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Geriatric Assessment:  Why?

ÅOlder adults are fastest growing segment of the 

population

ï32 million or 12% population (now)

ï68 million or 23% population (2040)

ÅFocus is on function not disease

ïPrevention of functional decline

ïIdentification of needed services

ïVigor and independence vs. frailty and dependence



Why, Cont.ô

ÅProblems among older adults are usually 
interrelated

ïGeriatric syndromes (dementia, falls, 
incontinence, frailty)

ÅFunctional status is an important predictor 
of outcomes including mortality

ÅGeriatric assessment has been shown to 
improve functional status



Patients to Target

ÅAge threshold >65, >75, >85

ÅVulnerable Elders Survey (VES-13)



Vulnerable Elders Survey (VES-13)

ÅFunction-based tool for screening 

community-dwelling

ÅScore of 3 or greater indicates increased risk 

for health deterioration

ÅSimple

ÅCan be administered over the phone



VES-13

1. Age: 1 pt for age 75-84, 2 for 85 or older

2. In general, compared to other people your age, 

would you say that your health is: poor, fair, good, 

very good, or excellent:  1 pt fair or poor

3. How much difficulty, on average, do you have with 

the following physical activities: (max 2 pts)

4. Because of your health or physical condition, do 

you have any difficulty: (4 pts for one or more)



Assessing Care Of Vulnerable 

Elderly (ACOVE)

ÅIdentified vulnerable elders

ÅDefined quality indicators based on literature 

review and expert panel for 22 conditions that 

affect older persons

ÅExamined as process of care (by structured 

interview and chart review) for each condition

http://www.rand.org/pubs/working_papers/WR515.3/



ACOVE Findings

ÅOverall 54% of quality indicators met

ÅHigh numbers of quality indicators met for 

common diseases in older persons 

(hypertension, diabetes)

ÅLow numbers (29-41%) of quality 

indicators met for geriatric conditions 

(incontinence, etc.)



ACOVE in the Office Setting: Methods for Practice Change

1. Efficient collection of clinical data specific to the 
geriatric syndrome (falls, urinary incontinence, or 
impaired cognition), including information collected 
by nonphysicians and automatic orders for simple 
procedures

2. Medical-record prompts to encourage performance of 
essential care processes

3. Patient education materials and activation of the 
patientôs (or caregiverôs) role in follow-up

4. Support for physician decisions and education

Reuben DB, Roth C, Kamberg C, et al. Restructuring primary care practices to manage 
geriatric syndromes: the ACOVE-2 intervention. J Am Geriatr Soc 2003;51:1787ï93.



Case Example

ÅMrs. V is 78 and lives alone

ÅHypertension, High Cholesterol, Arthritis

ÅMissed appointments, late payments

ÅBP 190/80, appears unkempt

ÅGeriatric Assessment



Geriatric Screening Card

1. Medications

2. Mobility/Falls

3. Cognition

4. Function

5. Social Support

6. Advance Directives

7. Hearing

8. Vision

9. Health Assessment

10. Incontinence

11.Nutrition

12.Depression



Medications

ÅElderly are 13% of population, but consume 

~32% of all Rx drugs

Å28% of hospitalizations are drug related

ï17% are adverse drug events

ï11% are due to nonadherence

ÅAnnual national cost of drug-related 

morbidity and mortality is ~$77 billion



Medications That Should Generally Be 

Avoided
ÅMeperidine

ÅPropoxyphene

ÅIndomethacin

ÅMuscle relaxants

ÅFlurazepam

ÅDiazepam

ÅLibrium

ÅDoxepin

ÅAmitriptyline 
Antispasmotic drugs

ÅAntihistamines: NO 
Benadryl

ÅBarbiturates

ÅMebrobamate

ÅMethyldopa

ÅReserpine



Literature review

ÅPrevalence of people over 65 prescribed 

one of these PIMs: 24.2% in a Medicare 

managed population (JMCP,2001).

Å21% of a large national pharmaceutical 

benefit manager filled 1 or more 

Inappropriate Rx in 1999 Arch Intern Med. 

2004;164:1621-1625



Mobility (Falls):  Rationale

Å30% community-dwelling fall each year
ï50% of these are recurrent fallers

ÅFall-associated fractures: ~$10 billion per year

ÅFalls are 6th leading cause of death

ÅFalls are associated with quality of life
ïRisk factor for institutionalization

ÅFall risk can be decreased!

ÅScreen for falls
ïHave you fallen in the past year?

ïAre you afraid of falling?



Fall
ÅAn event that results in a person inadvertently coming to rest 

on the ground or lower level with or without loss of 
consciousness or injury

ÅExcludes major intrinsic events: seizure, stroke, syncope

ÅExcludes overwhelming environmental hazard (hit by a 
truck)

Etiology: Typically Multiple Factors

Å Intrinsic: poor balance, weakness, infection, chronic illness

ÅExtrinsic: polypharmacy

ÅEnvironmental: poor lighting, loose rugs

Evaluation: medications, vision, Timed up and go, balance, 
strength

Treatment: Address medical issues, Refer to Physical Therapy 
(strengthening, balance and gait training, evaluate for 
assistive devices: cane, walker), Consider in depth balance 
evaluation



ñTimed Up And Go Testò
ÅHave patient sit in a straight-backed, high-seat chair; at 
the word ñgoò: 

ïGet up (w/o use of armrests, if possible)

ïWalk forward 10ô

ïTurn around and walk back to chair

ïTurn and be seated

ÅObserve: sitting balance, transfers, pace and stability of 
walking, ability to turn w/o extra steps or staggering

ÅNormal time for test is 10 seconds or less

ÅSensitivity ~90%, Specificity ~ 80%
Lundlin-Olsson, L., Nyberg, L., & Gustafson, Y. (1998). Attention, 

frailty, and falls: the effect of a manual task on basic mobility. J Am 

Geriatr Soc, 46, 758-761.



Mobility: Shoulder & Hands

ÅShoulder ROM function:

ïBoth hands together in back

ïBoth hands together behind neck

ÅHand function

ïGrasp strength

ïFinger strength

ïDexterity (e.g., pick up object from table)



Assessing Cognition
Screening Questions

1. Have you had changes in memory?(ñIs it OK if I ask your loved one about 
this too?ò)

2. Have you had an accident driving?Are others concerned about your driving? 

Perform the Mini -Cog: 3 item recall and clock drawing task (CDT)

Ask the person to remember 3 unrelated objects: pencil, truck, cat, and to repeat 
the words back to you.

Distraction: Clock drawing task: ask the person to draw a clock and then to put 
the hands on the clock to read ñ11:10ò

Score: Give 1 point for each recalled word and 2 points for a normal CDT

If the history screen is positive or any mistakes on mini-cog, then further assess mental 
status: orientation, calculation, language, etc.

Address safety issues: wandering, cooking, finances, abuse.

Int J Geriatr Psychiatry, 2006;21(4):349-355



Activities of Daily Living (ADL)

ÅBathing

ÅDressing

ÅToileting

ÅGet out of bed 

or chair

ÅWalking

ÅFeeding

Score one point for each task that can 

be done independently 

Decreased ADL function is a predictor 

of hospitalization and death

Intervene to restore function and 

improve quality of life

Score of 4 = moderate impairment

Score of 2 = severe impairment

Adapted from Gerontologist 10:20-30, 1970

www.ConsultGeriRN.org



Instrumental Activities of Daily 

Living (IADL)

Score one point for each task that can be done 

independently

ïUsing the telephone

ïUsing transportation

ïGrocery shopping

ïPreparing meals

ïHousekeeping

ïTake medications

ïFinances



Care Manager Tracking Function Screen in MS Access



Social Supports

ÅAsk

ïñWho would help you if you became ill?ò

ïñWho do you rely on?ò

ÅObserve

ïIf capable helper is identified, list name, 
relationship to patient and contact # in chart

ÅRefer: community resources

ïReport to appropriate agencies if suspicious of abuse 



Advance Directives
ÅAsk
ïñDo you have a Living Will, a health Care Proxy or 
Durable Power of Attorney for Health Care?ò

ÅObserve
ïCheck document for appropriate signatures, discuss and 
file in patientôs chart

ÅIntervene
ïIf ñnoò, give literature, discuss with family or 

significant other, and f/up at subsequent visits

ÅRefer: Social Worker, community resources, attorneys, etc 

ïAnd Consider completing a Physician Order for Life 
Sustaining Treatment (POLST)



Depression PHQ-2 Screen

Over the last 2 weeks have you often been 

bothered by:

1. Little interest or pleasure in doing things?

2. Feeling down, depressed or hopeless?

If either is answered yes, then assess for 

depression(complete the PHQ-9) and assess 

suicide risk



Small Group Case Discussion



Prevalence of Chronic Conditions

The State of Aging and Health in America 2004, www.cdc.gov/aging

CDC, National Health Interview Survey, 2000-2001
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Medicare Spending Billion $
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Health Care Costs

ÅQuartile with highest needs accounts for 63.5% of expenditures; 

top 5% account for 43% of expenditures

ÅSystems (both technology and health systems) have difficulty 

meeting these needs.



Challenges to Primary Care

ÅNo incentives to provide better care and 
more efficient care

ÅReimbursement cuts

ÅHigher productivity demands

ÅIncreasing numbers of patients with 
complex needs

ÅLack of resources, fewer than 50% have 
information systems



Demo
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From:  E.H. Wagner & RWJF Improving Chronic Illness Care Initiative



Elements of Advanced Medical Home

Planned visits

Evidence-based practice

Collaborative care planning

Quality improvement

Health Information 

technology

Performance 

Measurement



American College of Physicians: 

Advanced Medical Home Model...

éacknowledges that the best quality of 

care is provided not in episodic, illness-

oriented, complaint-based care -- but 

through patient-centered, physician-

guided, cost-efficient, longitudinal care 

that encompasses and values both the art 

and science of medicine.

Advanced Medical Home monograph:

http://www.acponline.org/hpp/adv_med.pdf



Key Attributes: Advanced Medical Home

ÅOrganizethe delivery of care for all patients according to the Care 

Model

ÅUse of evidence-based medicineand clinical decision support 

tools

ÅCoordinate care in partnershipwith patients and families

ÅProvide enhanced and convenient accessto care

ÅIdentify and measurekey quality indicators

ÅUse health information technologyto promote quality, safety, 

security of information, and health information exchange

ÅParticipate in programs that provide feedback on performance & 

accept accountability for process improvement and outcomes

Barr, MS www.acponline.org



ACP Framework for Reimbursement Contô...

éincremental strategyfor reimbursement linked to 

infrastructure development; reporting of quality & cost measures;  

performance (outcomes) 

écoordinationof care

éadoption and use of health information technology for quality 

improvement

éprovision of enhanced communication access such as secure 

messaging and telephone consultation

éremote monitoringof clinical data

éreduced administrative requirementsfor practices

éenhanced coverage and reduced co-insurancefor patients who 

select to receive care in an advanced medical home







Information Technology Tools for the 

Care of Seniors

Funded by the John A. Hartford Foundation 

Development and initial evaluation at Intermountain Healthcare, 

Medical Group, 2001-2007

Dissemination: OHSU in partnership with Intermountain,2007-2011

CareManagementPlus.org

Jhartfound.org


