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Clinical
Scenario

An 81-year-old woman who is repeatedly falling
is brought to the office by her daughter. The
elderly mother has been falling repeatedly for at
least 3 months. The falling has been getting
progressively worse, and the patient’s daughter is
very concerned about the possibility of her
mother “breaking her hip.” On examination, the
patient is a frail, elderly woman in no acute
distress. She appears somewhat depressed. Her
Mini-Mental State Examination score is 27. The
patient’s blood pressure is 180/75 mm Hg. Her
pulse is 84 beats per minute and irregular. No
other abnormalities are found.



GOALS OF CARE FOR OLDER
ADULTS

Short-term issues: Focus on immediate needs
to maintain or restore current health status;

may be the sole focus for patients at the end
of life.

Symptom management
Care coordination
Personal safety

Evaluate the living situation




GOALS OF CARE FOR OLDER
ADULTS

Mid-range issues: Address needs over the subsequent one
to five years.

d Preventive care
L Disease management

O Psychological issues

0 Coping strategies

Long-term issues: For older adults who are currently
healthy and high-functioning.

O Plans to be implemented at the time of eventual
decline




PREVENTION
FOR OLDER
ADULTS




Healthy lifestyle

Physical activity

d The AHA/ACSM guidelines emphasize a
graduated or stepwise introduction of
physical activity to improve safety and
adherence.

O An individualized "activity plan" should
recommend levels of physical activity and
define how the individual will meet them

 Specific exercises fall into four categories:
aerobic, muscle strengthening, flexibility,
and balance.




Healthy lifestyle

Tobacco use

( Older adults should be questioned about
smoking and counseled on how to quit
smoking if they currently smoke.

 Several smoking cessation techniques are
effective in general clinical practice,
including  clinician  recommendation,
formal counseling, and pharmacotherapy




Healthy lifestyle

Alcohol

 The American Geriatrics Society
guidelines suggest specific questioning
regarding the frequency and quantity
of alcohol use, followed by asking the
CAGE questions (Cut down, Annoyed,
Guilty, Eye-opener) to identify patients
with alcohol-related problems

J Risk factors for alcohol abuse among
older adults include bereavement,
depression, anxiety, pain, disability, and
a prior history of alcohol use.




Aspirin for primary prevention

 The USPSTF advises discussing potential benefits
and harms with adults age 60 to 69 regarding daily
low-dose aspirin, noting that benefit is more likely
in those with a 10-year cardiovascular risk of 10
percent who have a life expectancy of at least 10
years and are not at increased risk for bleeding.

] Evidence is insufficient to assess balance of benefits
and risks for those over age 70.

d Guidelines from the American College of
Cardiology/American College of
Gastroenterology/AHA suggest using a proton pump
inhibitor (PPI) for all patients over 60 years of age
who are maintained on chronic aspirin therapy.




Immunization

IMMUNIZATION

Tetanus-diptheria
vaccine

= Booster every 10 years in patients who have received
primary series (alternative: booster once after age
50); Tdap once

Influenza vaccine

= Annual vaccination

Pneumococcal
vaccine (PCV13
and PPSV23)

» Give PCV13 followed by PPSV23 6 to 12 months
later, once after age 65

» Revaccinate PPSV23 once after age 65 if an initial
vaccination was given before age 65 and five years
have elapsed since the first dose

Herpes zoster
vaccine

= One-time vaccination after age 50




STOP
CANCER SCREENING €ANCER

o
Cancer = Key considerations in older adults:
screening = Life expectancy: Will this patient live long enough to
benefit?

= Potential harms: Procedural complications, anxiety, cost, and
overdiagnhosis
= |Individual patient preference

Breast = Shared decision-making; if woman opts to be screened,
cancer biennial mammography if life expectancy is at least 10 years
Colorectal =  Annual FOBT versus

cancer = Screening colonoscopy every 10 years versus

= Flexible sigmoidoscopy every five years as long as life
expectancy is at least five years

Cervical = May safely discontinue Pap smears at or after age 65
cancer after three consecutive normals within a 10-year period
= May discontinue after hysterectomy for benign indication
Lung = Annual low-dose chest CT scan for high-risk individuals to
cancer age 80 years; discontinue if person has not smoked for 15

years or if life expectancy is limited




Cardiovascular screening

Blood
pressure

Measure annually
If treatment initiated, monitor orthostatic blood pressure,
renal function, and electrolytes

Lipids = Screen and treat older adults with CAD risk exceeding 10% over
10 years

Abdominal aortic
aneurysm (AAA)

= One-time screening ultrasound in men aged 65 to 75
with any history of smoking or family history of
AAA requiring repair

Diabetes

= Screen adults (to age 70) with BMI >25 kg/mz,
hypertension or hyperlipidemia




Functional and
psychosocial
evaluation




Functional Impairment

Table 18-1 INSTRUMENTAL ACTIVITIES OF DAILY LIVING (IADL) AND

ACTIVITIES OF DAILY LIVING (ADL)

|IADL ADL
Transportation Bathing
Shopping Dressing
Cooking Eating
Using the telephone Transferring from bed to chair
Managing money Continence
Taking medications Toileting
Housecleaning
Laundry




Katz index of independence in activities of daily hving

AcCtivities

Independence

Dependence

Points (1L or O)

Points (1)

NO superwvision, direction, or
personal assistance

Points (0O)

WITH superwvision,
direction, persomnal
assistance, or total care

Bathing

POINTS:

Dressing

POINTS:

Toiletimg

POINTS:

Tramnsfermring

POINTS:

Continence
POINTS:

Feeding

POINTS:

Total points:

{1 point) Bathes self completely
or neads help imn bathing only a
single part of the body, such as
the back, genital area, or
disabled extremity.

{1 point) Gets clothes from
closets and drawers and puts
on clothes and outer garments
complete with fasteners. Maw
have help tying shoes.

(1 point) Goes to toilet, gets on
and off, arranges clothes,
cleans genital area withouwut
help.

{1 point) Mowves iNn and out of
bed or chair unassisted.
Mechanical transferrimng aides
are acceptable.

{1 point) Exercises complete
self-control over urimnatiomn and
defecation.

(1 point) Gets food from plate
imto mouth withowut help.
Preparation of food may be
done by another person.

(D points) Needs help with
bathing more thamn one part
of the body, gettimg in or
out of the tub or shower.
Requires total bathing.

{0 points) Neaeds help with
dressing self or needs to be
completely dressed.

(D points) Needs help
transferrimg to the toilet
and cleaning s=If or uses
bedpan or commode.

{0 points) Neaeds help in
mowing from bed to chair or
reguires a complete
transfer.

(D points) Is partially or
totally imncontinent of bowel
or bladder.

(D points) Needs partial or
total help with feeding or
requires parenteral feeding.

6 points: High (patient independent).
D points: Low {(patient wvery dependent).




The Lawton imnstrurmental activities of daily iving scale

housekesping tasks

Auctivities Points Auctivities Points
Albility to use telephone Launrwiclryr
1. Operates telephone Omn oOwnm 1 1. Does personal laundry completely i
imnitiative; looks and dials _ .
o e L ! 2. Launders small items, nnses sodks, i
mnumbeaers -
stockings, etc
2. Dals a fe ell-lkroww 1
! e e 2. Al lauvndry must be done by others (]
mnumbers
3. Answers telephone, bt does 1 e of transg n n
ot dial 1. Trawvels independently on public a
4. Does ot use telephone at all [n] transpo Gon or d =5 o car
o i 2. Arranges own travel wvia taxi, but does not 1
s otherwise use public transportation
1. Takes care of all sho e i | . .
needs independeanthy e 2. Trawvels on public transportation when i
assisted or accompanied by anothear
2. Shops independantlhy for small (=] L ) . .
= P ¥ 4. Trawvel imited to tax<i or auutomobile with [}
purchases X
assistance of anothaer
3. Needs to be accompamnied on [w]
- R e S. Does ot trawvel at all [}
any shopping orip
4. Completely unable to shop (=]} Responsibility for own medications
1. Is responsible for taking medication in ks
F repar n cormaect doses at correct time
1. Plans repares, and serves 1 P . . - .
« Prep T 2. Takes responsibility if medication is [n]
adeqguate meals indepaendaenthy X .
preparaed imn advance in separate doses
2. Prepares ade ate meals if [w] - :
= Iizd i inqr:dients ! 3. Is not capable of dispensing own [n]
LaiLad o medication
3. Heats and serves prepared [w]
e = Albility to handle fimances
meals or prepares mMmeals, but
does ot maimtain adeqguate diet 1. Manages fimnancial matters independanitdy i
4. Meads to hawe meals prepared . (budgets, wrntes checks, pays rent anmnd bills,
goes to bank); collects and keeps track of
and served !
IMECEITE e
Howuselkespin
- 2. Manages day-to-day purchases, but neaeds i
1. Maimtains house alome with 1 el with banking, major purchases, etc
occasion assistance (heawvy work .
C 2 2. Imncapable of handling mormnaey (n ]
2. Performs light daily tasks such 1
as dishwashing, baed making
3. Performs light daily tasks, but 1
canmot maintain acceptable lewvel
of cleanliness
4. MNeaeds help with all home 1
maintenance tasks
5. Does okt participate in any (=]

Scoring: For each category, circle the item description that most closely resemblaes the client's highest

functional lewvel (either O or 1.

A summanry score ranges from O (dependant,

(imndependant, mno assistance required to mamtaim self im commursty ).

requires significant assistance to live in the community) to 8




Independent Assisted Dependent

Bathing (sponge, shower, or tub)

Activities of

Dressing
daily Living \ -

Transfer (in and out of bed and
chair)

Continence ‘ ‘ ‘

Feeding

Slide 17
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Instrumental

Activities of
daily Living

IADL Independent

Ability to Use Telephone
Shopping

Food Preparation
Housekeeping

Mode of Transportation

Responsibility for Own
Medications

Ability to Handle Finances

Laundry

Assisted

Dependent

Slide 19
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Cognitive Screening

The prevalence of dementia doubles every 5 years after
age 60, so that by age 85 approximately 30% to 50% of
individuals have some degree of impairment.

Patients with mild or early dementia frequently remain
undiagnosed because their social graces are retained.

The combination of the “clock draw” and the “three-item
recall” is a rapid and fairly reliable office-based screening
for dementia.

When patients fail either of these screening tests, further
testing with the Folstein Mini-Mental State questionnaire
should be performed.




Cognitive Screening

Cognition » Targeted screening In patients with memory complaints or new
functional impairment with MMSE, Mini-Cog, Clock Drawing
Test, Memory Impairment Screen, SLUMS, or MoCA

Mood » Screen all older adults for depression with two guestions:
* During the last month:

» 1) Have you been bothered by feeling down, depressed, or
hopeless?

» 2) Have you often been bothered by having little interest or
pleasure in doing things?




Mini-Cog

Y

3-word recall=0 3-word recall=1 or 2

3-word recall=3

SUSPECTED DEMENTIA

NO SUSPECTED DEMENTIA

Abnormal CDT Normal CDT

SUSPECTED DEMENTIA NO SUSPECTED DEMENTIA




Parkinson's

Alzheimer's




The Mini-Mental State Exam

Palienl

Examiner Dale

Maximum

5
5

[ %]

[Sq]

bl £

Score
i)
i
i)
(.
i
i
i
i
i)
i
i

rientation
Whalt 1s Lhe {vear) (seazon) (dale) {(day) (monlh)?
Where are we (slale) (counlry) (lown) (hospilal) (iloor)y?

Registralion

Mame 3 objecls: 1 second Lo say cach. Then ask Lhe palienl
all 2 arter vou have said them. Give 1 point for each correct answer.
Then repeat themn until hefshe learns all 3. Count trials and record.
Trials

Attention and Calculation
Serial 7's. 1 point for cach correct answer. Stop atter 5 answers.
Alteroatively spell “world™ bacloward.

Recall
Aslk Tor the 3 objects repeated above. Cive 1 point for each correct answer.

Language
Mame a pencil and watch.
Repeat the following “MNao ifa, anda, o huts”
Follonw a D-stage command:
“Tale a paper in your hand, fold it in hall, and pul il oo the Joorn™
Read and chey the [ollowing: CLOSE YOUR EYES
Write n sentence.
Copy the design shown.

Total Scorve
ASEEES level of conaciousness along a continuum
Alevl  Dwowsy  Slupor Corma
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Geriatric
depression

scale-5 items

Choose the best answer to describe how you have felt over the past

week:

1. Are you basically satisfied with your life? yes | no
2. Do you often get bored? yes | no
3.Do you often feel helpless? yes | no
4. Do you prefer to stay at home rather than going out and doing

new things? yes | no
5. Do you feel pretty worthless the way you are now? yes | no

Two out of five depressive responses ("no" to question 1 or

yes" to questions 2 through 5) suggests the diagnosis of

depression
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PHC-2

Screening

Two question screener: A two question screener is
easily administered and likely to identify patients
at risk if both questions are answered
affirmatively. The questions are:

*"During the past month, have you been bothered
by feeling down, depressed or hopeless?"

e"During the past month, have you been bothered
by little interest or pleasure in doing things?"



PHQ-9 depression questionnaire

Name:

Over the last 2 weeks, how often have you been
bothered by any of the following problems?

Several
days

Depression score ranges:

5 to 9: mild

10 to 14: moderate

15 to 19: moderately severe
=20: severe

If you checked off any problems, how difficult
have these problems made it for you to do your
work, take care of things at home, or get along
with other people?

Not Somewhat | Very Extremely

difficult | difficult
at all

difficult | difficult

PHQ: Patient Health Questionnaire.

Little interest or pleasure in doing things
Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too
much

Feeling tired or having little energy
Poor appetite or overeating

Feeling bad about vourself, or that you are a
failure, or that you have let yvourself or your
family down

Trouble concentrating on things, such as reading
the newspaper or watching television

Moving or speaking so slowly that other people
could have noticed? Or the opposite, being so
fidgety or restless that you have been moving
around a lot more than usual.

Thoughts that you would be better off dead, or
of hurting yourself in some way

Total =

PHQ-9 score =10: Likely major depression




(xD5-15 Arabic Version

dalnd dneall g ol

Jpe 1500 48 s 1 Al 0%
Al o Al ) Sl o g ad g Aolad ja)
ALyl B B Al s S5 sl 8

oy gy BT AL sdndall sl p oyt A

F i el Lo ol | GDSO1

FlELE e 8 e ks | GDS02 |

e s ) eadi e GDS03

Tl e el 5 b GOS04

T p) lans dakl pe Il pins | GOS05

ol Ciimges La e ga (e s ol | GDS06

Tyl ol ddad, a3 a | GDSO7

Pl iy Juis b B e | jple ol sl Gle Ja | GDSUOB

Fiam ol by gl e Sl AWl Jas G GDSO09

Top Al e 805000 6 KR, sl el Ja | GDS10

il a8 e 0S8 o il 1 e el diid Ju | GDS 11

Todadl oy 3 dwdll e oy wl b GD312

ulli JdS 5l i | GDS13

T Jat Y laey 4y aS U | GDS 14

Cille e panl Al phae Ja o eds b | GDS15

Geriatric Depression Scale: Short Form

Choose the best answer for how you have felt over the past week:

Question

Answer

. Are you basically satisfied with your life?

YES / NO

. Have you dropped many of your activities and interests?

YES / NO

. Do you feel that your life is empty?

YES / NO

. Do you often get bored?

YES /NO

. Are you in good spirits most of the time?

YES /NO

. Are you afraid that something bad is going to happen to you?

YES / NO

. Do you feel happy most of the time?

YES /NO

. Do you often feel helpless?

YES /NO

. Do you prefer to stay at home, rather than going out and doing new
things?

YES /NO

10. Do you feel you have more problems with memory than most?

YES /NO

11. Do you think it is wonderful to be alive now?

YES /NO

12. Do you feel pretty worthless the way you are now?

YES / NO

13. Do you feel full of energy?

YES /NO

14. Do you feel that your situation is hopeless?

YES /NO

15. Do you think that most people are better off than you are?

YES / NO

Score (number of answers in bold)

Answers in bold indicate depression. Score 1 point for each bolded answer.

A score >5 points is suggestive of depression.
A score =10 points is almost always indicative of depression.
A score >5 points should warrant a follow-up comprehensive assessment.




Screening instruments for late-life depression for use in primary care

Sensitivity
percent

Specificity
percent

Inpatient

Outpatient

Physically
ill

Cognitively
impaired

Two-question
screen

Geriatric
Depression Scale
(5-item)

Patient Health
Questionnaire-9
(Q-item)

Cornell Scale for
Depression in
Dementia (19-
tem)

Center for
Epidemiologic
Studies -
Depression Scale
(20-1tem)

Q7

94

88

Q0

Q3

o7

21

88

75

73

Unknown

Yes

Unknown

fes

Mo

fes

Yes

fes

fes

fes

Unknown

Yes

Yes

Unknown

Unknown

Mo

Unknown

Unknown

es

Mo




Osteoporosis

dThe USPSTF recommends that
women aged 65 and older be
screened routinely for
osteoporosis using bone
densitometry.

d The USPSTF also recommends that
routine screening begin at age 60
for women at increased risk for
osteoporotic fractures, including
those with low body weight.




Vision Screening

O Evidence was inconclusive that early
detection of visual impairment improved
visual outcomes, functional status, or
quality of life.

d Based on this review, there is no clear
indication to perform regularly scheduled
screenings among otherwise asymptomatic,
average-risk older adults.

O However, we do advise that a vision
assessment be included as part of the
routine workup for older adults with recent
cognitive decline, functional impairment, or
falls.



Hearing Screening

Despite the insufficient evidence, we suggest that
primary providers screen adults over 65 for hearing
loss, and in particular, vulnerable older adults at risk
for functional decline, hospitalization, or cognitive
problems.

Patient inquiry is a rapid and inexpensive way to
screen for hearing loss.

While pure tone audiometry is the reference
standard for screening hearing, a whispered voice
test is both sensitive and specific.

An evidence review to support a recommendation
from the USPSTF found that either the whispered
voice test at two feet or a single question regarding
perceived hearing loss were nearly as effective as a
formal hearing questionnaire or use of a tone-
emitting otoscope for the detection of hearing loss




Hearingand | = Annual screening for hearing loss with patient inquiry and

VISIon exam (Whisper test or handheld audiometry)

» Vision assessment as part of the routine workup for older
adults with cognitive decling, functional impairment, or falls




Nutrition

O A combination of serial weight measurements
obtained in the office and inquiry about changing
appetite are likely the most useful methods of
assessing nutritional status in older patients.

O In addition, a mini-nutritional assessment tool
has been developed to help the clinician
determine patients who may need nutritional
support and counseling.

Q Vulnerable older adults with an involuntary
weight loss of 10 percent or more in less than a
year should undergo further evaluation for under
nutrition, possible medical or medication-related
causes, dental status, food security, food-related
functional status, appetite and intake, swallow
ability, and previous dietary restrictions.




Mini nutritional assessment

Last nanme: First name: Middle initial: Sex: Date:

Auger Wheight (kg): Height (cm):

Complete the form by writing the points in the boxes. Add the points in the boxes, and compare the total
assessment bto the malnutrition indicator score.™

Anthrop etric 13 Points Dietary assessrent Points
1. Body mass index 11. How mamny full meals does the patient
(weight in kg < height in m2): aat daily?
a. <19 = 0 points a. Omne meal = O points
b. 19 ta <21 = 1 pwoint b. Two meals = 1 poaint
€. 21 o <23 = 2 points c. Three meals = 2 points I:I
d. >23 = 3 points

12. Selected consumption markers

2. Midarm circumference: for protein intake:

a. <21 om = 0 points a. At least one serving of dairy products
b. 21 to =22 cm = 0.5 point (milk., cheesea, yogurt) per day:
. >22 crm = 1 pwint yes e
b. Two or more servings of legumes or eggs
2. Calf circumference: per week:
a. <31 cm = 0 points yes e
b. 2321 cm = 1 point c. Maat, fish or poultry every day:
yes no
4. Weight loss during past 3 months: 0 or 1 yes answers = D points
a. >3 kg = 0 points 2 WES answWers = 0.5 point
b. Does not know = 1 pwoint 3 yes answers = 1 point I:I
c. 1 to 3 kg = 2 points
d. Mo weight loss = I points 13. Consumes bhwo or morne servings of fruits
or wvegetables per day:
o al * a. Mo = 0 points
5. Lives independently (not in nursing b. Yes = 1 point I:I
horme or hospital }:
a. No " ) = 0 points 14. Dedine in food intake owver the past 3 months
b. Yes = 1 point because of loss of appetite, digestive problems.
or chewing or swallowing difficulties :
6. Takes more than three prescription a. Severe loss of appetite = 0 points
drugs per day: b. Moderate loss of appetite = 1 point
a. Yes = 0 points c- No loss of appetite = 2 points
b. Mo = 1 pwoint 15. Cups of Fluid (eg. water, juice, coffee, tea, milk)

rmed | i = g8 z
7. Has suffered psychologic stress consuw per day (1 cup oz])

00 0 000 0O o0b 0

- =3 o ints
or acute disease in the past 2 months: ;_ ] hc;':;.n’ : -D.!:S.o;:inl: I:I
a. Yes = 0 points = i
b. Mo = 1 point c. >3 cups 1 poinkt
16. Mode of feeding:
8. Mobility = it " _ .
a. Bed-bound or chair-bound = 0 points z: g:ﬁ:is al s::u_. :-udimcultv — ? z’z::?
b.AbI_el:ﬂgetoul:n-fbedqr _ c. Self-fed with no problems = 2 points I:I
chair; but does not go out = 1 point
. Goes out = 2 points Salf-assessment
" 17. Does th sent think that h he
9. Neuropsychologic problems: hae mut e“ Pammhllre.rns? e oer s
=- mEE = Er_i:sgsimg i — o a. Major malnutrition = O points
b. Mild de ﬁ_? -1 p-nint b. Mod-r::hm;rmn or - 1 point
= Mo py gie pro = - pron c. Mo nutritional problem = 2 pwoints D
10. P;!?.rs!usm sores or skin ulcers: — o . 18, How does the patient wview his or | F Ith
b- N -1 pﬂ_m stabtus compared with the health status of
- Mo L other people of the same age?
a. Not as good = 0 points
b. Does not know = 0.5 point
c. Az good = 1 point
d. Better = 2 points
-
Acsceccment total (maximoam of 30 points): I:I

= Malnutrition indicator score: =24 points = well nourished; 17 to 23.5 points = at risk for
malnutrition; <17 points = malnourished.




M aaaty Akl audntt Nestle .
Mini Nutritional Assessment-Short Form Nutritioninstitute

MNA®

(gl aayl A1 )

gl ey gl =Sy ] Ll RN

feasall 13813 G ymall MBI g il g gasoall, 1 Jpeess 1l MBS pan) Al lall (1R ald YL ey palt Blay 18 mresall Jasl

Fatall g fdmall LB il gmea gl admgll LB JShdia gl Sogeddl (I SEAY Aauns aiatball el ASNMEN  PUA atedall ] g oesdI i A
Aapnll sk ylags =0
Sagendl Jaa gie lads—1

] Aagendl ol oa g W =2
B udlS| AZAN gt JUA 1) ol O SEE (sda e B

a=s 3 e A8 ol ek =0

—hg ama i =1

arE 2 AL e ol Dl =2

1 sl B ol aa g ¥ =3
S el Ao baEll C

e nS 1 g 5l Al a3 =0

[T L R L I R i [ L e I T Eo R -

Soaiall yales =2

0 (O

Agulalall EENEN Jgadifl B e i pa gl ewds demeza dola) 51 L5
N =2 = =0 E

Al g dpseas 1Sidea] 1.6

EE] gl dadk HE gEoad wd yE—0

| [ i) haa A a8 i ya =1
wal e cabaas pe =2 F1

Flialts Jslally = ¢ alja shallia ) giamad] 4558 Jama 9

19 e S pomdl SIS ara =03

21 e BB NG G pesnd) SIS ame = 1

1 23 e i 20 e peendl GBS e =3

2- g JlEedls -9 Jlgedl JasSod] | acad] 8558 Jalma wban 3aS 13)
-3 Jiedl A0 Tt el 15 2- g Jied] OF el Yy

(L Raitudia) (Gl (Ao} AliSloma . F2
a3 e B =0

|:| RS gl w31 =1
1] GB] 4 el ) Y el B 53 ymall WA & gana
am s 35580 20T A8 144 -12
Bobat e gun ylad T 4z e . ;a3 11-8

Sahet e g Al 14da8Y 7 0




Vitamin D

d A growing evidence base has identified the
high prevalence of vitamin D deficiency
(<30 ng/mL) among older adults and
important health implications.

 The role of vitamin D in falls prevention is
uncertain, although most experts advise
that the daily intake of vitamin D in older
adults should be at least 800 international
units.

J At least 1.2 g of elemental calcium in the
diet or as a supplement is also
recommended.




Falls and mobility

O Providers should regularly ask older patients
about recent falls and fall risks, because of the
high incidence and potential sequelae of falls,
including fracture or hospitalization.

O For patients who fall or have problems in
physical functioning or limited mobility that
increase their risk for falls, clinicians should:

» Assess for contributory factors,
* Review medications
e Ask about home safety

O Effective interventions for people with a
history of falls or risks for falling, including
physical therapy, assistive devices, and a
supervised exercise program.




TABLE 3

Rapid Gait Assessment and Scoring

Instructions

Sit comfortably in a straight-backed chair
Use your typical walking aid

When | say “go,” | want you to:

(1) Rise from the chair

(2) Walk to the line on the floor at your normal pace
(the line is placed 3 m [10 ft] away on the floor)

(3) Turn around

(4) Walk back to the chair at your normal pace
(5) Sit back down again




Scoring

Qualitative scoring (when a physician administers the test):
Get Up and Go Test

Observe the patient's movements for any deviation from
a confident, normal performance

Intermediate grades reflect the presence of any of the follow-
iIng as indicators of the possibility of falling: undue slowness,
hesitancy, abnormal movements of the trunk or upper limbs,
staggering, or stumbling

Normal: no evidence of risk of fall

Very slightly abnormal

Mildly abnormal

Moderately abnormal

Severely abnormal: appears at risk of falling during the test

Quantitative scoring (when trained staff administer
the test): Timed Up and Go Test

On the word "go,” begin timing

Stop timing after the patient sits back down, and record total
time

Any adult who takes longer than 12 seconds to complete
Is at high risk of falling




Prevention falls algorithm

Older person encounters health care provider

-

Screen for fall(s) or risk for falling:
1. Two or more falls in prior 12 months?
2. Presents with acute fall?
3. Difficulty with walking or balance?

v

Answers positive to any of the screening questions?

r
Yes

v

1. Obtain relevant medical history,
physical examination, cognitive
and functional assessment

2. Determine multifactorial fall risk:

History of falls

Medications

Gait, balance, and mobility

Visual acuity

Other neurologic impairments

Muscle strength

. Heart rate and rhythm

. Postural hypotension

. Feet and footwear

. Environmental hazards

n e

o

it e T B oy B

1
No

v

Does the person report a single
fall in the past 12 months?

]
I
Yes No

4

Evaluate gait and balance

v

o#— Yes —

Are abnormalities in gait or
steadiness identified? [ ° %




. Musdle strength

. Heart rate and rhythm
Postural hypotension

. Feet and footwear
Environmental hazards

'HI- - ? la} —y

Y

Any indication for additional intervention?

«— Yes

Are abnormalities in gait or
steadiness identified?

|‘ua—..

|
Yes

\

Initiate multifactorial/multicomponent
intervention to address identified risk(s)
and prevent falls:
1. Minimize medications
2. Provide individually tailored
exercise program
3. Treat vision impairment
(including cataract)
. Manage postural hypotension
. Manage heart rate and rhythm
abnormalities

. Supplement vitamin D

. Manage foot and footwear problems
. Modify the home environment

. Provide education and information

L &
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Reassess periodically
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Urine Incontinence

A targeted history and physical examination can
often identify the cause of Ul and lead to
appropriate intervention.

Appropriate assessment includes:

Questions to determine Ul onset (acute versus
chronic)

Type (eg, stress, urge, overflow, mixed)
Precipitants (eg, cough, medication use)

A targeted physical might include:
Assessment for fluid overload
Genital and rectal examination
Neurologic evaluation

Urine and blood tests are indicated to evaluate for
infection, metabolic causes, renal dysfunction, and
possible vitamin B12 deficiency.




Screening for Ul

A two-question screening tool is effective in identifying urinary
incontinence:

(1) In the past year, have you ever lost your urine and gotten wet? And
(2) If so, have you lost your urine on at least six separate days?

Positive responses to both questions should lead to a more in-depth

assessment of transient and established factors that are contributing to
the incontinence.



MEDICATION USE

Evidence-based recommendations on medication management,
evaluated by Assessing Care of Vulnerable Elders (ACOVE) authors,
include:

O Maintain an up-to-date medication list, including over-the-
counters and herbals.

O Comprehensively review medications at least once annually (if not
at every visit) and after all hospitalizations.

A clear indication for each medication, and documentation of
response to therapy (particularly for chronic conditions), should be
included.

O Assess for duplication, drug-drug or drug-disease interactions,
adherence, and affordability.

O Assess for specific classes of medications commonly associated
with adverse events:

warfarin, analgesics (particularly narcotics and [NSAIDs],
antihypertensives (particularly [ACE] inhibitors and diuretics), insulin
and hypoglycemic agents, and any psychotropics.

O Minimize or avoid use of anticholinergic medications which
present specific risks.



Geriatric Assessment Components in the Medicare Annual Wellness Visit

Action

Elements and interventions

Data collected before the physician enters the examination room (completed by the patient or family member in 20 minutes or less)

|dentify all current
clinicians and medi-
cal suppliers

Perform health risk
assessment

Review and update
medical/family
history and
comprehensive phar-
maceutical review

Self-assessment of health status: excellent, good, fair, poor

Psychosocial risks

Behavioral risks (e.g., alcohol, drug, and tobacco use; new sex partners)
Activities of daily living (e.qg., dressing, toileting, bathing, walking, feeding)

Instrumental activities of daily living (e.qg., shopping, housekeeping, managing medications, handling finances)

Update recent medical events

Obtain family history targeted to history of longevity, cognitive impairment, and parents’ and siblings’ end-of-
life experiences

Perform medication review for potentially inappropriate medications

Beers criteria (free download with registration): https://geriatricscareonline.org/ProductAbstract/american-
geriatrics-society-updated-beers-criteria-for-potentially-inappropriate-medication-use-in-older-adults/
CLOO1/

STOPP/START tools: https://www.networks.nhs.uk/nhs-networks/nhs-cumbria-ccg/medicines-management/
guidelines-and-other-publications/Stop%20start%20pdf%20final%20Feb%202013%20version.pdf

Review medication list for vitamins and supplements, and potential medication interactions



Screen for depression Patient Health Questionnaire-2, Patient Health Questionnaire-9, five- or 15-item Geriatric Depression Scale

Screen for functional Do you need help with dressing, toileting, bathing, walking, or feeding?
status and safety In the past year, have you fallen?

Do you feel you have hearing loss?
Home Safety Self-Assessment Tool

Screen for urinary In the past year, have you ever lost your urine and gotten wet?

Incontinence If so, have you lost your urine on at least six separate days?

Screen for weight Have you lost weight in the previous six months?

loss or malnutrition For targeted screening, consider the Mini Nutritional Assessment

Data collected by physician
Assessment Perform required elements from the Centers for Medicare and Medicaid Services:

Measure weight, height, and blood pressure

Address any cognitive impairment: assess the beneficiary’s cognitive function by direct observation, with
due consideration of information obtained via beneficiary reports and concerns raised by family members,
friends, caregivers, or others

Perform targeted brief screening with Mini-Cog tool

Consider Montreal Cognitive Assessment for more in-depth screening if the Mini-Cog result is positive
Suggested other assessments:

Gait: Get Up and Go Test (i.e., rise without use of arms from a chair, walk 3 m [10 ft], turn, and return to chair)

Optional Timed Up and Go Test (i.e., complete above in less than 12 seconds)



Geriatric Assessment Components in the Medicare Annual Wellness Visit

Action Elements and interventions

Data collected by physician (continued)

Counseling Review age-appropriate prevention measures covered by Medicare (Table 2)

Review recommendations from the U.S. Preventive Services Task Force and the Advisory Committee on
Immunization Practices

Give targeted health advice and make appropriate referrals:
Fall prevention
Lifestyle interventions to reduce health risks and promote wellness
Nutrition
Physical activity
Tobacco cessation
Weight loss



Summary of screening, prevention, and counseling recommendations for adults age =65 years

Priority problem

Brief recommendation

Historical information and counseling

Exercise

Alcohol use

Tobacco use

Medication use

Urinary incontinence
(U1)

Driving

Social support

Elder mistreatment

Advance directives

Moderate to vigorous aerobic activity 3 to 5 times per week
Weight training or resistance exercises to maintain strength
Flexibility activities to maintain range of motion

Balance training to improve stability and prevent falls

CAGE questionnaire

Counseling to stop drinking

Ongoing regular counseling to stop smoking

Consideration of pharmacotherapy

Regular review of medication list for:

Completeness, accuracy, adherence, and affordability
Drug-drug, drug-disease interactions

Careful attention to use of specific drug types/classzes including warfarin, digoxin, antidiabetic, analgesic, antihypertensive, psychotropic, and anticholinergic drugs

Inquire about presence and severity biannually

Presence of UI should trigger medication review, GU exam, appropnate blood and urine tests

Consideration of driving problems in those with problems with vision, mobility, or cognition
For demented patients, recommend stop driving or refer for detailed driving assessment
Regular screening for financial and social support

Routine direct questioning about problems with abuse or neglect

Discussion and documentation of preferences with living will and designation of health care power of attorney




Physical examination and testing

Blood pressure

Weight

Hearing and vision

Cognition

Mood

Gait and balance
Lipids
Bone density

Abdominal aortic
aneurysm (AAA)

Diabetes

Measure annually

If treatment intiated, monitor orthostatic blood pressure, renal function, and electrolytes

Weight loss of 10% or more per year triggers assessment of undernutrition, possible medical or medication-related causes, dental status, food
security, food-related functional status, appetite and intake, swallow ability, and previous dietary restrictions

Annual screening for hearing loss with patient inguiry and exam (whisper test or handheld audiometry)

Vision assessment as part of the routine workup for older adulks with cognitive decline, functional impairment, or falls

Targeted screening in patients with memory complaints or new functional impairment with MMSE, Mini-Cog, Clock Drawing Test, Memory Impairment
Screen, SLUMS, or MoCA

Screen all older adults for depression with two questions:

During the last month:

1) Have you been bothered by feeling down, depressed, or hopeless?

2) Have you often been bothered by having little interest or pleasure in doing things?

Get Up and Go Test
Screen and treat older adults with CAD risk exceeding 10% over 10 years
Screening densitometry for osteoporosis for women at age 65

One-time screening ultrasound in men aged 65 to 75 with any history of smoking or family history of AAA requiring repair

Screen adults (to age 70) with BMI 225 kg/mZ, hypertension, or hyperlipidemia




Questions and simple tests for general screening assessment of frail older patients*

Question

Indicator
(Scoring applies to individual domains)

Alternative

Functional status

Activities of daily
living (ADLS)

Instrumental ADLs
(IADLs)

Bathing, dressing, toileting, transferring,
maintaining continence, feeding

Using the telephone, shopping, preparing meals,
housekeeping, doing laundry, using public
transportation or driving, taking medication,
handling finances

Able to complete without assistance; able but
with difficulty; unable to complete without
assistance

Able to complete without assistance; unable to
complete without assistance

Visual impairment

Do yvou have difficulty driving, watching television,
reading, or doing any of your daily activities
because of your eyesight, even while wearing
glasses?[i]

Yes indicates positive screen

Snellen eye chart

Hearing
impairment"

Is your age older than 70 years?

are you of male gender?

Do you have 12 or fewer years of education?

Did you ever see a doctor about trouble hearing?

Without a hearing aid, can you usually hear and
understand what a person says without seeing
his face if that person whispers to you from across
the room?

Without a hearing aid, can you usually hear and
understand what a person says without seeing
his face if that person talks in 2 normal voice to
yvou from across the room?

1 point
1 point
1 point
2 points

If no, 1 point

If no, 2 points

=3 points: positive screen

Alternative is
Audioscopel®]




Urinary
incontinence?

Have you had urinary incontinence (lose your
urine) that is bothersome enough that yvou would
like to know how it could be treated?

Yes indicates positive screen

Malnutrition

Have you lost any weight in the last year?[3]

Loss of at least 5 percent of usual body weight in
last year indicates positive screen (2]

Gait, balance, falls2

Have you fallen two or more times in the past 12
months?

Have you fallen and hurt vourself since your last
doctor's visit?

Have you been afraid of falling because of balance
or walking problems?

Any yes response indicates positive screen

Depression®

Over the past two weeks, how often have you
been bothered by:

Little interest or pleasure in doing things?

Feeling down, depressed, or hopeless?

Response score for each:

0: not at all

1: several days

2: more than half the days
3: nearly every day

Total =3, positive screen

Cognitive problems

Three-item recall[4]

Clock-drawing test[5]

<2 items recalled indicates positive screen(®]

Any of the following errors indicate positive
screen: wrong time, no hands, missing numbers,
number substitutions, repetition, refusall]

Environmental
problems

Home safety checklists[8]

= All except the Snellen eye chart, Audioscope, and evaluation for cognitive problems can be assessed by self-report using questionnaire.

1] Questions and response indicators are from the National Health and Nutrition Examination Survey (NHANES) battery.[7]
A Questions and response indicators are from the ACOVE-2 Screener. [8]
& Questions and response indicators are from the Patient Health Questionnaire-2.[3]




SORT: KEY RECOMMENDATIONS FOR PRACTICE

Evidence
Clinical recommendation rating References
Physicians should screen older patients for a risk of future falls using a single question, "Have you fallen C 10, 13-15
in the past year?” In-depth, multifactorial risk assessment for falls should be reserved for patients who
respond affirmatively or those who take longer than 12 seconds to perform a Timed Up and Go Test.
Older adults should be screened for depression when appropriate support measures are available to B 21, 22
ensure accurate diagnosis, effective treatment, and follow-up.
There is insufficient evidence to recommend screening for hearing loss in asymptomatic adults older than C 28, 30
50 years. Targeted screening should be performed in those with perceived hearing loss, and cognitive and
affective symptoms.
Targeted screening for cognitive impairment is appropriate for patients with suspected impairment. The C 34-37
Mini-Cog tool is effective in primary care and appropriate for trained staff to administer.
Physicians should routinely address older adults’ immunization status. The Advisory Committee on Immu- C 42-45

nization Practices recommends the following:

Annual influenza vaccination

The 13-valent pneumococcal conjugate vaccine (Prevnar 13) at 65 years of age and the 23-valent pneumo-

coccal polysaccharide vaccine (Pneumovax 23) one year later

Two doses of recombinant herpes zoster vaccine (Shingrix) dosed two to six months apart for immunocom-

petent adults 50 years or older

Tetanus toxoid, reduced diphtheria toxoid, and acellular pertussis (Tdap) vaccine in persons older than
65 years, and the tetanus and diphtheria toxoids (Td) booster vaccine every 10 years thereafter



BEST PRACTICES IN GERIATRIC MEDICINE

Recommendations from the Choosing Wisely Campaign

Recommendation

Sponsoring organization

Do not prescribe a medication without conducting a drug regimen
review.

Do not assume a diagnosis of dementia in an older adult who
presents with altered mental status and/or symptoms of confusion
without assessing for delirium or delirium superimposed on dementia
using a brief, sensitive, validated assessment tool.

Avoid using prescription appetite stimulants or high-calorie sup-
plements for the treatment of anorexia or cachexia in older adults;
instead, optimize social supports, discontinue medications that may
interfere with eating, provide appealing food and feeding assistance,
and clarify patient goals and expectations.

American Geriatrics
Society

American Academy
of Nursing

American Geriatrics
Society

Source: For more information on the Choosing Wisely Campaign, see http://www.choosingwisely.org. For
supporting citations and to search Choosing Wisely recommendations relevant to primary care, see https://

www.aafp.org/afp/recommendations/search.htm.



