-
grams, administering the Australian Childhood Immunisation 
register and providing information about immunisation to the 
general public and health professionals (Department of Health, 
2015a). Nurses play an integral role in educating the public 
about the effectiveness of immunisation to save lives and pre-
vent serious illness (Department of Health, 2015b). The occu-
pational nature of healthcare workers, including nursing 
students, places them at risk of acquiring vaccine-preventable 
diseases, and health department policies generally require stu-
dents and non-immune workers to be immunised.

Nurses are well placed to provide ‘education and 
 management to truncate an anticipated rising tide of CVD 
( cardiovascular disease) in Australia’ (Carrington et al., 2009, 

TABLE 2.1 National Immunisation Program Schedule (NIPS)—Special Groups

AGE VACCINE

6 months and over •	 Influenza	(people	with	medical	conditions	placing	them	at	risk	of	serious	complications	of	
influenza)

12–18 months •	 Pneumococcal	conjugate	(13vPCV)	(Aboriginal	and	Torres	Strait	Islander	people	living	in	high-
risk areas—Queensland, Northern Territory, Western Australia and South Australia)

12–24 months •	 Hepatitis	A	(Aboriginal	and	Torres	Strait	Islander	people	in	high-risk	areas—Queensland,	
Northern Territory, Western Australia and South Australia) 

12 months •	 Pneumococcal	conjugate	(13vPCV)	(Individuals	who	are	medically	at	risk)

6 months to less than 5 years •	 Influenza	(Aboriginal	and	Torres	Strait	Islander	people)

4 years •	 Pneumococcal	polysaccharide	(23vPPV)	(Individuals	who	are	medically	at	risk)

15 years and over •	 Influenza	(Aboriginal	and	Torres	Strait	Islander	people)
•	 Pneumococcal	polysaccharide	(23vPPV)	(Aboriginal	and	Torres	Strait	Islander	people	who	are	

medically at risk)

50 years and over •	 Pneumococcal	polysaccharide	(23vPPV)	(Aboriginal	and	Torres	Strait	Islander	people)	

Pregnant women (at any stage 
of pregnancy)

•	 Influenza

65 years and over •	 Influenza
•	 Pneumococcal	polysaccharide	(23vPPV)

Source: Adapted from Department of Health (2015b), www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/national-immunisation-program- 
schedule. reprinted with permission of the Australian Government.
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20  UNIt 1 DImENSIoNS of mEDIcAL–SUrgIcAL NUrSINg

■ generalised response of tissues to injury or irritation
■ changes in antibody productions, resulting in allergies or 

hypersensitivities
■ faulty metabolic processes where production of hormones 

or enzymes is above or below normal.
Diseases may be classified as acute or chronic, infectious (com-

municable), congenital, degenerative, functional, malignant, psy-
chosomatic, idiopathic or iatrogenic. These classifications are 
defined in Table 2.2. In all diseases, alterations in structure or 
function cause signs and symptoms (manifestations). These warn-
ing signs often prompt a person to seek health advice. 

Symptoms are subjective in that the person perceives them: 
‘I feel nauseous and have a headache’. Signs are objective in that 
they can be seen and measured; for example, bleeding, vomiting, 
diarrhoea, limitation of movement, swelling. Pain (a subjective 
symptom) is the most common reason people seek healthcare.

Chronic diseases cause the greatest health problems in the 
world today, and the number of people with chronic diseases is 
rising steadily as people live longer and more populations are 
impacted by lifestyle, behaviour and environmental factors.
■ Chronic diseases are a major health problem in all 

 developed countries, accounting for a high proportion of 
deaths, disability and illness. Yet many of these diseases are 
preventable, or their onset can be delayed, by relatively 
simple measures. A summary of the characteristics of 
chronic diseases according to AIHW (2015d) is:
■ complex causality
■ multiple risk factors

See Box 2.1 for an overview of the most common diseases and 
injuries of the Australian population. Box 2.2 discusses inci-
dence and prevalence.

Disease and illness
Disease and illness are terms that are often used interchangeably, 
but they do have different meanings. In general, nursing is con-
cerned with illness, whereas medicine is concerned with disease.

Disease
Disease (literally meaning ‘without ease’) is a medical term 
describing alterations in the structure and function of the body 
or mind. Diseases usually have mechanical, biological or nor-
mative causes. Mechanical causes of disease result in damage to 
the structure of the body and are the result of trauma or extremes 
of temperature. Biological causes of disease impact on body 
function and can result from a variety of reasons including the 
normal ageing process. Normative causes are psychological but 
involve a mind–body interaction, so physical manifestations 
occur in response to the psychological disturbance.

The causes of many diseases are still unknown but common 
causes include:
■ genetic defects
■ foetal exposure to viruses, chemicals or drugs 
■ biological agents or toxins (including viruses, bacteria, 

fungi, protozoa and helminths)
■ physical agents such as temperature extremes, radiation and 

electricity
■ chemical agents such as alcohol, drugs, strong acids or 

bases, and heavy metals

BOX 2.1  The most common diseases and 
injuries of  the Australian population

Cancer is the leading cause of disease burden, followed by 
cardiovascular disease, then mental disorders. There has 
been a decline in death rates from heart attacks since 2008. 

Myocardial infarction (heart attack) rates are falling 
and survival rates are improving. Survival rates are 
improving for cancer overall. However, asthma has 
become more common among children and young adults 
and the rate of type 2 diabetes has doubled in the past two 
decades. Diabetes is the main cause of end-stage kidney 
disease and the number of people treated for this disease 
has tripled in the past 25 years (AIHW 2014a). 

BOX 2.2 Incidence and prevalence 

■  Incidence refers to the number of new cases of an illness, 
disease or event occurring during a given period. Example: 
The number of new cases of diabetes diagnosed in 2016. 

■  Prevalence is the number of cases of a disease that exist at 
any given time. This includes new cases, ongoing cases 
and people who died during this period. Example: The total 
number of people who had diabetes in 2016.

TABLE 2.2 Disease classifications and definitions

CLASSIFICATION DEFINITION

Acute rapid onset, lasts a relatively short 
time and is self-limiting.

Chronic Has one or more of the following:  
(1) is ongoing or permanent, (2) 
leaves permanent disability, (3) 
causes irreversible pathophysiology, 
(4) requires rehabilitation, (5) 
requires a long period of care.

Communicable Can spread from one person to 
another.

Congenital Existing at or before birth.

Degenerative resulting from deterioration or 
impairment of organs or tissues.

Functional Affects function or performance but 
does not have manifestations of 
organic illness.

Malignant Tends to become worse and 
cause death.

Psychosomatic A psychological disease causing 
physiological symptoms.

Idiopathic unknown cause.

Iatrogenic unintended or unnecessary harm or 
suffering arising from healthcare 
management.
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Chapter 2 HEALTH AND ILLNESS IN ADULTS  21

Illness behaviours are the way people cope with the changes 
caused by a disease. Illness behaviours are highly individual-
ised and are influenced by age, gender, family values, economic 
status, culture, educational level and mental status. The concept 
of a sequence of illness behaviour was first defined in 1972 
(Suchman, 1972):

 1. Experiencing symptoms. The first stage of an acute illness 
is when someone experiences signs or symptoms that alert 
them to a change in their health. The most significant 
example is pain but other signals of illness include bleed-
ing (haemorrhage), swelling (oedema), fever (pyrexia) or 
difficulty with breathing (dyspnoea). If the signs and 
symptoms are mild or are familiar (coughing and nasal 
congestion), the person will often self-medicate. It is only 
if the symptoms are prolonged or become more severe 
that the person moves to the second-stage illness 
behaviour. Most people would not define this stage to be 
an illness as they consider it a normal part of the fluctuat-
ing status of health: ‘It’s nothing, just a sniffle’.

 2. Assuming the sick role. At this stage the individual accepts 
that their symptoms are proof of illness. They may seek 
external health advice and take steps to rest by not attend-
ing work or school. They may cautiously admit to illness: 
‘I am feeling a bit unwell’. Self-preoccupation is charac-
teristic of this stage, so the person focuses on changes in 
function and ability caused by the illness. As the illness 
resolves, the individual resumes normal activities and may 
retrospectively admit to illness: ‘I was feeling sick but I’m 
much better now’. However, if the signs and symptoms 
persist or become worse, the person moves to the next 
stage by seeking medical care.

 3. Seeking medical care. In our society, a general practitioner or 
other healthcare provider usually provides the initial valida-
tion of illness. People who believe they are ill, or are encour-
aged to contact a healthcare provider, seek help in finding 
out the cause of the illness (diagnosis), how long it will last 
(prognosis) and the best way of treating it. If the diagnosis 
requires interventions, the person moves to the next stage. If 
the diagnosis does not require support, the person may return 
to normal functioning or, if dissatisfied with this answer, 
may seek validation from a different healthcare provider.

 4. Assuming a dependent role. At this stage the person 
accepts the diagnosis, trajectory and planned treatment of 
the illness. As the severity of the illness increases, so does 
their dependent role. During this stage the person may 
enter a hospital for treatment and care. How an individual 
responds to care depends on many factors: severity of the 
illness, anxiety or fear about the outcome, loss of roles, 
their support systems available, their reaction to stress and 
their previous experiences with illness care.

 5. Recovery and rehabilitation. The final stage of acute illness 
is recovery and rehabilitation. Institutional healthcare sees 
recovery begin in the hospital but completed at home. This 
process means education for the person and continuity of 
care as a major goal for nursing. The shift in settings means 
nursing care continues outside the hospital in community 

■ long latency periods
■ a prolonged course of illness
■ functional impairment or disability.
Over 75% of Australians have at least one chronic condition 

and as people age they are more likely to have one or more 
chronic conditions (ABS, 2009). 

Chronic diseases range from mild to severe, and are usually 
characterised by periods of remission and exacerbation. During 
periods of remission the person may be symptom free; how-
ever, in periods of exacerbation, the symptoms reappear. Each 
person with a chronic disease has a unique set of responses and 
needs. The response of the person to the disease is influenced 
by the following factors:
■ where in their life cycle the disease occurs
■ the type and degree of limitations imposed by the disease
■ the visibility of impairment or disfigurement
■ the pathophysiology causing the disease
■ the relationship between the impairment and functioning in 

social roles
■ pain and fear.

These factors are highly complex. They are interrelated 
within each person, resulting in individualised behaviours and 
needs. Because there are so many different chronic diseases, 
and because every person will have a unique response, it is 
difficult to generalise about needs. However, most people with 
a chronic disease will need to:
■ live as normally as possible—symptoms and treatment can 

make the person feel alienated, lonely and different
■ adapt activities of daily living and self-care
■ grieve the loss of physical function and structure, income, 

status, roles and dignity
■ comply with a treatment plan
■ maintain a positive self-concept and a sense of hope
■ maintain a feeling of being in control
■ confront the inevitability of death (Miller, 2000).

Some people with chronic disease successfully meet 
health-related needs whereas others do not. Nursing interven-
tions for the person with a chronic disease focus on education 
and support to promote independent functioning, reduce 
healthcare costs and improve quality of life.

Illness
Illness is the response a person has to a disease. This response 
is highly individualised, because the person responds with 
their own perceptions of the disease as well as those of oth-
ers. The concept of illness combines pathophysiological 
changes and psychological effects of these and the impact on 
the individual’s roles, relationships and values, and cultural 
and spiritual beliefs. A person may have a disease but not see 
themselves as ill or they may validate feelings of illness 
through the comments of others: ‘You look pale, do you feel 
OK?’.

An acute illness occurs rapidly, lasts for a relatively short 
time and is usually self-limiting (it will resolve itself). The 
condition may respond to self-treatment or to medical–surgical 
intervention. People with uncomplicated acute illnesses usually 
have full recovery and return to normal pre-illness functioning.
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Stopping or slowing the pathological process and helping 
the person to return to health as soon as possible. These 
include:
■ screenings for diseases such as hypertension, diabetes 

and glaucoma
■ physical examinations and diagnostic tests for cancer
■ specific treatments; for example, the treatment of strep-

tococcal infections of the throat will prevent secondary 
infections of the heart and/or kidneys.

 3. Tertiary level of prevention. Stopping the disease process 
and rehabilitating the person back to their normal place in 
society. Tertiary prevention measures include:
■ medical or surgical treatment for an illness
■ specific rehabilitation programs for cardiovascular 

problems, head injuries and strokes
■ work training programs following illness or injury
■ educating the public to employ rehabilitated people to 

the fullest possible extent.

STAgES of AdUlThood
The adult years of life can be divided into three major stages: 
the young adult (18 to 40 years), the middle adult (40 to 65 
years) and the older adult (over 65 years). Adult developmental 
markers are not as clearly delineated as in the infant or child; 
however, specific changes do occur with ageing in intellectual, 
psychosocial and spiritual development, along with physical 
structures and functions.

The developmental theories specific to the adult, with 
related stages and tasks, are listed in Table 2.3. Applying a 

settings and the home. The person now relinquishes their 
dependent role and resumes normal roles and responsibili-
ties. The experience and knowledge gained during treatment 
and care may place the person on a higher level of wellness 
after recovery is complete. Recovery time is flexible as the 
severity of the illness and the method of treatment will 
affect this, as will the person’s compliance and motivation.

illnESS PREvEnTion
Prevention includes any measures that limit the progression of an 
illness at any point of its course. Three levels of illness prevention 
were first defined in 1965. Each level of prevention occurs at a 
distinct point in the development of a disease process and requires 
specific nursing interventions (Edelman & Mandle, 2006): 

 1. Primary level of prevention. Generalised health promotion 
activities as well as specific actions that prevent or delay a 
disease occurring, including:
■ protecting against environmental risks, such as air and 

water pollution
■ eating nutritious foods
■ protecting against industrial hazards
■ wearing seat belts and helmets
■ sex counselling and practising safe sex
■ being immunised
■ genetic screenings
■ not smoking and reducing alcohol intake.

 2. Secondary level of prevention. Interventions around early 
diagnosis and treatment if an illness is already present. 

TABLE 2.3 Theories of adult development

THEOrIST AGE TASk

Psychosocial 
development

Erikson 18–25 Identity versus role confusion
•	 Establishing	an	intimate	relationship	with	another	person
•	 Committing	to	work	and	relationships

25–65 Generativity versus stagnation
•	 Accepting	one’s	own	life	as	creative	and	productive
•	 Having	concern	for	others

65–death Integrity versus despair
•	 Accepting	worth	of	one’s	own	life
•	 Accepting	inevitability	of	death

Spiritual 
development

Fowler After 18 •	 Having	a	high	degree	of	self-consciousness
•	 Constructing	one’s	own	spiritual	system

After 30 •	 Being	aware	of	truth	from	a	variety	of	viewpoints

Westerhoff Young adult Searching faith
•	 Acquiring	a	cognitive	and	an	affective	faith	through	questioning	one’s	own	faith

Middle–older 
adult

Owned faith
•	 Putting	faith	into	action	and	standing	up	for	beliefs

Moral 
development

kohlberg Adult Postconventional level
Social contract/legalistic orientation
•	 Defining	morality	in	terms	of	personal	principles
•	 Adhering	to	laws	that	protect	the	welfare	and	rights	of	others
universal–ethical principles
•	 Internalising	universal	moral	principles
•	 Respecting	others;	believing	that	relationships	are	based	on	mutual	trust

(continued)
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Chapter 2 HEALTH AND ILLNESS IN ADULTS  23

TABLE 2.4 Physical status and changes in the young adult years

ASSESSMENT 20s 30s

Skin Smooth and even Wrinkles begin to appear

Hair Slightly oily, shiny
Balding may begin

Greying may begin
Balding may begin

Vision Snellen 20/20 Some loss of visual acuity and accommodation

Musculoskeletal Strong, coordinated Some loss of strength and muscle mass

Cardiovascular Maximum cardiac output Slight decline in cardiac output

Functional 60–90 beats/min
Mean BP: 120/80

60–90 beats/min
Mean BP: 120/80

respiratory rate: 12–20
Full vital capacity

rate: 12–20 
Decline in vital capacity

TABLE 2.3 Theories of adult development (continued)

THEOrIST AGE TASk

Developmental 
tasks

Havighurst 18–35 •	 Selecting	and	learning	to	live	with	a	mate
•	 Starting	a	family	and	rearing	children
•	 Managing	a	home
•	 Starting	an	occupation
•	 Taking	on	civic	responsibility
•	 Finding	a	congenial	social	group

35–60 •	 Achieving	community	and	social	responsibility
•	 Establishing	and	maintaining	an	economic	standard	of	living
•	 Assisting	teenage	children	in	becoming	responsible	and	happy	adults
•	 Developing	relaxation-time	activities
•	 Relating	to	one’s	spouse	as	a	person
•	 Accepting	and	adjusting	to	the	physiological	changes	of	middle	age
•	 Adjusting	to	ageing	parents

60 and over •	 Meeting	community	and	social	obligations
•	 Establishing	an	affiliation	with	one’s	own	age	group
•	 Establishing	satisfactory	physical	living	arrangements
•	 Adjusting	to	decreasing	physical	strength,	health,	retirement,	reduced	income,	

death of spouse

Sources: Data from Childhood and society	(2nd	ed.)	by	E.	Erikson	(1963).	New	York:	Norton;	Stages of faith: The psychology of human development and the quest for 
meaning	by	J.	W.	Fowler	(1981).	New	York:	Harper	&	Row;	Human development and education	(3rd	ed.)	by	R.	J.	Havighurst	(1972).	New	York:	Longman;	The meaning and 
measurement of moral development	by	L.	Kohlberg	(1979).	New	York:	Clark	University;	and	Will our children have faith? by J. Westerhoff (1976). New York: Seabury Press.

variety of developmental theories is important to the holistic 
care of the adult as nurses perform assessments, implement 
care and provide teaching.

The young adult
In Australia, an adult is considered to be aged 18 years or over. 
A ‘young adult’ is someone aged between 18 and 25 years. A 
young adult is typically at the peak of physical development 
with all body systems functioning at maximum efficiency. 
 During the thirties, normal physiological changes begin to 
occur. Table 2.4 gives a comparison of physical status for 
young adults during their twenties and thirties.

risks for alterations in health
The young adult is at risk of accidents, sexually transmitted 
infections, substance abuse, and physical or psychosocial 
stressors. These risk factors may be interrelated.

InjurIes Injury is the leading cause of death, morbidity and 
permanent disability for Australians aged under 45 and a major 
source of healthcare costs. Injury causes a range of physical, 
cognitive and psychological disabilities that seriously affect 
the quality of life of individuals and their families. Factors that 
increase the risk of injury are age, gender, alcohol use, place of 
residence, ethnicity, socioeconomic status and occupation. 
Suicide is the leading cause of death in Australian young 
adults (24–44 years) followed by accidental poisoning, motor 
vehicle accidents, coronary heart disease and breast cancer 
(AIHW, 2012).

sexually TransmITTed InfecTIons Sexually 
transmitted infections include chlamydia, genital herpes, 
human papillomavirus (HPV), gonorrhoea, syphilis and HIV/
AIDS. Young adults who are sexually active with a variety of 
partners and who do not use protection such as condoms are at 
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24  UNIT 1 Dimensions of meDical–surgical nursing

regarding education, occupation, relationships, independence 
and lifestyle. The young adult without adequate education or 
job skills may face unemployment, poverty and homelessness. 
Divorce is another psychological stressor that often results in 
loneliness, feelings of failure, financial difficulties, domestic 
violence and child abuse. In 2013, the divorce rate in Australia 
was two per 1000 people. The average time from marriage to 
divorce was 12 years and the median age at divorce was 
45 years for men and 42 years for women (ABS, 2014). 

Assessment guidelines
The following guidelines are useful in assessing the achieve-
ment of significant developmental tasks in the young adult.
Does the young adult:
■ feel independent from parents?
■ have a realistic self-concept?
■ like themselves and the direction in which their life is going?
■ interact well with family?
■ cope with the stresses of constant change and growth?
■ have well-established bonds with significant others, such as 

marriage partners or close friends?
■ have a meaningful social life?
■ have a career or occupation?
■ demonstrate emotional, social and economic responsibility 

for their own life?
■ have a set of values that guide behaviour?
■ have a healthy lifestyle?

Physical assessment of the young adult includes height and 
weight, blood pressure and vision. During the health history, 
the nurse should ask specific questions about substance use, 
sexual activity and concerns, exercise, eating habits, menstrual 
history and patterns, coping mechanisms, any familial chronic 
illnesses and family changes.

See Figure 2.2 and Table 2.5 for the most recent available 
overview of the burden of disease and Disability Adjusted Life 
Year (DALYs) in 15–44 year olds in Australia.

greatest risk of these diseases. Nursing care of people with sex-
ually transmitted infections is discussed in Chapter 49.

SubStance abuSe The 2013 National Drug Strategy 
Household Survey found that two in five Australians smoked 
tobacco, drank alcohol at risky levels or used an illicit drug in 
2013. However, rates of alcohol and smoking use had declined 
since 2010 and illicit drug use had remained stable. Misuse of 
prescribed medication had increased (AIHW, 2014b).

Alcohol and tobacco are the drugs most commonly used by 
Australians, with people starting to smoke tobacco at around 
16 years. With the exception of marijuana/cannabis, the pro-
portion of the population who have used illicit drugs at some 
time in their life is relatively low. However, tobacco, alcohol 
and illicit drug use contributes to significant illness and disease, 
injury, workplace concerns, violence, crime and breakdowns in 
families and relationships in Australia.

The most commonly reported illicit drugs used are mari-
juana/cannabis, followed by ecstasy, painkillers/analgesics 
used for non-medical purposes, and meth/amphetamine 
(AIHW, 2014b). Although alcohol abuse occurs at all ages, it is 
greater in the twenties than any other decade of life. Alcohol 
contributes to motor vehicle accidents and physical violence, 
and damages the developing foetus in pregnant women. It can 
cause liver disease and nutritional deficits. Nursing care of 
people with substance abuse issues is discussed in Chapter 5.

PhySical and PSychoSocial StreSSorS 
Physical stressors that increase the risk of illness in young 
adults include environmental pollutants and work-related risks 
such as falls, electrical hazards, mechanical injuries or expo-
sure to toxins or infectious agents. Other physical stressors 
include exposure to the sun and ingestion of chemical sub-
stances such as caffeine, alcohol and nicotine.

Many different and individualised psychosocial stressors 
may affect young adults, including the pressure to make choices 

Other Mental

A B C

Males Females Fatal Non-fatal

InjuriesCancer

Neurological

Cardiovascular

Chronic
respiratory

23%

36%

17%7%
7%

5%

5%

51% Total 49%

78% Injuries 22%

64% Cardiovascular 36%

45% Mental 55%

43% Cancer 57%

43% Chronic respiratory 57%

41% Neurological 59%

29% Total 71%

80% Injuries 20%

77% Cancer 23%

63% Cardiovascular 37%

16% Neurological 84%

10% Chronic respiratory 90%

4% Mental 96%

Figure 2.2  ■  Burden of disease disability adjusted life years (DALYs) in 15–44 year olds by broad cause group expressed as: 
A, proportions (rounded) of total, B,  proportions by sex, and C, proportions due to fatal and non-fatal outcomes, Australia, 2003

Source: The burden of disease and injury in Australia 2003 by Begg et al. (2007). Canberra: AiHW. reproduced with permission.
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risks for alterations in health
The middle adult is at risk of obesity, cardiovascular disease, 
cancer, substance abuse, and physical and psychosocial stress-
ors. These factors may be interrelated.

obeSity The middle adult often has a problem maintaining 
a healthy weight. Weight gain at this age is the result of con-
suming the same number of kilojoules/calories while physical 
activity decreases and basal metabolic rate falls. Obesity affects 
all major organ systems, increasing the risk of atherosclerosis, 
hypertension, elevated cholesterol and triglyceride levels, and 
diabetes. Obesity is also associated with heart disease, osteoar-
thritis and gallbladder disease.

cardiovaScular diSeaSe The major risk factors, 
especially for coronary artery disease, include age, male gen-
der, physical inactivity, cigarette smoking, hypertension, 

Promoting healthy behaviours in the young adult
Health information for the young adult is primarily provided in 
community settings including:
■ Health-related courses and seminars at community colleges and 

universities provide information on exercise, alcohol and drug 
abuse, smoking cessation, mental health and sexual health.

■ Workplace programs emphasise blood pressure monitoring, 
exercise, smoking cessation, nutrition guidelines and stress 
reduction activities.

■ Community programs provide information on media, sup-
port groups, and risk factors for disease and injury.

The middle adult
Many physical status and function changes take place between 
ages 40 and 65. Table 2.6 lists the physical changes that nor-
mally occur in the middle years.

TABLe 2.6 Physical changes in the middle adult years

AssessmenT CHAnges

skin •	 Decreased	turgor,	moisture	and	subcutaneous	fat	result	in	wrinkles.
•	 Fat	is	deposited	in	the	abdominal	and	hip	areas.

Hair •	 Loss	of	melanin	in	hair	shaft	causes	greying.
•	 Hairline	recedes	in	males	and	sometimes	females.

sensory •	 Visual	acuity	for	near	vision	decreases	(presbyopia)	during	the	40s.
•	 Auditory	acuity	for	high-frequency	sounds	decreases	(presbycusis),	more	commonly	in	men.
•	 Sense	of	taste	diminishes.

musculoskeletal •	 Skeletal	muscle	mass	decreases	by	about	age	60.
•	 Thinning	of	intervertebral	discs	results	in	loss	of	height	(about	2.5	cm).
•	 Postmenopausal	women	may	have	loss	of	calcium	and	develop	osteoporosis.

Cardiovascular •	 Blood	vessels	lose	elasticity.
•	 Systolic	blood	pressure	may	increase.

respiratory •	 Loss	of	vital	capacity	(about	1L	from	age	20	to	60)	occurs.

gastrointestinal •	 Large	intestine	gradually	loses	muscle	tone;	constipation	may	result.
•	 Gastric	secretions	are	decreased.

genitourinary •	 Hormonal	changes:	menopause,	women	(↓	oestrogen);	andropause,	men	(↓ testosterone).

endocrine •	 Gradual	decrease	in	glucose	tolerance.

TABLe 2.5 Leading causes of DALYs in 15–44 year olds by sex in Australia, 2003

rAnk mALes DALYs
% oF 
ToTAL FemALes DALYs

% oF 
ToTAL

1 Anxiety and depression 42 237 13.0 Anxiety and depression 84 717 27.4

2 suicide and self-inflicted injuries 27 592 8.5 migraine 14 105 4.6

3 road traffic accidents 22 845 7.1 Type 2 diabetes 12 487 4.0

4 schizophrenia 14 376 4.4 Asthma 11 311 3.7

5 Alcohol abuse 13 953 4.3 schizophrenia 11 064 3.6

6 Type 2 diabetes 12 868 4.0 Personality disorders 9 389 3.0

7 Heroin abuse 11 882 3.7 Breast cancer 9 068 2.9

8 Personality disorders 10 526 3.2 infertility 8 057 2.6

9 ischaemic heart disease 9 750 3.0 suicide and self-inflicted injuries 7 174 2.3

10 Chronic obstructive pulmonary 
disease (CoPD)

6 840 2.1 road traffic accidents 6 751 2.2

Source: The burden of disease and injury in Australia 2003 by Begg et al. (2007). Canberra: AiHW. reproduced with permission.
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resulting in stress. Both men and women must adapt to changes 
and declines in physical appearance and function and accept 
their own mortality. The age for first-time parents has risen sub-
stantially in the past few decades, and children are living at 
home longer, usually due to financial reasons. The middle adult 
becomes part of what has been called ‘the sandwich generation’ 
(Miller, 1981), caring simultaneously for children and ageing 
parents. Both men and women may make career changes, and 
approaching retirement becomes a reality. Divorce in the mid-
dle years is also a major emotional, social and financial stressor.

Assessment guidelines
The following guidelines are useful in assessing the achieve-
ment of significant developmental tasks in the middle adult. 
Does the middle adult:
■ accept the ageing body?
■ feel comfortable with and respect themselves?
■ enjoy some new freedom to be independent?
■ accept changes in family roles?
■ enjoy success and satisfaction from work and/or family roles?
■ interact well and share companionable activities with a 

partner?
■ expand or renew previous interests?
■ pursue charitable and altruistic activities?
■ consider plans for retirement?
■ have a meaningful philosophy of life?
■ follow health promotion practices?

Physical assessment of the middle adult includes all body sys-
tems, including blood pressure, vision and hearing. Monitoring for 
risks and possible cancer symptoms is essential. The nurse should 
ask specific questions about food intake and exercise habits, sub-
stance abuse, sexual concerns, changes in the reproductive system, 
coping mechanisms and family history of chronic illnesses.

See Figure 2.3 and Table 2.7 for an overview of the burden 
of disease (DALYs) in 45–64 year olds in Australia.

elevated blood cholesterol levels and diabetes. Other contribut-
ing factors include obesity, stress and lack of exercise. The 
middle adult is also at risk of peripheral vascular, cerebrovascu-
lar and cardiovascular disease.

cancer Cancer is the leading cause of death and illness in 
Australia, closely followed by cardiovascular disease (Begg et al., 
2007). The five most common cancers in Australia are prostate, 
colorectal, breast, melanoma and lung cancer. One in every two 
Australian males and one in every three Australian females will 
be diagnosed with cancer before age 85 (AIHW, 2014a). The 
AIHW  Australia’s Health 2014 report shows that:
■ 4 million women participated in Breast Screen  Australia 

between 2011 and 2012.
■ 3.7 million women participated in the National  Cervical 

Screening Program between 2011 and 2012.
■ 35% of over 2 million people invited to participate in the 

National Bowel Cancer Screening Program between 2011 
and 2012 returned a completed bowel cancer screening kit 
for analysis.
Nursing care of the person with cancer is discussed in 

 Chapter 13.

subsTance abuse Although middle adults use a variety 
of substances, the most commonly abused are alcohol, nicotine 
and prescription drugs. Excess alcohol use in the middle adult 
contributes to an increased risk of liver cancer, cirrhosis, pan-
creatitis, hyperlipidaemia and anaemia. Alcoholism also 
increases the risk of accidental injury or death and disrupts 
careers and relationships. Tobacco smoking increases the risk 
of cancers of the larynx, lung, mouth, pharynx, bladder, pan-
creas, oesophagus and kidney, as well as chronic obstructive 
pulmonary disease and cardiovascular disorders.

PhysIcal and PsychosocIal sTressors The 
middle adult years are ones of change and transition, frequently 

FIGurE 2.3 ■ Burden of disease (DALYs) in 45–64 year olds by broad-cause disease group expressed as: A, proportions 
(rounded) of total, B, proportions by sex, and C, proportions due to fatal and non-fatal outcomes, Australia, 2003

Source: The burden of disease and injury in Australia 2003 by Begg et al. (2007). Canberra: AIHW. reproduced with permission.
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Chapter 2 HEALTH AND ILLNESS IN ADULTS  27

nursing specialty area, it is also an integral component of med-
ical–surgical nursing (see Figure 2.4).

risks for alterations in health
The older adult is at risk of alterations in health from a variety 
of causes. Most older adults have one chronic health problem, 
while many have multiple illnesses (co-morbidities). Ischaemic 
heart disease (coronary heart disease) and cerebrovascular dis-
eases (notably stroke) are the two leading causes of death, 
accounting for about 30% of all deaths among older Australian 
men and women. Like the middle adult, the older adult is at risk 
of decreased health from obesity and a sedentary lifestyle. Other 
risk factors specific to this age group include accidental injuries, 
pharmacological effects, and physical and psychosocial stress.

InjurIes Injuries in the older adult cause many problems: 
illness, financial burdens, hospitalisation, self-care deficits, loss 
of independence and even death. The risk of injury is increased 
by the normal physiological changes that accompany ageing, 

Promoting healthy behaviours in the middle adult
Health information for the middle adult can be provided in a 
variety of community settings, including outpatient clinics, 
occupational health clinics and private practice. Examples are 
as follows:
■ Specific programs emphasise accepting responsibility for 

one’s own health. This type of teaching can be through 
seminars or on a one-to-one basis, and includes information 
specific to individuals with an identified need, such as 
smokers, women who have re-entered the workforce or 
men nearing retirement.

■ Community and employment agencies provide information 
about safety hazards in the home, workplace and community.

■ There are many community resources available including 
programs offered at alcohol/drug abuse treatment centres, 
clinics and health centres, counselling services, crisis inter-
vention centres, intimate partner violence programs, and 
health education and promotion agencies (e.g. the Associa-
tion of Relatives and Friends of the Mentally Ill, Red Cross 
Australia, the Cancer Council Australia, the Heart Founda-
tion of Australia and Diabetes Australia).

The older adult
The older adult period begins at age 65, but it can be further 
divided into three periods: the young-old (ages 65 to 74), the 
middle-old (ages 75 to 84) and the old-old (age 85 and over). 
With increasing age a number of normal physiological changes 
occur (see Table 2.8).

Improving older people’s health is an Australian national 
research priority. One area of special interest is adopting a 
healthy lifestyle at older ages because its benefits include the 
prevention of disease and functional decline, extended longev-
ity and enhanced quality of life (WHO, 2002).

The increase in numbers of older adults has important 
implications for nursing. People needing healthcare in all set-
tings will be older, requiring nursing interventions and teaching 
specifically designed to meet needs that differ from those of 
young and middle adults. Although older person nursing is a 

FIGurE 2.4 ■ The older adult population is increasing more 
rapidly than any other age group, making nursing of older adults 
an integral component of medical–surgical nursing practice

TABLE 2.7 Leading causes of DALYs in 45–64 year olds by sex in Australia, 2003

rANk MALES DALYs
% OF 
TOTAL FEMALES DALYs

% OF 
TOTAL

1 Ischaemic heart disease 47 782 12.5 Breast cancer 32 012 10.7

2 Type 2 diabetes 32 741 8.6 Anxiety and depression 25 744 8.6

3 Lung cancer 20 861 5.5 Type 2 diabetes 22 299 7.5

4 Adult-onset hearing loss 20 847 5.5 Ischaemic heart disease 17 489 5.8

5 COPD 15 389 4.0 Lung cancer 13 475 4.5

6 Colorectal cancer 14 130 3.7 Adult-onset hearing loss 10 576 3.5

7 Stroke 13 800 3.6 COPD 10 422 3.5

8 Anxiety and depression 11 757 3.1 Colorectal cancer 9 808 3.3

9 Alcohol abuse 10 077 2.6 Stroke 9 693 3.2

10 Prostate cancer 8 953 2.3 Back pain 6 620 2.2

Source: The burden of disease and injury in Australia 2003 by Begg et al. (2007). Canberra: AIHW. reproduced with permission.
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28  UNIT 1 Dimensions of meDical–surgical nursing

Table 2.8 Physical changes in the older adult years

assessmenT Changes

skin •	 Decreased	turgor	and	sebaceous	gland	activity	result	in	dry,	wrinkled	skin.	Melanocytes	cluster,	causing	‘age	
spots’	or	‘liver	spots’.

hair and nails •	 Scalp,	axillary	and	pubic	hair	thins;	nose	and	ear	hair	thickens.	Women	may	develop	facial	hair.
•	 Nails	grow	more	slowly;	may	become	thick	and	brittle.

sensory •	 Visual	field	narrows,	and	depth	perception	is	distorted.
•	 Pupils	are	smaller,	reducing	night	vision.
•	 Lenses	yellow	and	become	opaque,	resulting	in	distortion	of	green,	blue	and	violet	tones,	and	increased	
sensitivity	to	glare.

•	 Production	of	tears	decreases.
•	 Sense	of	smell,	taste	and	thirst	decreases.
•	 Age-related	hearing	loss	progresses,	involving	middle-	and	low-frequency	sounds.
•	 Threshold	for	pain	and	touch	increases.
•	 Alterations	in	proprioception	(sense	of	physical	position)	may	occur.

musculoskeletal •	 Loss	of	overall	mass,	strength	and	movement	of	muscles	occurs;	tremors	may	occur.
•	 Loss	of	bone	structure	and	deterioration	of	cartilage	in	joints	results	in	increased	risk	of	fractures	and	
limitation	of	range	of	motion.

Cardiovascular •	 Systolic	blood	pressure	rises.
•	 Cardiac	output	decreases.
•	 Peripheral	resistance	increases,	and	capillary	walls	thicken.

Respiratory •	 Continued	loss	of	vital	capacity	occurs	as	the	lungs	become	less	elastic	and	more	rigid.
•	 Anteroposterior	chest	diameter	increases;	kyphosis.
•	 Although	blood	carbon	dioxide	levels	remain	relatively	constant,	blood	oxygen	levels	decrease	by	10–15%.

gastrointestinal •	 Production	of	saliva	decreases,	and	decreased	number	of	taste	buds	decrease	accurate	receptors	for	salt	and	
sweet.

•	 Gag	reflex	is	decreased,	and	stomach	motility	and	emptying	are	reduced.
•	 Both	large	and	small	intestines	have	some	atrophy,	with	decreased	peristalsis.
•	 The	liver	decreases	in	weight	and	storage	capacity;	gallstones	increase;	pancreatic	enzymes	decrease.

genitourinary •	 Kidneys	lose	mass	and	the	glomerular	filtration	rate	is	reduced	(by	nearly	50%	from	young	adulthood	to	old	age).
•	 Bladder	capacity	decreases	and	the	micturition	reflex	is	delayed.	Urinary	retention	is	more	common.
•	 Women	may	have	stress	incontinence;	men	may	have	an	enlarged	prostate	gland.
•	 Reproductive	changes	in	men	occur:
–	Testosterone	decreases.
–	Sperm	count	decreases.
–	Testes	become	smaller.
–	Length	of	time	to	achieve	an	erection	increases;	erection	is	less	full.

•	 Reproductive	changes	in	women	occur:
–	Oestrogen	levels	decrease.
–	Breast	tissue	decreases.
–	Vagina,	uterus,	ovaries	and	urethra	atrophy.
–	Vaginal	lubrication	decreases.
–	Vaginal	secretions	become	alkaline.

endocrine •	 Pituitary	gland	loses	weight	and	vascularity.
•	 Thyroid	gland	becomes	more	fibrous	and	plasma	decreases.
•	 Pancreas	releases	insulin	more	slowly;	increased	blood	glucose	levels	are	common.
•	 Adrenal	glands	produce	less	cortisol.	

pathophysiological alterations in health, environmental hazards 
and lack of support systems. The two major causes of injury in 
the older adult are falls and motor vehicle accidents. Of these, 
falls with resultant hip fractures are the most significant in 
terms of long-term disability and death.

Pharmacological EffEcts Medications are com-
monly used by older Australians to treat and manage illness and 
health conditions and include prescription pharmaceuticals, 
over-the-counter medications, vitamins and minerals and, 

increasingly, illegal drugs. The level of use of pharmaceuticals 
generally increases with age. The rate of prescribed medication 
use for Australians aged 65 years and over is about 100 per 100 
general practitioner encounters, which means, on average, that 
every time a person in this age group sees a doctor, they are 
prescribed medication (AIHW 2007, p. 31).

A number of risk factors predispose the older adult to experi-
encing drug toxicity. Age-related changes in tissue and organ 
structure and function alter the absorption of both oral and 
 parenteral medications. Low nutritional levels and decreased liver 
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Chapter 2 HEALTH AND ILLNESS IN ADULTS  29

■ have the abilities to care for self or to secure appropriate help?
■ gain support from a value system or spiritual philosophy?
■ adapt lifestyle to their diminishing energy and ability?
■ accept and adjust to their own death and that of significant 

others?
Physical assessment of the older adult includes a careful 

examination of all body systems. When taking a health history, 
the nurse should ask specific questions about dietary patterns; 
elimination; exercise and rest; use of alcohol, nicotine, over-the-
counter medications, and prescription and non-prescription 
drugs; sexual concerns; financial concerns; and support systems.

See Figure 2.5 and Table 2.9 for an overview of the burden 
of disease (DALYs) in 65–74 year olds in Australia.

Promoting healthy behaviours in the older adult
Older adults derive the same benefits from health teaching as 
young adults and middle adults and should never be viewed as 
being ‘too old’ for healthy living practices. However, nurses 
need to structure teaching activities to meet age-related physio-
logical changes, such as using large print. Health education for 
the older adult is provided in hospitals, aged care facilities, 
retirement villages, outpatient clinics, senior citizen centres 
and other community settings. Examples are as follows:
■ Educational seminars teach about accident prevention in 

the home, in cars and when using public transport.
■ Health screenings that are specifically aimed at the older adult.
■ Community programs provide immunisation for influenza 

and pneumonia.
■ Literature gives information about financial assistance for 

healthcare, crisis hotlines, community services and 
resources (described earlier for the middle adult), transpor-
tation and nutrition.

ThE concEPT of fAMilY
Although some people are totally alone in the world, most have 
one or more other people who are significant in their lives. 
These significant others may be related or bonded to the person 
by birth, adoption, marriage or friendship. Although not always 
meeting traditional definitions, people (or even pets) significant 
to the person are considered the person’s family. The nurse 

function may alter drug metabolism. The ageing kidney may not 
excrete drugs at the normal clearance rate. Self-administration of 
both prescribed and non-prescribed medications presents risks 
for error from confusion, forgetfulness or misreading the direc-
tions. The older adult may take several drugs at once, placing 
them at risk of drug–drug interaction or an adverse drug event. 
These events are responsible for high rates of hospital admissions 
and mortality in older Australians (Morgan, 2009).

PhysIcal and PsychosocIal sTressors The 
older adult is exposed to the same environmental hazards as the 
young and middle adult, but the accumulation of years of expo-
sure may now appear; for example, skin cancer from many years 
of sun exposure and hearing loss due to long-term noise pollu-
tion. Older adults (especially males) are at increased risk of 
respiratory disorders as a result of smoking, or from such pollut-
ants as coal or asbestos dust. Living conditions and economic 
constraints may prevent the older adult from having necessary 
heating and cooling, contributing to thermal-related illnesses 
and even death. Mistreatment of older people (elder abuse) and 
neglect further increases the risk of injury or illness.

Psychosocial stressors for the older adult include the illness 
or death of a spouse, decreased or limited income, retirement, 
isolation from friends and family because of lack of transporta-
tion or distance, return to the home of a child or relocation to 
an aged care facility. A further stressor may be role loss or 
reversal; for example, when the wife becomes the caretaker of 
her chronically ill husband.

Assessment guidelines
The following guidelines are useful in assessing the achieve-
ment of significant developmental tasks in the older adult. Does 
the older adult:
■ adjust to the physiological changes of ageing?
■ manage retirement years in a satisfying manner?
■ have satisfactory living arrangements and income to meet 

changing needs?
■ participate in social and leisure activities?
■ have a social network of friends and support people?
■ view life as worthwhile?
■ have high self-esteem?

■ Australians aged 65 years and over have one of the 
highest life expectancies in the world.

■ More than 50% of all older people in Australia are aged 65–74 
years. About 30% are the middle-old and 12% are the old-old.

■ By 2036, the number of Australians aged 65 years and 
over is expected to more than double, from 2.7 million to 
6.3 million, and will represent 24% of the total population.

■ Older Australians are active contributors to family and 
community life.

■ Most older people live in their own homes—only 6% live 
in non-private dwellings, which include aged care homes 
and hospitals.

■ Australian women of all cultural backgrounds tend to 
live longer than the men.

■ The life expectancy gap between Indigenous and 
non-Indigenous Australians, and the very low proportion 
of the Indigenous population aged 65 years and over, 
means	the	‘older	Indigenous’	population	is	considered	to	
include people aged 50 years and over.

■ Most older Australians born in non-English countries 
come from Italy, Greece, Germany, the Netherlands and 
China.

Source: Data from Australian Institute of Health and Welfare (2007). Older 
Australia at a glance.

FOCUS ON CULtUraL DIVerSItY Diversity in older australian adults
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influenced by the behaviours and level of development of 
all other members of the family.

■ Maintaining boundaries. The family creates boundaries 
that guide its members, providing a distinct and unique 
family culture. This culture, in turn, provides values.

■ Adapting to change. The family changes as new members 
are added, current members leave and the development of 
each member progresses.

■ Performing family tasks. Essential tasks maintain the  stability 
and continuity of the family. These tasks include physical 
maintenance of the home and the people in the home, the 
production and socialisation of family members and the 
maintenance of the psychological wellbeing of members.

Family developmental stages and tasks
The family, like the individual, has developmental stages and 
tasks. Each stage brings change, requiring adaptation, and each 
new stage also presents family-related risk factors for 

should always include the family as an integral component of 
care in all healthcare settings.

Definitions and functions of the family
What is a family? The definitions of a family are changing as 
society changes. According to one definition, a family is a unit of 
people related by marriage, birth or adoption (Duvall, 1977). A 
more comprehensive definition is that a family is composed of 
two or more people who are emotionally involved with each other. 
In a global society, it may not be possible for family members to 
live in close proximity, but they can remain emotionally involved.

Although every family is unique, all families have certain 
structural and functional features in common. Family structure 
(family roles and relationships) and family function (interac-
tions among family members and with the community) provide 
the following:
■ Interdependence. The behaviours and level of development 

of individual family members constantly influence and are 

TABLE 2.9 Leading causes of DALYs in 65–74 year olds by sex in Australia, 2003

rANk MALES DALYs
% OF 
TOTAL FEMALES DALYs

% OF 
TOTAL

1 Ischaemic heart disease 37 860 15.5 Ischaemic heart disease 21 052 11.4

2 Lung cancer 19 258 7.9 Type 2 diabetes 11 517 6.2

3 Type 2 diabetes 14 203 5.8 Breast cancer 10 445 5.7

4 Prostate cancer 11 950 4.9 Dementia 10 236 5.5

5 Adult-onset hearing loss 11 920 4.9 Lung cancer 9 937 5.4

6 COPD 11 693 4.8 Stroke 9 635 5.2

7 Stroke 10 938 4.5 COPD 8 855 4.8

8 Colorectal cancer 10 531 4.3 Colorectal cancer 7 513 4.1

9 Dementia 7 872 3.2 Osteoarthritis 6 088 3.3

10 Parkinson’s disease 3 958 1.6 Adult-onset hearing loss 5 834 3.2

Males Females Fatal Non-fatal
Other

Cancer

Cardiovascular

Neurological

Chronic respiratory

Diabetes

Musculoskeletal

57% Total 43%

61% Cardiovascular 39%

59% Cancer 41%

56% Chronic respiratory 44%

56% Diabetes 44%

52% Neurological 48%

42% Musculoskeletal 58%

60% Total 40%

83% Cancer 17%

76% Cardiovascular 24%

61% Chronic respiratory 39%

35% Diabetes 65%

13% Neurological 87%

9% Musculoskeletal 91%

14%

31%

23%15%

7%

6%

5%

CBA

FIGurE 2.5 ■ Burden (DALYs) in 65–74 year olds by broad cause group expressed as: A, proportions (rounded) of total,  
B, proportions by sex, and C, proportions due to fatal and non-fatal outcomes, Australia, 2003

Source: Australian Institute of Health and Welfare (2007). Older Australia at a glance. reproduced with permission.
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TABLE 2.10 Family-related risk factors for alterations in health

STAGE rISk FACTOrS HEALTH PrOBLEMS

Couple or family with infants 
and preschoolers

•	 Lack	of	knowledge	about	family	planning,	
contraception, sexual and marital roles

•	 Inadequate	antenatal	care
•	 Altered	nutrition:	inadequate	nutrition,	

overweight, underweight
•	 Smoking,	alcohol/drug	abuse
•	 First	pregnancy	before	age	16	or	after	age	35
•	 Low	socioeconomic	status
•	 Lack	of	knowledge	about	child	health	and	 

safety
•	 Rubella,	syphilis,	gonorrhoea,	HIV/AIDS

•	 Premature	pregnancy
•	 Low-birth-weight	infant 

Birth defects
•	 Injury	to	infant	or	child 

Accidents

Family with school-age children •	 Unsafe	home	environment
•	 Working	parents	with	inappropriate	or	

inadequate resources for child care
•	 Low	socioeconomic	status
•	 Child	abuse	or	neglect
•	 Multiple,	closely	spaced	children
•	 Repeated	infections,	accidents	and	

hospitalisations
•	 Unrecognised	and	unattended	health	problems
•	 Poor	or	inappropriate	nutrition
•	 Toxic	substances	in	the	home

•	 Behaviour	problems
•	 Speech	and	vision	problems
•	 Learning	disabilities
•	 Communicable	diseases
•	 Physical	abuse
•	 Cancer
•	 Developmental	delay
•	 Obesity,	underweight

Family with adolescents and 
young adults

•	 Family	values	of	aggressiveness	and	competition
•	 Lifestyle	and	behaviour	leading	to	chronic	

illness (substance abuse, inadequate diet)
•	 Lack	of	problem-solving	skills
•	 Conflicts	between	parent	and	children

•	 Violent	death	and	injury
•	 Alcohol/drug	abuse
•	 Unwanted	pregnancy
•	 Suicide
•	 Sexually	transmitted	infections
•	 Domestic	abuse

Family with middle adults •	 High-cholesterol	diet
•	 Overweight
•	 Hypertension
•	 Smoking,	alcohol	abuse
•	 Physical	inactivity
•	 Personality	patterns	related	to	stress
•	 Exposure	to	environment:	sunlight,	radiation,	

asbestos, water or air pollution
•	 Depression

•	 Cardiovascular	disease	(coronary	artery
•	 disease	and	cerebral	vascular	disease)
•	 Cancer
•	 Accidents
•	 Suicide
•	 Mental	illness

Family with older adults •	 Age
•	 Depression
•	 Drug	interactions
•	 Chronic	illness
•	 Death	of	spouse
•	 Reduced	income
•	 Poor	nutrition
•	 Lack	of	exercise
•	 Past	environment	and	lifestyle

•	 Impaired	vision	and	hearing
•	 Hypertension
•	 Acute	illness
•	 Chronic	illness
•	 Infectious	diseases	(influenza,	 

pneumonia)
•	 Injuries	from	burns	and	falls
•	 Depression
•	 Alcohol	abuse

alterations in health. The nurse must consider the person’s 
needs both at a specific developmental stage and within a fam-
ily with specific developmental tasks. Family developmental 
stages and developmental tasks are described next. Related 
risk factors and health problems for each stage are listed in 
Table 2.10.

The couple
The developmental tasks of the couple include adjusting to 
living together, establishing a mutually satisfying relationship, 

relating to relatives and deciding whether to have children (for 
those of child-bearing age).

Family with infants and preschoolers
The family with infants or preschoolers must adjust to hav-
ing and supporting the needs of more than two members. 
Other developmental tasks of the family at this stage include 
developing an attachment between parents and children, 
adjusting to the economic costs of having more members, 
coping with energy depletion and lack of privacy, and 
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The family of the person with a  
chronic illness
The person with a chronic illness may be hospitalised for 
diagnosis and treatment of acute exacerbations, but their care 
is primarily provided at home. Chronic illness in a family 
member is a major stressor that causes changes in family 
structure and function and performing family developmental 
tasks.

Many factors affect family responses to chronic illness and 
these responses in turn affect the person’s response to and per-
ception of the illness. Factors influencing response to chronic 
illness include personal, social and economic resources as well 
as the nature and course of the disease and the demands of the 
illness as perceived by family members.

Support for the family is essential. The following informa-
tion should be considered when performing any family assess-
ment and developing a plan of care:
■ cohesiveness and communication patterns within the family
■ family interactions that support self-care
■ friends and relatives available to help
■ family values and beliefs about health and illness
■ cultural and spiritual beliefs
■ developmental level of the person and family.

It is important to remember that standardised teaching plans 
may not be effective. People with chronic illnesses and their 
families should be given the freedom to choose appropriate lit-
erature, self-help or support groups, and interactions with oth-
ers who have the same illness.

carrying out activities that enhance the growth and develop-
ment of the children.

Family with school-age children
The family with school-age children has the developmental 
tasks of adjusting to the expanded world of children in school 
and encouraging educational achievement. A further task is 
promoting joint decision making between children and parents.

Family with adolescents and young adults
The developmental tasks of the family with adolescents and 
young adults focus on transition. While providing a supportive 
home base and maintaining open communications, parents 
must balance freedom with responsibility and release adult 
children as they seek independence.

Family with middle adults
The family with middle adults (in which the parents are middle 
aged and children are no longer at home) has the develop-
mental tasks of maintaining ties with older and younger gener-
ations and planning for retirement. If the family consists of just 
the middle-aged couple, they have the developmental tasks of 
re-establishing their relationship as a couple and possibly 
 taking on the role of grandparents.

Family with older adults
The older adult family has the developmental tasks of adjusting 
to retirement, adjusting to ageing and coping with the loss of a 
spouse. If a spouse dies, further tasks include adjusting to liv-
ing alone and perhaps selling the family home.

ChapTer highlighTs
■ health is an ever-changing state affected by genetic make-up, 

cognitive abilities, education, ethnicity, cultural background, 
age, gender, developmental level, lifestyle, environment, 
socioeconomic background and geographical area.

■ The emphasis of nursing has shifted from acute care in the 
hospital setting to preventive community-based care. an 
essential component of medical–surgical nursing is teaching 
health behaviours that promote and maintain functional 
health status.

■ illnesses may be acute or chronic and behaviours of illness 
follow a sequence of experiencing symptoms, assuming the 
sick role, seeking medical help, assuming a dependent role, 
recovery and rehabilitation.

■ Young adults are at risk of alterations in health from injury, 
sexually transmitted infections, substance abuse, workplace 
exposure to pollutants, sun exposure and psychological 
stressors.

■ Middle adults are at risk of alterations in health from obesity, 
cardiovascular disease, cancer, substance abuse, and the 
stresses of change and transition.

■ Older adults are at risk of alterations in health from chronic 
illnesses, injuries, drug toxicities, and changes in income and 
marital status.

■ The family is an integral component in planning and 
implementing nursing care for the adult.

COnCepT CheCk
 1 Which definition best describes wellness?

1 a complete absence of disease
2 depends on the number of chronic illnesses
3 never having to take medications
4 gaining the best potential functioning of an individual

 2 Many different factors affect the health of an individual. 
Which of the following are included? (select all that apply.)
1 genetic make-up
2 cognitive abilities
3 height
4 age
5 ethnicity

 3 Which of the following diseases has a genetic basis?
1 tuberculosis
2 cystic fibrosis
3 appendicitis
4 indigestion

 4 primary levels of prevention are general health promotion 
actions that prevent or delay the occurrence of a disease. 
Which of the following is a primary preventive activity?
1 practising safer sex
2 screening for hypertension
3 breast self-examination
4 having surgery
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Chapter 2 HEALTH AND ILLNESS IN ADULTS  33

 5	 You	call	your	tutor	to	say	you	have	the	‘flu’ and will  
not be in class. What level of illness behaviour are you 
demonstrating?
1 experiencing symptoms
2 assuming the sick role
3 seeking medical care
4 assuming a dependent role

 6 Your nephew was born with a heart defect. How would this 
disorder be classified?
1 an acute illness
2 a malignant illness
3 an iatrogenic illness
4 a congenital illness

 7 Of the following descriptors, which is specific to a chronic 
illness?
1 occurs rapidly
2 lasts for a long time
3 is self-limiting
4 lasts for a short time
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 8 Mr Jones, age 50, is 15 kg overweight, smokes and rarely 
exercises. As a middle adult these factors increase his risk 
of disorders of which body system?
1 cardiovascular
2 renal
3 gastrointestinal
4 nervous

 9 You are asked to present a health-related program at the local 
senior citizen	centre.	What	would	be	an	appropriate	topic?
1	 the	hazards	of	substance	abuse
2 accident prevention in the home
3 family roles and tasks
4 treating acute illness

 10 Which of the following developmental tasks are part of the life of 
a family with older adults if a spouse dies? (Select all that apply.)
1 coping with lack of privacy
2 planning for retirement
3 adjusting to ageing
4 coping with loss
5 relating to family
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