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Learning Objectives

At the end of this session, the participant should be able to:

1) identify some time saving strategies for dealing with the elderly in the outpatient setting;

2) be familiar with some simple geriatric assessment instruments, their performance, and limitations;
3) identify some simple interventions that can be made if a deficit or geriatric syndrome is found.

Overview

The care of elderly patients can be challenging. Multiple comorbidities, sensory
impairments, slow reaction times, slowness in getting into rooms and getting dressed and
undressed, and cognitive impairment are some of the issues that can make a primary care
encounter with an older person frustrating for a time pressured practitioner.  Primary care
physicians need the knowledge, skills, and attitudes that can help them deal effectively with the care
of older patients.

Recent studies suggest that many patients over the age of 80 feel that their providers are
not aware of their needs and goals as patients (Patterson 1998).  Traditional medical training, which
is focused on making a single unifying diagnosis, and treating that single diagnosis with the goal of
cure and prolongation of life, does not prepare physicians for the reality of caring for elders. In the
elderly, changes that are common with aging often coexist with multiple comorbidities to produce a
decline in function or atypical presentation. The goals of the patient (improved function, comfort)
may not be the same as the goals of the physician (reducing risk factors for disease, prolonging life).

The role of comprehensive geriatric assessment in outpatient medicine remains uncertain.
However, it is likely that incorporation of some of the tools of geriatric assessment into primary care
may improve physician recognition of common geriatric disorders, and as a result, outcomes (Moore
1996, Moore 1997, Lachs 1990). Armed with the correct tools and expectations, many physicians
find that the care of the elderly can be gratifying rather than frustrating. However, for many, a
paradigm shift is needed.

Approach to the Patient

In approaching the older patient, perhaps the most important key to having a therapeutic
encounter is to understand the goals of the patient. Many older patients have explicit ideas about
screening, life prolongation, willingness to undergo medical testing, and use of medications.
Establishing the patient’s goals early will help the physician focus the patient visit appropriately and
utilize time and resources wisely.  Some patients will not have clear-cut goals and will be guided
by the physician’s judgement. In other cases, stated goals may change after discussion with a
physician.

Weighing Priorities




It is impossible for physicians to address every potentially important clinical issue in a typical
primary care encounter. In the elderly, setting priorities should ideally be based upon the patient’s
goals for care, the patient’s life expectancy, the prevalence of specific diseases, the performance of
screening or diagnostic tests in detecting specific diseases, and the effectiveness of interventions to
treat specific disease.

Using this framework, the priorities for the elderly are likely to be very different than for a
younger population. For example, colon cancer screening in 75 year old men requires screening
about 300 men over 5 years to prevent one death. For men aged 85+, with an average life
expectancy of 5 years, colon cancer screening is unlikely to produce any benefit (Walter,
unpublished). In the same age group, screening for falls requires screening 2-3 individuals to detect
one faller, and if standard interventions are taken, the number needed to screen to prevent one fall
would be about 20 over one year (Tinetti, 1994). The 75 year old may benefit from both screening
interventions (although is numerically more likely to benefit from a screening for falls), but the 85
year old is likely to benefit only from the screening for falls.

Some interventions produce almost immediate benefit, and those interventions are likely to
be useful at any age. Ample evidence supports that even the oldest old can benefit from beginning
an exercise program (Fiatarone 1994, Province 1995, Elward 1992). Counseling patients on the
benefits of physical activity is likely to be a good use of physician time at almost any age. However,
the goals, values, and limitations of each individual patient need to be taken into account when such
counseling takes place.

Memorizing average life expectancies or keeping a chart of average life expectancies in clinic
can help make setting priorities easier.

Life Expectancy

Women

AGE Top 25% 50% Lowest 25%
70 21 15 9

75 17 12 7

80 13 9 5

85 9 7 3

Men

AGE Top 25% 50% Lowest 25%
70 18 13 7

75 14 10 5

80 11 7 3

85 8 5 2

Domains of assessment

Functional Assessment

Functional impairment is common in the elderly. About one-quarter of patients over the age
of 65 have impairments in their IADLs (transportation, shopping, cooking, using the telephone,



managing money, taking medications, cleaning, laundry) or ADLs (bathing, dressing, eating,
transferring, continence, toileting) and fully one-half of those over age 85 have impairments in ADLs
(Gornick 1996). Functional information should be included in the assessment of all older people.

Health care providers should be aware that many functionally impaired people tend to
overestimate their functional abilities, although at least one study suggests that some depressed
elders may tend to underestimate their abilities. Caregivers tend to slightly underestimate the
patient’s abilities. Direct observation is the most accurate method of functional assessment, but is
impractical in most health care settings (Reuben 1995, Sinoff 1997, Zanetti 1999, Lagnlois 1996.
Katz 1963, Sager 1992).  Averaging the information between patient and caregiver or simply being
aware of the limitations of reported data is sufficient for most health care providers.

What should be done with functional information? It can be utilized in a number of different
ways:

utilized as baseline information;

utilized as a measure of patient’s need for support services or placement;

utilized as a possible indicator of caregiver stress;

utilized to determine medical (e.g. incontinence treatment, knee replacement
surgery) or allied interventions (e.g., walkers, PT, exercise program, bathroom grab
bars, bedside commode);

9) utilized as a potential marker of specific disease activity
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Persons who are unable to perform IADLs independently are twelve times more likely to be
demented than their independent counterparts, so functional information may help uncover a
diagnosis of dementia (Barberger-Gateau 1992). In general, persons who need help with IADLs
only may be aided by a chore worker, a day program, or placement in a board and care or assisted
living situation. Although most persons with ADL impairments are able to stay home with
appropriate services, a nursing home level of care is usually necessary if persons with ADL
impairments require placement.

Caregiver issues

Providing primary care for a frail elder requires that attention be paid to the caregiver as well
as the patient, as the health and well being of the patient and caregiver are intricately linked. High
levels of functional dependence place an enormous burden on a caregiver. Burnout, neglect, and
abuse are possible consequences of high caregiver loads. Asking the caregiver about stress,
burnout, anger, and guilt is often instructive. For the stressed caregiver, a social worker can often
help identify helpful programs such as caregiver support groups, respite programs, adult day care, or
hired home health aids.

Direct questioning about abuse and neglect is wise, particularly under circumstances of high
caregiver load. Clues to the possibility of elder abuse include observing behavioral changes in the
presence of the caregiver, delays between injuries and sought treatment, inconsistencies between
an observed injury and an associated explanation, lack of appropriate clothing or hygiene, and not
filling prescriptions (Chodosh 1997).

Falls and Gait Impairment



Falls are the leading cause of nonfatal injuries and unintentional injury and death in older
persons. Fractures, particularly hip fractures, are common precursors to functional impairment and
nursing home placement. Further, falls or fear of falling may lead some elders to restrict their
activities, initiating a downward spiral of functional decline. About one-third of people over the age
of 65 fall each year, and about half of those are repeat fallers. Falls increase markedly with
advancing age, and the frail elderly are at particular high risk for falls (Sattin 1992, Tinetti 1994,
USPSTF 1997).

Every older person should be asked about falls, as many elders will not routinely volunteer
such information. In addition, persons should be asked about perceived home hazards that might be
remediable. Because gait impairments commonly co-exist with falls, a gait assessment is important
to perform in older people, and is likely to be more sensitive for abnormalities (which are commonly
multifactorial due to muscular weakness, arthritis, plus specific neurologic impairments) than a
traditional neurologic examination.

A number of techniques for gait assessment are available to the primary care practitioner.
The first, the “Get-up and Go” test involves asking a patient to get up from a chair without using
arms, walk 10 feet, and turn around and sit down (Mathias 1986). The observer can look for
problems with strength (inability to get up without using hands), gait, balance, judgement, and use of
adaptive devices. A more refined version of this test, the “Timed Up and Go”, adds a timing
component. Slower times are correlated with impairments in ADLS and falls (Podsiallo 1991). The
Tinetti performance oriented mobility assessment uses a 28 point scale to assess specific
components of gait and balance (Tinetti 1986). Lower scores on this scale are associated with an
increased relative risk of falls. Many practitioners find this scale useful for refinement of diagnostic
acumen in specific pattern recognition, following changes over time, and providing for more inter-
relater reliability between exams than with more subjective examinations.

Interventions can reduce falls and reduce fall-related injuries. A gait assessment can help
the practitioner focus interventions on strength training, balance training, or more effective use of
adaptive equipment. High-risk fallers who cannot get up off the floor by themselves can often be
taught techniques for getting up by a physical therapist. Resistance exercises have been shown to
improve a number of intermediate outcomes in the elderly, though most studies have been
underpowered to evaluate falls specifically. Any exercise appears to have some positive impact on
falls, though in randomized controlled trials, balance exercises such as Tai Chi appear to offer the
most dramatic benefit (Province 1995, Wolf 1996).

One study looked at a multifactorial risk intervention to reduce falls in persons who were at
high risk but had not fallen. In one year of follow up, 35% of the intervention group vs. 47% of the
control group had fallen (Tinetti, 1994). The risk factors and interventions are as follows.

Risk Factor Targeted intervention
Postural hypotension
(>20mm Hg drop in systolic or SBP <90) Behavioral recommendations, such as

hand clenching, elevation of head of bed,
discontinuation or substitution of high risk
medications



Use of benzodiazepine or sedative-hypnotic
Use of >3 prescriptions medications
Inability to transfer safely

Environmental hazards detected

Assessed by PT
Gait impairment

Impairment in transfer or balance

Impairment in leg or arm muscle strength or

ROM

Adapted from Tinetti, NEJM 1994

Education about sleep hygiene,
discontinuation or

substitution when possible

Review of medications

Training, environmental alterations such as
grab bars

Appropriate changes (e.g., removal of
hazards, installation of safety equipment)

Gait training, assistive devices, balance or
strengthening exercises if indicated
Balance exercises, training in transfers,
environmental alterations

Exercise with resistance bands or putty,
increase resistance when subject able

to do 10 repetitions though full ROM

Another important consideration in patients who are at risk for falling is modification of risk
factors that are likely to contribute to injury. Three areas are important to address specifically: 1)
ability to get up after a fall; 2) fracture risk reduction; and 3) anticoagulation.

Ability to get up after a fall

Up to one-half of patients who fall may be unable to get themselves up without help (Tinetti
1993). These people are at particular risk for hypothermia, rhabdomyolysis, other injuries, and fear
of falling. For this group of patients, health care providers can recommend physical therapy that is
specifically geared toward teaching people to get up from a fall. Other helpful interventions may
include Lifelines, portable telephones, phones placed on the floor. In high-risk circumstances,

moving to a more supervised setting may be advisable.

Fracture Risk Reduction

Osteoporosis diagnosis and treatment should be considered in all elderly patients, particularly
those who are at high risk for falling. Discussion of this topic is beyond the scope of this talk.
However, supplementation with calcium and vitamin D should be considered in all elders. The ideal
dosing regimen is not yet clear. In a randomized controlled trial of 389 community dwelling elders,
those given 500mg calcium plus 700 IU of vitamin D for 3 years had a cumulative incidence of
fractures of 5% versus 13% in the control group (Dawson-Hughes 1997). Supplementation with one
multi-vitamin (400 IU vitamin D) and two combination calcium-vitamin D preparations (containing
500mg Calcium and 125 |U vitamin D) would be a reasonable choice.

Beyond osteoporosis screening, diagnosis, and treatment, elders who are at high risk for hip
fractures should be considered for “hip padding” therapy. Randomized controlled trials suggest a
significant reduction in hip fractures in elders using such pads. Patient acceptance and adherence
are the major barriers to use (Kannus 2000, Lauritzen 1993).

Anticoagulation



Many elderly patients with atrial fibrillation are not anticoagulated because physicians fear
injuries and secondary bleeding due to falling. Head injuries due to falls are usually the gravest
concern, and occur in about 1% of falls, overall. Given the magnitude of stroke reduction with
anticoagulation in most elders, the benefits of anticoagulation will outweigh the risks associated with
falling in most instances. In recurrent fallers, those deemed to be at higher risk of head injury, or
those with very low stroke risk, the risk might outweigh benefits. Of course, each instance must be
evaluated individually for potential risks and benefits (Aronow 1999, Sattin 1992).

Vision Impairment

Vision impairment is common in the elderly. About 21% of those over age 75 have vision
that is worse than 20/40. In one study, one third of elders had severe unrecognized visual loss
(USPSTF 1997). Another 25% of elders are estimated to have incorrect visual correction (Stultz
1984).  Visual impairment has been found to be an independent risk factor for falls, as well as
having a significant impact on quality of life.

Some authors have advocated the use of screening questions for detection of visual
impairment in the elderly (USPTF 1997, Moore, 1996) . However, the sensitivity and
specificity of such questions is variable. Direct visual testing with a Snellen eye chart and a hand
held Jaeger card is believed to be the most sensitive and specific approach to visual screening.
However, the performance of these instruments in the primary care setting is uncertain. Sending all
older people for ophthalmologic screening has the advantages of improving the quality of the exam
and allowing for glaucoma screening. However, costs and inconvenience may be barriers to this
approach.

Hearing impairment

Over 33% of those over age 65 and half of those over age 85 have some hearing loss".
Hearing loss is correlated with social and emotional isolation, clinical depression, and limited activity
(Mulrow, 1991, USPSTF 1997).

The optimal screening method for hearing loss in the elderly is undetermined. The
whispered voice test is easy to perform, with sensitivities and specificities ranging from 70-100%.
Hand held audiometry is also available, but performance is probably dependent on the skill of the
operator and the environment in which it is performed. Structured questionnaires such as the
“hearing handicap for the elderly” (GRS 1999) are probably most useful for assessing the degree to
which hearing loss interferes with functioning. The USPSTF recommends using screening questions
about hearing loss in the elderly (USPSTF 1997).

Compliance with hearing amplification can be a challenge due to some patients perception
of a “stigma” associated with hearing aid use and the cost of hearing amplification, which is not paid
for under most Medicare plans. However, high compliance rates can be achieved with a pro-active
approach, loaner aids for low-income persons, and professionals who are sensitive to the issues
involved. Aside from hearing amplification with standard hearing aids, pocket amplifiers, special
telephone amplifiers and amplifiers for television or radio are useful to many people. Behavioral
strategies, such as lip reading, may help some people.
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A 1990 randomized controlled trial demonstrated a measured improvement in social,
emotional, cognitive, and communication function from hearing aid use in a group of elderly veterans
with previously documented hearing loss, supporting the concept that screening and intervention are
of benefit to many (Mulrow).

Dementia

Dementia is common in the elderly, but is commonly missed by primary care practitioners
(Valcour, 2000). As treatments become more effective for Alzheimer’s and related disorders, early
diagnosis becomes more important. At present, there is no consensus on whether older patients
should be routinely screened for dementia. The USPSTF gave dementia screening a “C”
recommendation, so screening for dementia is certainly not universally accepted (USPSTF 1997).

Dementia is present in only about 1% of people at age 60, but the prevalence doubles every
five years, so that by age 85, 30-50% of the population has some degree of dementia. Dementia is
a major cause of nursing home placement, morbidity, family stress, and is the fourth leading cause
of death in the elderly (GRS 1999).

Benefits of early detection include finding potentially reversible causes for dementia,
instituting disease modifying drugs when possible, planning for the future, discussing health care
wishes while the patient is still able to participate, and modifying interventions for other diseases as
required (i.e., simplifying drug regimens, reducing anticholinergic drugs).

The ideal screen would be simple, fast, cheap, sensitive, and specific. The Mini-Mental
State Exam (MMSE, Folstein 1975) is too time consuming to make it practical for use in screening
all elders. The combination of the clock draw and the 3 item recall can be performed fairly quickly
(Siu 1991). When the patient is able to recall all 3 items at 3 minutes, the likelihood ratio for
dementia is 0.06, which is helpful in ruling out the diagnosis. Conversely, a clock draw is helpful in
ruling in the diagnosis. A clearly abnormally drawn clock is associated with a likelihood ratio of 24.
The following table shows how these two tests can be used together to help rule dementia in or out.

Test Result Likelihood ratio Post-test probability given
given pretest probability of:

2% 10% 25% 50%

ditemrecall  Recalls <2 3.1(2.34.3) 6 26 51 76
Recalls 2 5 (:31.0) 1 5 14 33
Recalls 3 .06 (.02-.2) A g 2 6

Clock draw Abnormal 24 (7.5-74) 32 72 89 96
Almost normal 8 (.6-1.1) 2 8 21 44
Normal 2 (.2-3) 4 2 6 17

Adapted from Sui AL, Ann Int Med 1991

When patients fall into the intermediate range, further testing with the MMSE or other
instruments can be performed. When should screening begin if we are to do it? Based on
prevalence data, age 70 would be a reasonable time to begin, with younger patients screened only if
suspicion were high.



All screening tests for dementia are challenging in patients of a different language or
ethnicity. In some cases, functional information will be the most useful for determining the presence
or absence of dementia. Formal neuropsychological testing is often useful when further evaluation
information is required.

Incontinence

Incontinence in the elderly is common, and interventions can improve most patients with
incontinence. Many patients with incontinence fail to tell their providers about the problem. A
simple question about involuntary leakage of urine is a reasonable screen. The approach to
diagnosis and treatment is beyond the scope of this talk, but is well outlined in the AHCPR
guidelines. Incontinence screening receives no recommendation from USPHSTF (GRS 1999,
AHCPR 1996).

Depression

Depression is commonly missed in primary care. Although major depression is no more
common in the elderly than in younger populations, depressive symptomatology is actually more
common. Inill and hospitalized elders, the prevalence of depression is quite high. A simple two-
question screen has high sensitivity (96%) for detecting depression in a general population. Positive
responses can be followed up with more comprehensive interviews, since the specificity of a positive
response is not high (GRS 1999, Whooley 1997).

Malnutrition

Weight loss or poor nutritional status may be an indicator of functional decline, dementia, or
medical illness. Although there is no agreement on how or who to screen, checking for weight, body
mass index, and weight loss is easy and reasonable in a primary care setting. Most studies suggest
that loss of more than 5% of body weight should trigger further evaluation. Loss of 5% of body
weight in one month, or 10% of body weight over 6 months is associated with increased morbidity
and mortally (GRS 1999, Reuben 1995, Barrett-Conner 1996, Sullivan 1995) .

Screening in the High Functioning Elder

For highly functional independent elders, standard functional screening measures will not be
useful in capturing subtle functional impairments. Two techniques may be useful for these elders.
The first is to identify and regularly query about a target activity, such as playing bridge, golf, fishing,
or practicing law that the patient enjoys and regularly participates in. The term “advanced activity of
daily living” has been used to describe this type of activity. If the patient begins to drop the activity,
it may indicate an early impairment, such as dementia, incontinence, or worsening hearing loss. Of
course, significant limitations in this approach exist, as the implication of dropping golf versus
dropping a law practice are quite different. However, many geriatricians find this type of marker
extremely helpful for following patient functioning.

A physical function screen has been developed that can help identify older people are risk for
declining in function. Guralnik et al. used a 3 item physical performance measure in 1122 community



dwelling persons over age 70 who were functionally independent, able to walk one-half mile, and
climb stairs with no difficulty. After four years, those scoring in the lowest tertile were 4 times more
likely to become disabled in at least one ADL or in mobility than those in the highest tertile. It has
not been determined whether interventions with exercise or other modalities can modify this, but it
may be reasonable to screen high functioning elders and prescribe exercise interventions for those at
highest risk (Guralnik 1995, see appendix).

Usefulness of a combined screening instrument

In 1990 Mark Lachs and others proposed a simple geriatric screening instrument for use in
the primary care setting. Since that time, other similar instruments have been proposed, including
one by Alison Moore and others in 1996. Although the literature has demonstrated that such
instruments can increase the detection of common geriatric conditions, nobody has demonstrated an
improvement in outcomes when these screens are used (to keep the playing field level, nobody has
demonstrated an improvement in outcomes with the use of a standard review of systems, either).
Common sense argues that an increase detection of common syndromes, if coupled with effective
interventions, will improve outcomes.

The rationale of these instruments is to use a number of “sensitive” prescreening questions
or instruments for common conditions, and to follow up abnormal responses with further testing or
interventions. At UCSF, we have adapted the screening instruments developed by Mark Lachs et
al. and Alison Moore et al, to fit our purposes. We have found our screening instrument to be easy
to use, well accepted by practitioners and patients, and relatively quick to administer. The tool could
be even more efficient if parts of it were administered by non-physician personnel.

Utilizing Time Efficiently

A number of strategies can guide a physician in using time wisely in an elderly patient. These
include:

Knowing the patient’s goals and values for medical care;

Using brief assessment instruments, when appropriate;

Utilizing non-physician personnel to help perform standard geriatric assessments;

Omitting parts of the physical examination that are likely to be low yield;

Having portable amplifiers, large print information, and magnifying lenses available for visits;
Utilizing observations to help make diagnoses (observing gait as part of physical exam).

—_— — ~— — ~— ~—
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Getting Help

Geriatric care often requires the involvement of multiple team members. It is helpful to get
other services such as social work, physical therapy, and psychology, involved early in complex
cases. Some extremely complex patients may have to be turned over to a geriatric or home care
team for ongoing care.

Summary
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A systematic approach to elderly patients in the outpatient setting incorporating some of the
tools of geriatric assessment can help providers use their limited time wisely and appropriately in the
care of older patients. Many questions about the effectiveness of specific interventions in the
elderly and the role of geriatric assessment in the outpatient setting remain unanswered.
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ONE PAGE SIMPLE GERIATRIC SCREEN DATE

Patient Name Source: Pt Other
Assessment Procedure Abnormal Action Result
Do you have difficulty with eyesight? Yes or

Jaeger Card or Snellen eye chart can't read 20/40 Refer

Test each eye (with glasses)

Whisper short sentence @ 6-12 inches Unable to hear ~ Cerumen check
(Out of visual view) OR audioscopy Retest/refer/HHI
"Touch the back of your head with your hands" Unable to do Further exam
"Pick up the pencil" either Consider OT
"Rise from your chair (do not use arms Observed problem Tinetti
to get up), walk 10 feet, turn, walk back or unable in <15 Further exam
to the chair and sit down Home eval & PT
"Have you had any falls in the last year?" Yes Tinetti
"Do you have trouble with stairs, lighting, Yes to any Further exam,

bathroom, or other home hazards?" Home eval & PT
Weight/BMI or loss of 5% or more BMI <21 oryes  Nutrition/eval
"Do you have a problem with urine leaks Yes Incont. eval
or accidents?
"Over the past month, have often been Yes GDS or other
bothered by feeling sad, depressed, or depression assessment

hopeless?” “During the past month,
have you often been bothered by little
interest or pleasure in doing things?

Name three objects/re-ask in 5 minutes Unable Folstein

or other assessment

Do you have any problems with any of the following areas? Who assists?/ do you use any devices?

Doing strenuous activities like fast walking/bicycling? Yes_  No___
Cook Yes_  No___
Shop Yes_  No___
Do heavy housework like washing windows Yes_  No___
Do laundry Yes_ No___

Get to a place beyond walking distance



by driving or taking a bus

Manage finances

Get out of bed/transfer

Dress

Toilet

Eat

Walk

Bathe (sponge bath, tub, or shower)

(for "yes" answers, consider causes, social services and/or home eval/PT)

Yes_
Yes_
Yes_
Yes_
Yes_
Yes_
Yes_

15

Yes_  No___

No

No___
No___
No
No___
No

No

Other areas of concern: medication side effects and adherence, caregiver stress, elder abuse, pain, alcohol, advance directives and health care wishes.
1999 SFVAMC/cbj modified from Mark Lachs et al Annals of Internal Medicine 1990 & Alison Moore et al Am J Med 1996



TWO PAGE SIMPLE GERIATRIC SCREEN Patient Name Date

Source: Pt Other

Abnormal Action Result and Comments
HISTORY ITEMS
"Have you had any falls in the last year?" Yes Tinetti or other gait assessment
Further exam, Home eval & PT
Consider osteoporosis risk

"Do you have trouble with stairs, lighting, Yes to any Home eval &/or PT
bathroom, or other home hazards?"

"Do you have a problem with urine leaks Yes Rule out reversible (DIAPPERS)
or accidents? History (stress, urge), exam, PVR

"Over the past month, have often been bothered by

feeling sad, depressed, or hopeless?” Yes to either GDS or other depression assessment
“During the past month, have you often been bothered by
little interest or pleasure in doing things?

Do you ever feel unsafe where you live? Yes Explore further, social work, APS

Does anyone threaten you or hurt you?

Is pain a problem for you? Yes_  No___  Evaluate

Do you have any problems with any of the following areas? Who assists?/ do you use any devices? (for "yes" answers, consider causes, social services and/or home eval/PT/OT)

Doing strenuous activities like fast walking/bicycling? Yes_  No___
Cook Yes_  No_
Shop Yes_  No_
Do heavy housework like washing windows Yes_  No_
Do laundry Yes_  No_
Get to a place beyond walking distance by driving or takingabus Yes_  No___
Manage finances Yes_  No_
Get out of bed/transfer Yes_  No_
Dress Yes_  No_

Toilet Yes_  No




Eat
Walk
Bathe (sponge bath, tub, or shower)

SIMPLE GERIATRIC SCREEN (continued)
Review medications that patient brought in

PHYSICAL EXAM ITEMS

Yes_ No___
Yes_ No___
Yes_ No___
Abnormal

Confusion about meds
> 5 meds
Doesn't bring in

(the next few items will be performed by nursing staff in some settings)

Weight/BMI
And ask “have you lost weight?”
If so, how much?

Jaeger Card or Snellen eye chart
Test each eye (with glasses)

Whisper short sentence @ 6-12 inches
(Out of visual view) OR audioscopy
Name three objects/re-ask in 5 minutes
"Rise from your chair (do not use arms
to get up), walk 10 feet, turn, walk back

to the chair and sit down

"Touch the back of your head with your hands"
"Pick up the pencil"

BMI <21
Loss of 5%

Can't read 20/40

Unable to hear
Retest/refer/
Hearing handicap inventory

Unable
Observed problem

orunable in <15

Unable to do
either

Action Comments
Consider simplification

Medi-set or other aid

Conisder

Alert provider

Or Nutrition eval
Consider medical, dental, social

Alert provider or refer

Cerumen check

MMSE or other

Tinettiand / or
further exam
Home eval & PT

Further exam
Consider OT




(Remember to ask about the 3 items!)
Other areas of concern: caregiver stress, alcohol, social isolation, exercise, advance directives and health care wishes.

1999 SFVAMC/cbj modified from Mark Lachs et al Annals of Internal Medicine 1990 & Alison Moore et al Am J Med 1996
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