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Geriatric Assessment. Why?

A Older adults are fastest growing segment of the
population
I 32 million or 12% population (now)
I 68 million or 23% population (2040)

A Focus is on function not disease
I Prevention of functional decline
I Identification of needed services
I Vigor and independence vs. frailty and dependence




Why, Cont . O

A Problems among older adults are usually
interrelated

I Geriatric syndromes (dementia, falls,
iIncontinence, frailty)

A Functional status is an important predictor
of outcomes including mortality

A Geriatric assessment has been shown to
iImprove functional status




Patients to Target

A Age threshold >65, >75, >85
A Vulnerable Elders Survey (VES3)




Vulnerable Elders Survey (VER3)

A Functionbased tool for screening
communitydwelling

A Score of 3 or greater indicates increased risk
for health deterioration

A Simple
A Can be administered over the phone




VES-13

1. Age: 1 ptforage 784, 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)

A Identified vulnerable elders

A Defined quality indicators based on literature
review and expert panel for 22 conditions the
affect older persons

A Examined as process of care (by structured
Interview and chart review) for each conditiol

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




ACOVE Findings

A Overall 54% of quality indicators met

A High numbers of quality indicators met for
common diseases In older persons
(hypertension, diabetes)

A Low numbers (2911%) of quality
iIndicators met for geriatric conditions
(Incontinence, etc.)




ACOVE in the Office SettingMethods for Practice Chang

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. Medicalrecord prompts to encourage performance of
essential care processes

3. Patient education materials and activation of the
patien® (or caregives) role in followup

4. Support for physician decisions and education

Reuben DB, Roth C, Kamberg C, et al. Restructuring primary care practices to mana
geriatric syndromes: the ACOVEI intervention. J Am Geriatr Soc 2003;51:11783.




Case Example

A Mrs. Vis 78 and lives alone

A Hypertension, High Cholesterol, Arthritis
A Missed appointments, late payments

A BP 190/80, appears unkempt

A Geriatric Assessment
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Geriatric Screening Card

Medications /. Hearing
Mobility/Falls 8. Vision

Cognition 9. Health Assessment
Function 10. Incontinence
Social Support 11. Nutrition

Advance Directives 12.Depression




o
Medications Fiaw o

A Elderly are 13% of population, but consume
~32% of all Rx drugs

A 28% of hospitalizations are drug related
I 17% are adverse drug events
I 11% are due to nonadherence

A Annual national cost of drugelated
morbidity and mortality is ~$77 billion




Medications That Should Generally Be

Avoided
A Meperidine A Doxepin
A Propoxyphene A Amitriptyline
A Indomethacin Ant!spasmptlc drugs
A Antihistamines: NO
A Muscle relaxants Benadryl
A Flurazepam A Barbiturates
A Diazepam A Mebrobamate
A Librium A Methyldopa

A Reserpine




Literature review

A Prevalence of people over 65 prescribed
one of these PIMs: 24.2% in a Medicare
managed population (JMCP,2001).

A 21% of a large national pharmaceutical
benefit manager filled 1 or more

Inappropriate Rx in 199&ch Intern Med
2004;164:16211625




A
A
A

A Fall risk can be decreased!
A Screen for falls

Mobility (Falls): Rationale

A 30% communitydwelling fall each year

I 50% of these are recurrent fallers
~all-associated fractures: ~$10 billion per year
~alls are 6th leading cause of death

~alls are associated withquality of life
I Risk factor for institutionalization

i Have you fallen in the pastyear? <\
I Are you afraid of falling? -

~——




Fall

A An event that results in a person inadvertently coming to rest
on the ground or lower level with or without loss of
consciousness or injury

A Excludes major intrinsic events: seizure, stroke, syncope

A Excludes overwhelming environmental hazard (hit by a
truck)

Etiology: Typically Multiple Factors

A Intrinsic: poor balance, weakness, infection, chronic illness
A Extrinsic: polypharmacy

A Environmental: 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
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NTI med Up And

A Have patient sit in a straigbiicked, higkseat chair; at
the word Nngoo:

I Get up (w/o use of armrests, If possible)
I Wal k forward 10606

I Turn around and walk back to chair

I Turn and be seated

A Observesitting balance, transfers, pace and stability of
walking, abllity to turn w/o extra steps or staggering

A Normal time for test is 10 seconds or less
A Sensitivity~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, 75861.




Mobility: Shoulder & Hands

A Shoulder ROM function:

I Both hands together in back
I Both hands together behind neck

A Hand function
I Grasp strength
I Finger strength
I Dexterity (e.g., pick up object from table)




Assessing Cognition

Screening Questions

1. Have you had changesinmemoiyfil s 1t OK i1 f | ask
this too?0)

2. Have you had an accident driving?e 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 repe
the words back to you.

Distraction: Clock drawing task: ask the person to draw a clock and then to puf
the hands on the c¢clock to read il

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+oag, then further assess mental
status orientation, calculation, language, etc.

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

Int J Geriatr Psychiatry, 2006;21(4):3385
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Activities of Dalily Living (ADL)

A Bathing Score one point for each task that can

A Dressing be done independently
A Toileting Decreased ADL function Is a predictor
of hospitalization and death
A Get out of bed
or chair Intervene to restore function and
A Walkin Improve quality of life
& Feeding Score of 4 = moderate impairment

Score of 2 = severe impairment

Adapted from Gerontologist 10:23D, 1970
www.ConsultGeriRN.org




Instrumental Activities of Dally
Living (IADL)

Score one point for each task that can be done
independently

Using the telephone I Housekeeping
Using transportation I Take medications
' Grocery shopping I Finances
Preparing meals




Care Manager Tracking Function Screen in MS Access

& Function

Function

Assessment Date:l 9/5/2006 # |

Activities of Daily Living Score (ADL) Instrumental Activities Score (IADL)

able ko do without help; ahble o do without help;
1, Get out of bed or chair v ¥ [T M 1, Shop W% M
2. Walk W% M 2, Use a telephone Y[ M
3. Take a bath or shower [~ ¥ [T M 3. Cook W% M
4. et Dressed W% M 4, Trawvel outside the home [ % [T N
5. a0 ko the Eailet W% M 5. Bills, Checkbook, Finances [ % [ M
6. Feed self a meal Y[ M 6. Housekesping Y[ M

7. Take medications W% M

aoL: [ 4 woL [ 3

Tokal ADL ar IADL score is the number of Functions the individual is able ko do independently:
& = full funckion; 4 = moderate impairment; 2 = severe impairmenkt

rini Mental Status Exam Score (MYISE) Pain Score (0-10}:

MMSE: I 15 Pain Score: I g

MNotes:

Print Funckion
fAssess

Save Function
Assess

Mew Funckion
Assess

Record: HI A Il 1k IH IHEI of 1 (Filkered)

i
=l

Delete Funckion
Assess

CM+
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Social Supports

A Ask

ifnWho would help you 1f
iAWho do you rely on?o
A Observe

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

A Refer. community resources

I Report to appropriate agencies if suspicious of abuse




Advance Directives

A Ask
I nDo you have a Living Wi
Durabl e Power of Attor ne
A Observe
I Check document for appropriate signatures, discuss
firl e I n patientodos chart
A Intervene
i1f Anoo, give | i terature

significant other, and f/up at subsequent visits

A Refer social Worker, community resources, attorneys, etc

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




Depression

PHE2 Screen

Over the last 2 weeks have you often been

bothered by:
1. Little interest or p
2. Feeling down, de

easure in doing things?

oressed or hopeless?

If either is answered yes, then assess for
depression(complete the PHI) and assess
suicide risk




Small Group Case Discussion




Prevalence of Chronic Conditions
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Medicare Spending Billion $
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20 —
10 — 11.2
0 3.8
Beneficiaries Expenditures

A Quartile with highest needs accounts for 63.5% of expenditure
top 5% account for 43% of expenditures
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Challenges to Primary Care

A No incentives to provide better care and
more efficient care

A Reimbursement cuts
A Higher productivity demands

A Increasing numbers of patients with
complex needs

A Lack of resources, fewer than 50% have
Information systems




Demo




Chronic Care Model

ization

lon Clinical
ort Information

Prepared,
Proactive
Practice Tea

Informed,
Activated
Patient
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Elements of Advanced Medical Home

Evidence-based practice

Collaborative care planning

Performance
Measurement

Health Information
technoloqy

Planned visits

Quality improvement
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American College of Physicians:
Advanced Medical Home Model..

eéacknowl|l edges t hat
care Is provided not in episodic, iliness
oriented, complairbased care- but
through patiententered, physician
guided, cosefficient, longitudinal care
that encompasses and values both the ar
and science of medicine.




Key Attributes: Advanced Medical Home

A Organizethe delivery of care for all patients according to the Ceé
Model

A Use ofevidencebased medicinand clinical decision support
tools

A Coordinate care ipartnershipwith patients and families
A Provide enhanced and conveniaotesso care
A Identify and measurkey quality indicators

A Usehealth information technology promote quality, safety,
security of information, and health information exchange

A Participate in programs that provifieedback on performance &
accept accountability for process improvement and outcomes




ACP Fr amewor Or R

V4

€ incremental strategipr reimbursement linked to

Infrastructure development; reporting of quality & cost measures
performance (outcomes)

e coordinationof care

éadopt i on heaalthdhformnatien technology for quality
Improvement

é pr ov i enhanced ardmunication access such as secure
messaging and telephone consultation

é remote monitoringf clinical data

yd

é reduced administrative reguiremefus practices

é enhanced coverage and reducednsnairancdor patients who
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Meaningful Use
Incentives for

Physicians

Quick Links HealthInsight is applying at the
end of October to become a Health
Information Technology Regional
Extension Center for Nevada and
Utah.

We hawve been invited to submit a full proposal to the Office of
the Mational Coordinator for Health Information Technology. If
awarded, we will be able to provide expert technical support
subsidized by federal funds to providers who are interested in
adopting electronic health records (EHR) or using existing
systems to achieve the meaningful use incentives offered by
Medicare ar Medicaid,

As a community-based non-profit organization,
HealthInsight is:

e vendor-neutral,

e has been in our state for decades working with health
professionals to improve the quality of care, and

e has already helped over 200 practices adopt and mare
effectively use EHRs.

If wou have interest in utilizing the expert services of
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MedQIC

Home

Beneficiary Protection * | Patient Safety * | Prevention ¥ | Care Transitions * | CKD ~

| Search

Health Disparities *

Previous Settings
* Home Health

* Hospital

= Mursing Home

* Pharmacy

* Physician Office
* Underserved

Welcome to MedQIC

Quality

Improvement

* PEACE Project
Details

= Cuality
Improvement
Methods

« QI0 Mews

* Mational Partners

What Do You Want to do?
* Browse by Theme

* Find Information on general guality improvement

* Submit a Tool to MedQIC

What's new on MedQIC
+ Learn about recent changes to MedQIC

» Wiew the [atest issues of MedQIC Monthly

Transform - the MedQIC Approach to Change

National
Breast

Cancer
Awareness

Month

Communications
* Communications
Materials

About Us

= Background

= QIO Listings

* Content Contacts
* FAQS

The Medicare Quality Improvement Community

/ (MedJICY Web site is a free on-line resource for
guality improvemeant interventions and associated
tools, toolkits, presentations, and links to other
resources,

IWore

Know what t0 do
about the flu.

FERARETHIEWIDEET

).GO

Es important®

per qué hacer
ﬁlniurn‘lafse sobre
fla influenza




Information Technology Tools for the
Care of Seniors

Funded by the John A. Hartford Foundation
Development and initial evaluation at Intermountain Healthcare,
Medical Group, 2002007
Dissemination: OHSU in partnership with Intermountain,2Q0T1
CareManagementPlus.org
Jhartfound.org




