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    ABSTRACT

    Objective: To describe the stressors experienced by older adults during hospitalization. Method: A qualitative study conducted in a large university hospital involving 30 hospitalized older adults admitted to medical and surgical units. Data were collected through interview-conversations and participant observation, conducted individually at the bedside, based on a script grounded in the Neuman Systems Model. Data were analyzed according to the methodological framework proposed by Trentini, Paim, and Silva. Results: Among participants, there was a predominance of males, individuals aged 60 to 69 years, and the presence of previous comorbidities. Intrapersonal stressors included limited knowledge regarding the health-disease process and organic changes, such as functional decline and the presence of signs and symptoms. Interpersonal stressors arose from relationships established with family members, healthcare professionals, and other patients. Extrapersonal stressors were related to infrastructure and institutional rules and routines. Conclusion: Hospitalization exposes older adults to various stressors that may compromise the care provided and their well-being. In the presence of these stressors, nurses should act to strengthen lines of defense and develop coping strategies in order to promote the maintenance of well-being and minimize the negative impacts resulting from hospitalization.
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    What is already known:

    
      	
        Nursing care for hospitalized older adults should consider the singularities arising from senescence and senility.

      

      	
        Hospitalization is permeated by several stressors capable of compromising the well-being of older adults.

      

      	
        In old age, the impact of stressful events tends to intensify.

      

    

     

    What this article adds:

    
      	
        The identification of stressors experienced by older adults during hospitalization may support the planning and guidance of nursing care.

      

      	
        Hospitalization constitutes a systemic and dynamic phenomenon in which environment, interpersonal relationships, and individual characteristics continuously interact.

      

      	
        The Neuman Systems Model constitutes an important theoretical-practical tool to support nurses in the care of hospitalized older adults.

      

    

     

    INTRODUCTION

    The gradual and proportional increase in the older population has generated a significant impact on demographic and epidemiological profiles, implying changes in healthcare directed toward this age group(1). In this context, longevity may lead to vulnerabilities inherent to the aging process, encompassing physical, cognitive, social, financial, environmental, and spiritual components, thereby increasing the need for comprehensive and individualized care aimed at preventing iatrogenic events(2,3).

    Hospitalization constitutes a challenging event for older adults, as it is associated with a greater risk of functional decline, frailty, and vulnerability to exposure to internal and external stressors(4,5). In this regard, the impact of stressful events intensifies in old age, since the possibilities of experiencing adverse situations increase as a result of changes inherent to the aging process(6).

    When addressing this concept, Betty Neuman(7) defines stressors as forces or stimuli present in the intrinsic or extrinsic environment that are capable of producing tension and potentially causing system instability. The author proposed the Neuman Systems Model (NSM), a theoretical framework composed of interrelated definitions and concepts that provides support for understanding stressors and guiding nurses’ actions in response to these phenomena(7).

    In the NSM, the individual is conceived as an open and dynamic system, consisting of continuous cycles of input, processing, and output. At the center of this system lies the core, surrounded by concentric circles representing variables common to all human beings: physiological, developmental, psychological, sociocultural, and spiritual. Furthermore, the model includes flexible lines of defense, normal lines of defense, and lines of resistance, which function as protective or buffering mechanisms against stressors, contributing to the maintenance of system-client integrity(7,8). Thus, the effective management of stressors promotes system stability and fosters more favorable adaptive responses(9).

    The model is grounded in a systemic and dynamic perspective of human beings, understanding them as open systems in constant interaction with the environment. In the context of aging, this understanding becomes particularly relevant, since the senescence process may weaken lines of defense and resistance, increasing vulnerability to stressors. From this perspective, hospitalization is understood not merely as a care setting but as an environment potentially permeated by intrapersonal, interpersonal, and extrapersonal stressors.

    Moreover, in the context of hospitalization, numerous factors may be perceived as stressors, among which the absence of natural light, disruption of sleep-wake patterns, deprivation or restriction of contact with family members, loss of control over one's own body, lack of privacy, and exposure to various clinical procedures stand out. Although necessary for treatment, these procedures may lead to different forms of discomfort(10). In this scenario, identifying stressors makes it possible to understand human responses to situations experienced during hospitalization(11).

    By adopting the NSM as its theoretical framework, this study assumes that the experience of hospitalized older adults should be understood through the interaction among aging, illness, and the institutional context, recognizing its complexity and multidimensionality. The model guides the investigative perspective by assuming that the phenomenon of hospitalization emerges from the dynamic interaction among biological, psychological, sociocultural, developmental, and spiritual variables, requiring a contextualized and relational analysis.

    The relevance of this investigation is justified because of the knowledge gap regarding the stressors permeating the hospitalization of older adults. Therefore, this study aimed to describe the stressors experienced by older adults during hospitalization.

     

    METHOD

    This is a qualitative, descriptive, exploratory study linked to a doctoral dissertation in Nursing, grounded in the methodological framework of convergent care research (CCR), titled “Stressors and well-being variances in hospitalized older adults: a middle-range nursing theory.” The present study constitutes a subset of the parent study, delineated from specific objectives and supported by its own methodological pathway. The manuscript was written in accordance with the COnsolidated criteria for REporting Qualitative research(12).

    The study was conducted in a large university hospital located in the central region of Rio Grande do Sul, Brazil. Participants were older adults hospitalized in medical and surgical units who met the following inclusion criteria: hospitalization longer than 24 hours and preserved cognitive capacity. Older adults unable to participate in the investigation were excluded, including those receiving mechanical ventilation, with tracheostomies, verbal and motor impairments, respiratory distress, or hemodynamic instability.

    To identify eligible participants, the principal researcher, a nurse and PhD candidate in Nursing with previous experience in qualitative research, reviewed the daily hospitalization records of the units, identifying new admissions and the clinical status of older adults. After convenience sampling, she approached the patient’s room or ward, introduced her credentials, and invited the individual to participate. Although employed as a nurse at the institution, the researcher had no direct care relationship with participants included in the study.

    The invitation was extended after explaining the study objectives, emphasizing the voluntary nature of participation and the absence of any impact on care in the event of refusal. Adequate time for decision-making and the possibility of withdrawal at any time were also ensured. Upon agreement, the Mini-Mental State Examination (MMSE)(13,14) was administered.

    The MMSE was used to assess cognitive capacity(13,14). Cutoff points were defined according to educational level: 18 points for illiterate individuals; 21 points for those with 1-3 years of schooling; 24 points for those with 4-7 years of education; and 26 points for individuals with more than 7 years of schooling(15). Participants who met the cutoff points were included in the study. This stage resulted in the exclusion of eight older adults.

    Data were produced using a characterization form, interview-conversations, and participant observation, conducted individually at the bedside. The form included sociodemographic and clinical characteristics as well as NSM elements concerning the physiological, psychological, sociocultural, developmental, and spiritual dimensions. The interview guide was developed based on the central concepts of the model, particularly the identification of intrapersonal, interpersonal, and extrapersonal stressors. Questions explored older adults’ perceptions regarding changes resulting from hospitalization, their sources of tension, and the mechanisms mobilized for coping.

    Interview-conversations and participant observation were conducted simultaneously, enabling the capture not only of verbal reports but also of interactions, behaviors, and contextual expressions within the hospital environment. Each participant was followed through three to four meetings, with a mean total duration of 140 minutes, favoring the progressive deepening of narratives and a greater understanding of the lived experience.

    Data production was conducted entirely by the principal researcher, guided by the adopted theoretical framework. Considering her professional insertion in the investigated setting, a reflexive stance was adopted throughout fieldwork, with perceptions, impressions, and contextual elements relevant to understanding the dynamics among aging, illness, and the hospital environment recorded in a field diary, paying particular attention to the possible influence of the researcher’s institutional position on data production.

    During the meetings, the researcher positioned herself close to the older adult in order to promote comfort and privacy. The conversation began with the guiding question: “Tell me what your daily life in the hospital has been like since admission. What situations have bothered you or continue to bother you?” Based on this question, efforts were made to identify the stressors perceived by older adults(7). Subsequent meetings were conducted through informal conversations about hospitalization and experienced stressors, following a previously established guide.

    Participant observation began as soon as the researcher entered the room or ward. A guide developed based on the assumptions of the NSM was used, encompassing aspects related to the care provided by healthcare professionals, interpersonal relationships among older adults, professionals, and family members, environmental conditions, physical space, institutional rules and routines as well as nonverbal expressions, attitudes, and feelings expressed in relation to the lived experience. Observation was performed during all meetings.

    Immediately after each meeting, records were systematized in a field diary, seeking to document as much information as possible. These records totaled 118 pages and were incorporated into the analytical corpus as interview notes (IN) and observation notes (ON). The criterion of theoretical saturation was used for sample delimitation, achieved through the recurrence and complementarity of information(16). The final sample consisted of 30 older adults, with no sample losses.

    As this study represents a subset of a parent study grounded in CCR, data were analyzed according to the proposal of Trentini, Paim, and Silva(17), comprising the stages of apprehension, synthesis, theorization, and transfer. Apprehension began during data production and involved organizing reports and observational records. This stage enabled categorization by similarity and supported the identification of theoretical saturation.

    During the synthesis stage, records were grouped according to convergence of ideas, resulting in analytical categories. Thus, three deductive categories were established according to the classification proposed by the theoretical framework: intrapersonal, interpersonal, and extrapersonal stressors. Theorization corresponded to the researchers’ reflections on the relationship between the produced data and the assumptions of the NSM, involving processes of theoretical-conceptual construction, deconstruction, and reconstruction. Transfer occurred through contextualization and dissemination of findings, highlighting possibilities for care in response to experienced stressors.

    Formal validation of findings with participants was not performed due to the descriptive-interpretive nature of the study and the clinical conditions of hospitalized older adults. Analytical rigor was ensured through triangulation among interviews, participant observation, and field diary records.

    Regarding ethical aspects, national guidelines for research involving human beings were respected(18). The project was approved by a human research ethics committee under opinion no. 1,771,984 and CAAE no. 60668116.2.0000.5346. All participants signed the informed consent form in duplicate.

     

    RESULTS

    The sociodemographic characterization of older adults revealed a predominance of males (53.33%), individuals aged 60-69 years (60%), married participants (56.67%), and those with 4-7 years of education (50%). Regarding the clinical profile, most participants (83.33%) presented previous comorbidities, predominantly hypertension (60%) and diabetes mellitus (26.67%). The most frequent length of hospitalization was 1 to 10 days. The main diagnoses at admission corresponded to cardiovascular diseases (33.33%), neoplasms (33.33%), and infectious diseases (23.33%).

    Hospitalization may constitute a potentially disorganizing condition for the system-client, as it results from an illness process capable of weakening lines of defense. In this context, the stressors identified during hospitalization may intensify instability within the older adult’s system.

    To facilitate the synthesis and visualization of the identified stressors, a conceptual map grounded in the NSM was developed (Figure 1).

     

    Figure 1 – Conceptual map synthesizing interpersonal, intrapersonal, and extrapersonal stressors. Santa Maria, RS, Brazil, 2025.
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    Source: prepared by the authors, 2025. 

     

    Intrapersonal stressors

    Intrapersonal stressors correspond to those acting within the individual, encompassing knowledge, emotions, and changes in the organic system(7). In this category, stressors related to illness, hemodynamic alterations, and the psychosocial repercussions resulting from hospitalization were identified.

    When I came to the hospital, I never thought I would have to stay for so many days. […] After I got here, they told me that I need abdominal aortic surgery. I’m waiting […] It leaves me shaken, anxious. […] I worry about undergoing major surgery at my age (OI14, IN).

     

    The discovery of the diagnosis was marked by the expression of feelings such as anxiety and concern, as well as uncertainties regarding the next stages of treatment or even clarification of the diagnosis itself. In this regard, limited knowledge about the clinical condition, symptomatology, and treatment was considered a stressful event.

    I got quite a shock today (tears). I wasn’t expecting this; I truly believed my heart exam was normal. But no, I’m going to need surgery! I’m here, what else can I do? (OI25, IN)

     

    The older adult expresses concern about her clinical condition and reports not knowing whether she will need a radical nephrectomy. She experiences episodes of intense bone pain, as well as sweating and pallor, which make her anxious. She is unaware of the complexity of her pathology (renal neoplasm with bone metastases), and her daughter wishes to keep it that way. (OI7, ON)

     

    […] but I still don’t know what caused this drooping eyelid (ptosis), this eye pain. That makes me anxious! Tomorrow, I think we’ll find out what it is […] (OI2, IN)

     

    Organic dysfunctions resulting both from the clinical condition and from the therapeutic interventions employed manifested through signs and symptoms that interfered with older adults’ well-being during hospitalization. Among these symptoms, pain stood out as an important limiting factor for independence and functionality.

    […] as you can see, I’m confined to bed […] I can’t turn onto my side by myself because my left leg is infected (osteomyelitis); the bone is as thin as paper. I have an open fracture, so you can’t imagine the pain I feel. The pain has lessened now; there are days when Dipyrone helps, but there were days when not even Morphine worked. The saddest thing: I never imagined I would feel so much pain. (OI30, IN)

     

    I had never been in a hospital before. […] I feel trapped here! With this hip pain, I can’t get out of bed on my own; it hurts too much. (OI9, IN)

     

    In addition to pain, nausea and vomiting episodes were also identified as stressors, especially because of their repercussions on taste perception and food acceptance. Furthermore, the food provided in the hospital environment was frequently perceived as different from that consumed at home, contributing to reduced food intake.

    Some days I feel fine; on other days, I get nausea from the medication (chemotherapy), and I can’t eat even half of my meal. It bothers me during every cycle […] When I’m like that, I can’t eat. The food arrives in the room, and I can’t even stand the smell. It really makes me nauseous. (OI4, IN)

     

    Ever since I had the test, I smell food and feel like vomiting. It has improved a little with the medication I’m taking, but as soon as the food arrives in the room, my stomach starts turning. I even try to eat, but not everything appeals to me. It’s not the same as home-cooked food. (OI14, IN)

     

    Interpersonal stressors

    Interpersonal stressors correspond to forces acting between two or more individuals and are represented by relationships established with family members, friends, and healthcare professionals(7). In this sense, hospitalization was associated with changes in family arrangements and interpersonal relationships, affecting the daily lives and well-being of older adults.

    Mechanized and automated care provided by professionals, at times disregarding the singularities of older adults, was perceived as a stressor. Exposure of intimacy and lack of privacy were also highlighted. Dependence on others for performing activities of daily living (ADLs) likewise negatively affected the hospitalization experience.

    The first few baths were embarrassing. I felt like a sack of beans, being rolled from one side to the other […] But I need help, there’s nothing I can do about it […] Another day I was on a stretcher in the hallway while they cleaned the room, and I needed my diaper changed […] How were they going to clean me there, in front of everyone!?! […] Honestly, I would rather have stayed dirty […] (OI1, IN)

     

    What bothers me most is the lack of privacy. You’re always exposed. There are no screens, no curtains. Just yesterday, a group of medical residents came to assess me. They took off my blouse and bra in front of the other patients to examine me. It makes you feel embarrassed, ashamed, stressed about it […] (OI13, IN)

     

    In addition, reports emerged regarding the devaluation of older adults’ complaints in situations that caused them discomfort and suffering. Furthermore, the provision of conflicting, inconclusive, or insufficient information by professionals was perceived as an element generating insecurity and stress during hospitalization.

    My [venous] access is still leaking. I’ve said it over and over that it isn’t working properly [...] They used this tiny vein here, but it already hurts. I asked for that other catheter, but it seems it won’t be available until Monday […] During the night, the medication leaked, and when I woke up, the bed was completely soaked. This could already have been solved, but instead I’m dealing with one or two needle sticks every day. (OI26, IN)

     

    I’m fasting again, since midnight, for this test today. But I may not even have it today because the doctor said it still isn’t certain! Everyone says something different: one says I need to fast because I’ll have the test today, another says they’re not sure. (OI1, IN)

     

    In interactions with other patients and family members, shared wards, loss of control over the environment, and exposure to critical situations involving other patients emerged as stressors. Such circumstances were associated with discomfort, concern, and compromised privacy.

    One thing that stresses me is when the nurse comes to change my dressing and other people stop to watch out of curiosity. Or when they bathe me and this curtain isn’t properly closed. I’m an old grump; I don’t like being exposed or having others witness my pain. (OI30, IN)

     

    That woman got sick, right from the beginning of the night. She became really ill. There was constant coming and going in this room; I don’t think any of us managed to sleep because we were worried about her […] At one point, I thought she was going to die because she looked so unwell […] (OI17, IN)

     

    In addition, older adults reported feelings of guilt for interfering with family routines due to their need for care during hospitalization and after discharge. The hospitalization period was also associated with separation from family bonds and the home environment, triggering feelings of loneliness, longing, and concern for family members.

    I can’t stay away from home for many days. I gave the housekeeper time off, my sister-in-law works all day, and my husband is home alone, but he can’t even prepare his own meals. My daughters are taking turns staying with me, so during the day he’s alone at home, and he’s elderly too. I worry about him. (OI23, IN)

     

    When we’re in the hospital, everything is stressful. I wish I were at home. I have my dogs to take care of, and I miss my grandchildren. They live very far from here. My daughter comes to stay with me, but they stayed with their father; they’re still little (cries). (OI22, IN)

     

    Extrapersonal stressors

    Extrapersonal stressors correspond to forces and interactions that occur outside the system-client but exert influence upon it(7). In this category, stressors related to hospital infrastructure as well as institutional rules and routines, were identified.

    Hospital infrastructure was perceived as insufficient to promote comfort for older adults, interfering with the maintenance of well-being and making the hospitalization experience less satisfactory. Among the aspects mentioned were inadequate beds, the unavailability or malfunction of support equipment, such as call bells used to request assistance from healthcare professionals, and waiting times for admission in places considered inappropriate. Reports also revealed concerns related to patient safety, especially regarding the risk of falls.

    Down there [the emergency department], the stretcher wasn’t comfortable! It had a very thin mattress, and I started feeling the metal bars against my back. I would turn over on the stretcher, but the nurses would tell me to be careful. If I sat on the stretcher, I had to sit right in the middle so it wouldn’t tip over […] (OI12, IN)

     

    […] when I was receiving medication through the vein, I would fall asleep and wake up until it was finished. I kept watching so that when the medication ended I could call someone, but there was no way to call because these call bells don’t work. (OI3, IN)

     

    In addition to these experiences, changes in daily routines, such as the need to wear hospital-provided clothing, remain away from home, adapt to institutional schedules, and adjust to changes in diet, were also perceived as potentially stressful situations.

    My days here in the hospital haven’t been easy, but I think I’ll get through it. At first, it felt very strange, but now I’m getting used to this routine of tests, procedures, fasting […] We really find this routine difficult to adapt to. (OI1, IN)

     

    Even these clothes we wear feel strange to me. I would rather wear my own pajamas — warmer and more comfortable — but the routine here is to wear these clothes. (OI29, IN)

     

    DISCUSSION

    The aging process is marked by reduced physiological reserves, a higher prevalence of chronic diseases, and functional changes that increase older adults’ vulnerability to stressors inherent to hospitalization(19). In this context, the NSM makes it possible to understand older adults’ responses to the health-disease process throughout life(20), considering that aging is a multidimensional phenomenon capable of influencing the stability of the system-client.

    In the face of illness, individuals may experience feelings of helplessness, insecurity, embarrassment, and loss of autonomy associated with threats to identity and privacy(21). In this regard, participants in the present study perceived different symptoms and experiences resulting from hospitalization as intrapersonal stressors.

    Hospitalization involves a succession of events culminating in multiple healthcare interventions. In this setting, older adults need to assimilate complex information regarding diagnosis and treatment, which may be insufficient, inaccurate, or subject to change throughout hospitalization(22). The limited knowledge identified in this study resembles the lack of information described among hospitalized patients in general hospitals in Yazd, Iran(23), demonstrating that even in distinct sociocultural contexts, the stressors experienced by hospitalized older adults present important convergences.

    In the present study, pain was reported as an important stressor, corroborating investigations demonstrating a high prevalence of this symptom among hospitalized patients(24,25). In light of the NSM, pain may exert greater disorganizing potential during aging due to reduced adaptive capacity, placing strain on the system-client’s lines of resistance. These findings reinforce the importance of systematic pain assessment and the implementation of effective pain management measures.

    The identified intrapersonal stressors are directly linked to the aging process, which is characterized by greater susceptibility to health problems and the reconfiguration of social roles. From this perspective, hospitalization does not act as an isolated event but rather as a factor that amplifies systemic vulnerability by challenging lines of defense already weakened by advancing age(7).

    Interpersonal stressors were identified in interactions established with family members, healthcare professionals, and caregivers of other patients. Within this dimension, curiosity expressed through frequent questions and gazes emerged as an important stressor, causing discomfort and a perception of loss of privacy, thereby making the hospitalization experience even more burdensome.

    Privacy constitutes a patient right and a dynamic concept(26), encompassing physiological, psychological, sociocultural, and spiritual dimensions. Several factors may influence it, including disease complexity, degree of dependence, gender identity, available human resources, environmental conditions, and the performance of care procedures(26). Considering these aspects is essential for preventing or minimizing stressors related to standardized and poorly individualized care.

    Communication between professionals and patients was described by older adults as fragile and ineffective. Therapeutic communication is an essential component of care, as it allows patients to be recognized beyond their disease(27). In this sense, nursing professionals should identify each person’s singularities and demonstrate genuine interest in care, which presupposes respect, commitment, sensitivity, and ethics.

    Reduced or absent autonomy in decision-making was also identified as a stressor, consistent with studies describing illness and hospitalization as experiences capable of restricting older adults’ autonomy(28). In this context, the expanded clinical approach developed by the healthcare team may favor the preservation of autonomy by recognizing older adults as active subjects in the health-disease process(29).

    This understanding aligns with the premise that nurses’ protection and promotion of older adults’ autonomy depend on opportunities, abilities, and willingness to build relationships in which their voices and preferences are valued(30). Such strategies may contribute to strengthening the system-client’s normal lines of defense.

    Older adults experience a succession of losses related to functional capacities and worsening clinical conditions. Confrontation with their current conditions intensifies feelings of loss and may weaken internal coping resources built throughout life. Furthermore, the inability to fulfill previously assumed family roles was also perceived as a stressor.

    Family bonds represent an important component of older adults’ well-being. Thus, hospitalization and separation from family and home environments may trigger feelings of longing, sadness, loneliness, and isolation, which are perceived as stressors. One study(31) highlights that high levels of loneliness among hospitalized older adults may be related to separation from the family environment and social networks during the experience of a potentially stressful event. Moreover, older adults often have fewer coping strategies in the face of reduced mobility and less stable social networks(32).

    Hospitalization may also result in functional losses and increased vulnerability, affecting the transition of care from the hospital setting to the home(33). This aspect converges with the findings of the present study, in which the need for care after discharge was perceived as a stressor, especially because it requires reorganization of family routines and greater availability of time to care for older adults.

    From the perspective of the NSM, the relational tensions identified are not restricted to isolated conflicts but rather reflect processes of systemic reorganization of social roles in the context of aging and hospitalization. The reversal of family roles and the need for mediation by the healthcare team constitute interactions that may generate instability, particularly in the face of weakened autonomy.

    Furthermore, institutional routines marked by care overload and limited time for qualified listening may intensify these stressors, demonstrating that system-client stability depends not only on individual interventions but also on the quality of relationships established within the care environment.

    Regarding extrapersonal stressors, these predominantly comprised aspects related to hospital infrastructure, perceived as inadequate for promoting comfort and meeting the needs of older adults. The physical environment should adapt to the consequences of physiological aging and the limitations imposed by clinical conditions, favoring the maintenance of functional independence and autonomy among older adults(34).

    Institutional rules and routines, characterized by the imposition of specific schedules for performing ADLs, were perceived as compromising autonomy and potentially generating frailty, thus constituting stressors. Participant observations revealed an environment marked by high circulation of professionals, frequent interruptions, and prioritization of technical procedures, aspects that also constituted extrapersonal stressors. In this regard, hospital routines are known to generate feelings of unfamiliarity, affective responses such as anxiety and depression, and even trigger uncooperative behaviors(35).

    From the perspective of the NSM, institutional and environmental conditions within the hospital setting act as external forces capable of compromising the stability of the system-client. Elements such as noise, frequent interruptions, staff turnover, and limited time for qualified interaction constitute not merely organizational characteristics but also potential threats to lines of defense, especially given the reduced adaptive reserve inherent to aging.

    The findings of this study indicate that psychological, sociocultural, developmental, and spiritual dimensions should be valued to the same extent as the physiological dimension in order to improve care, minimize or control stressors, and strengthen lines of defense and coping strategies. In this context, it is understood that the magnitude of the therapeutic response and its outcomes depend both on the intensity of the stressor and on how it is perceived by older adults.

    Nursing interventions aim to promote system stabilization, restoration of balance, and maintenance of well-being, favoring the process of energy reconstitution(11). It is essential for nurses to possess clinical and relational competencies that enable early identification of threats to lines of defense and the implementation of secondary and tertiary prevention strategies. However, such practice requires favorable institutional conditions, including adequate time and resources, so that care can be effectively centered on older adults.

    As a limitation of the study, its conduct in a single hospital institution is highlighted, which may restrict the transferability of findings to other care settings. Furthermore, the results may reflect specific regional characteristics and particularities of the care processes adopted by the investigated institution.

     

    CONCLUSION

    This study made it possible to describe the stressors experienced by older adults during hospitalization, demonstrating that such experiences manifest across intrapersonal, interpersonal, and extrapersonal dimensions. The findings reveal that hospitalization, in the context of aging, involves multiple factors capable of challenging the stability of the system-client, especially in light of reduced adaptive reserve and the institutional conditions of care.

    In light of the NSM, hospitalization was understood as a systemic and dynamic phenomenon in which environment, relationships, and individual characteristics continuously interact. The study contributes by providing support for reflection and planning of care for hospitalized older adults, highlighting the importance of care approaches that recognize the comprehensiveness and complexity of this experience. Nursing professionals should identify and understand stressors in their multiple dimensions.

     

    *Article extracted from the Doctoral Dissertation in Nursing titled “Stressors and well-being variances in hospitalized older adults: A Middle-Range Nursing Theory”, presented to the Graduate Program in Nursing at the Federal University of Santa Maria, Santa Maria, RS, Brazil, in 2019.
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