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UG ErStand complexity off Dementia Care within
Hrlrrur\f are

J Jn,Jr-‘r:*r availability of Tools and Indicators
rJr Der nentia Care

== «F-_ érstand utility of carving out time for
— V.~ ementla Specific Care

e
T —

=0 “Understand role of Team Care for Dementia
- (Care.

® Don't forget: None of this is Easy
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SRRTEICtice of IV in Skowhegan since 1979
J ‘\Jr,m,Jr- hered’ In Geriatrics in 1992

o 20k 5_ JOr switch from admin/clinical role to
fOCUS on Geriatric care

- 4-".. .—. e
- — - —

-.'“-_i.“'-' - ract4ce embedded in an outpatient Adult Medicine

-

e Practlce

2 Prlmary interest is How to Incorporate Geriatric
Principles into Primary Care Practice.
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SMIiErelis a great deal of experience in
er g for elder adults in this room.

_ough I focus time, reading and

= 'mklng on geriatric issues, at the end of

- the day there is a great deal of judgment
~ involved and we learn from each other.

® Geriatric Syndromes are multifactorial and
require a multidisciplinary approach
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72000 Boarded Geriatricians in the US
) 120 JJJ eurologlsts
,JJC €”° riatric psychiatrists

— ". .)/"/Be O Primary Care Providers
=i -Prowde 80% chronic care for the elderly

B
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Xakellls GC. J Am Board Fam Pract. 2004
Grumbach JAMA 2002
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“The Complexity Issue

e~

= Geriatric Syndromes
E— And
' Multiple Chronic Ilinesses
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it are the Geriatric
Synd romes?
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ACOIINON “ ndromes inrolder persons
]\/JJJFJJ‘JF‘ IN cause

U EAT R FUNCTION

F‘r ease Caregiver Stress

;; ‘Tncrease risk of institutionalization
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~ ® Are under treated
e Often travel in tandem
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2 Mglgpl npalrment:
SallsTand Galt Impairment
er,}av Incontlnence

— )s mum

= & Sleep Problems
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e Polypharmacy
~ e Elder Mistreatment
® Frailty



0 Mo ;;_ q Care of the Vulnerable Elderly

= S€r S of indicators of care for vulnerable
€l erly patients we should all meet.

= — »’ﬁ5|dered very basic Quality Indicators
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Wenger et al. J Am Geriat Soc 55:5247-5252,2007
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2 Jevabr*u oy the AGS, ACP + the Rand
f‘Jrr)OI‘J on

SDIECLE dl ‘at the Vulnerable Elderly Subset of the

J]r..-\ Opulatlon

Z .ﬁ% 4es of If...then statements
-~ — Evaluate our process of care

_' “IF a VE is new to a primary care practice or inpatient
service THEN there should be a documented
assessment of cognitive ability and functional status.”

"



) Flrse J—-‘ erated in 1999
\(“J\ 5 3 published in 2007 (GRS-7)

e »@ualltv Indicators which cover 26
:“ = endltlons (chronic medical + geriatric)

‘-.1’}'

_4———

—-

—) Many reguire chart review
~® Patient outcomes are improved if followed
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SLErature references available on the
r{,mJ W' D) S|te

-~ Jfee ‘§‘avallable at UCLA
= j-ff-http //www.geronet.ucla.edu/professionals/pa
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= CQ;].— e‘ - Evaluation and Management Tools

o Ay 1able to AGS members
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\JJr~>~~°"‘ e VE subgroup
0 Yramm m ch iIncludes the ACOVE indicators
\ijs r format

._J ,)us léences
"= PE: Adds Extra pyramidal signs

_’_;,, -=~"—Labs + Folate and selective neuroimaging; RPR
- selective

= Mgmt: CI for parkinsons and avoids behavioral issues
— Adds Follow up and AD’s




“The Complexity Issue
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= = - Geriatric Syndromes
B And
' Multiple Chronic Illnesses
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AV iiupleYedical Conditions
o ufielite uallty Indicators’
o LIGHER ,L 2arch on these metrics in Vulnerable Elderly

2 15aVe S _;1, ﬁcant functional impacts
= J ér treatment
B ,\/értreatment

e
L —

= ‘Compete for provider’s attention

-
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-~ = Geriatric Syndromes

—

~ = Social Issues
— Acute Problems

— Each Other
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AC
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Slfreduced at AGS meeting May 2012
SROVES: Jf 0, /) of older adults have 3 or more
f*nrJr ondltlons

\} _st aII existing ‘guidelines’ have single
=~ disease focus
SEEZ —

=39 JIV nitiative is to develop guiding principles for the

—

~ management of the older adult with comorbid

conditions.
AGS Expert Panel J Am Geriat Soc 60:1957-1968,2012
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AGSinitiative
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J Pelilep ; reference
SNnterpreting the Evidence
o gan|s

= »fiPreatment Complexity and Feasibility
- ® Optimizing Therapies and Care Plans
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What are these Cbiomc Iil
3= 6+)

S LENSIOI M UIU=MOrbIaity” derly Veterans
SNiooked a ~c|usters of 3 (triplets)

— USIEIRS) spects
J ,—[f"
e Lit f- =
= o CHD
== ~::'_-‘ o DM
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= e (OPD
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e P\VD
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J Am Geriatr Soc 60:1872-1880,2012



\/\/n,L are these Chrow j...

=15 --—6+

RN OISUIPHSE 1o You or Me
—Ing Ents with the 15 most common triplets the

m—uf umber of' conditions ranged from 6.7-8.5.

= e 3 conditions represented Less than Half the total chronic
,._';;41 condltlons

—
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.f' T'hIS might explain why this work of providing
- comprehensive geriatric care can be so hard
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2 Disezls e |f|c manaqement (we do better
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= SiGeratric syndromes (We do not do so well here)
-"-—“-’&Common with aging

o
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-::- —= = Have significant functional impact
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SREVETIFA _~adem|c Geriatricians do not do this
%ddress the geriatric specific issues)

JJE -Other chronic illnesses compete
‘effectlvely for the physician’s time.
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Ganz DA, et Am J Manag Care. 2010;16(12):343-e355.



t to do this right.
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WHERE DO WE GET THE TIME?



o, do we do‘fHT'm Primary...
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V. can we Proceed?






= \Yple) erlatrlc Patient”
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Medicare Current Beneficiany s
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J unc“r: status is a more important
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o), R:tOI‘ of death and functional decline
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fan are specific clinical conditions.”
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0 ,Jn\/_)ujs 1C |nstab|I|ty

— JVL]\/ Jm t0 a cascade of events due to a
,)n\ llOgIC stress

y not be obvious until a stress

—— e

—= "‘ads ‘to worsening functional incapacity
— —and to loss of independence




J JrJJrlze,rrs al weight less
r\ :3;r e of exhaustion

r"‘r\ o

=k V\/Eak ness
Grlp strength

=9 SIow walking speed
® | ow levels of physical activity
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ValiRerable EIderIy J— S

SUSE! ‘of Oldef@\dults

ARINCIEaseEd [Fisk of morbidity and mortality

R\EEG rr be more closely monitored for geriatric
SIGNe

e Jned through use of simple functional

= ’“M [uation

'f

-4' — VES 13

e Assouated with a set of quality indicators
developed by the Rand Corporation and the
AGS.

— ACOVE (Assessing Care of the Vulnerable Elderly)
— GFM aleo refers to Viilnerabhle Flderlv

\ \



SAGE e
o Salff r,J.caP ealth
r,mc.cunc ‘assessment
— ADES ‘and IADLs

SEINOLE félﬁo use of disease burden

---=§: Depends on Functional impairment being the final
= 'common pathway.
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iai—

== ]odma/ or the American Geriatric Society.
2001;49:1691-9.






Vulnerable Elderly
VES-13 =/>3
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ACOVEfor Dementia
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ACOVEfor Dementia -
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|s new to a practice or inpatient

,—-—f\ -—

- 1té’ THEN there should be a
— ocumented assessment of cognitive

—'g_p’

= 5b||ltY and functional status.
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SAIVE ~'shou|d be evaluated annually for
: r‘ﬂﬁ' es [N memory and function.
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J F e \/r SC eens positive for dementia, THEN a physician
J],)J]C Gtument an objective cognltlve evaluation that
-~ (ESts th OOI’ more cognitive domains.
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r\r)r)rofﬁp es
lilar to Pre; entlv

frvices

SRNILEGNALEINTO OthEr WOk
RE

mmJar:g - Decision support

. JJJrr- ‘F the American Geriatrics Society, v. 58, no. 2, Feb. 2010,
j_); =329
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> €d e‘:ﬁu‘t tlme
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® Providers
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Jieaitin Office,
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=~ Medical Records
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PA/ NP
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2 e _JJV-’ ) sSpecific responsibility: for
G r*rJe dc Syndromes
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Ganz DA, et Am J Manag Care. 2010;16(12):343-e355.



-
ACOV=E]S d*ﬂy&i‘;act-i /s

-—

J G "as study guide for

kit
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wjeﬂatrlc practice
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YEaICal Records

= (“rurr rep

—IVLJlr i reminders
ut’ On process

—— Observatlons on patients that may have

A—

~ clinical significance
— Input on process
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— O'J::erv- ioNs on patients
SVinifCog

= (Jp:‘ -
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— I pu’c‘on process
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E ._— —

’if—"’-TempIate based visits for Geriatric Syndromes based

~ on ACOVE

— Full participation in diagnosis and management
— Input on process




IS et-t@d {-@I

'o'_’
.

J HnyJJvu ks

nltlon and very basic initial eval
“_.\ Set up visit with PA

= =Ull participation in diagnosis and

._—(‘"

~ Management
,' ~ — Input on process
— | .eadership




AGOVE and empla'fes
OUIF actlce ‘!5-'-

J ;.e.)t‘o organize approach
2 Weiefors 10t limit ourselves to this structure

=Dementia: ACOVE does not address specifics
— --g dlagn05|s

— ”creen then initial evaluation by PA

~ ® Further management iterative and shared

® Process iterative and shared




OUurPractice: .

g e —
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SEistarted with my screening when it
eerrwd pproprlate
—Jelae ive
= ° Thel 113 single visit with PA
_, = ~—’FI|story
- —MSE
- — Some information to patient/caregiver



OUIFPractice:
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2 CC erm |cat|on about diagnosis
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== S0 _imes PA, sometimes back to me
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OUurPractice: .

) Hrularf ‘with that approach

— Nejs zclardlzed SCreening exam

= NJI Uro exam

e ercﬂlnkage to outside resources
== -, ~— No discussion of driving and Advance

c—

—-:— = ‘Dlrectlves

- e Next step
— 2 VISits.
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J \/Jlt« e success
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= »t'GIear deC|S|on how far you will take direct

~ responsibility
® Expectations re consultants
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=" Management
® Follow up
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SEIEENing inyour practice

2 AWY

SOLErWISE has been a bit random

P e
S »

SERECENt decision
= — —Alllover 75 y/o (5-15%)
~— e FEvery 2 years

- _,.4". “_,"-. — e

-~ = Others when concerned raised
~ e Family/caregiver

e Staff

® Provider observation

e Falls

-
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- Diagnosis

— Ere IS under diagnosis and over
= diagnosis



= ' gnlflcant functional impairment
= = ~ due to the cognitive impairment
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Cogn"' ve Exam, - T

PRV EN J"" MMSE
— e r ed to pay. for the exam.
W' eed to protect the copyright on the exam

x-ﬁ eak on Executive Function
i ——e PIan/|mplement/sequence/mon|tor an action

’

'IVIoCA

“® FAB (Frontal Assessment Battery)
specifically better with Parkinson’s and
MMSE score >24

* t\i.\

~ {
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Plzle),

2 FlrgelE veJ
= Normal
E Norrrul tz SE but concerns

—_— »“"‘Vascular
~ — Lewy body
- — Parkinson

— Other
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= Neu elogy

._. - _’ ,_

'*“ = -—'FMGMC Memory clinic
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- Management
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~ There is over treatment
~——  (over diagnosis)
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= ' gnlflcant functional impairment
= = ~ due to the cognitive impairment




Mehidgement




plgnagement,.. -
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) 1\/led]ca't}'§ 1o
= "~-medical lInesses
= "lar Dementia
e ’°J_|p|ds BP,ASA
SDAT Vascular Lewy Body, Parkinson'’s
—==9 ® CI Rx
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;; ;ﬁementla diagnosis, prognosis and associated

T

—

' ‘BehaVIoraI symptoms; home and occupational

-~ safety; and community resources.
—=—% Resource folder
® Savvy Caregiver Program

® Stress; potential for abuse
— ‘Does the patient ever yell, push or hit’
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Bar uvL)r?:, i
— Loje)i¢ rr medlcal Issues
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:_,_ .; ehaworal interventions are first and foremost

- ""_o ® Savvy caregiver
e |ack of training of paid caregivers

— Medication
® Discuss and document R+B

pes
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) (“QJr]erJf serlal MMSE/MOCA)
2 Fijgle] ol (ADL'S/ IADL's)
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= —are giver stress
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0 Yrojt JJ,:; With our approach
—NO s ndardlzed SCreening exam
— ,)r Of mkage to outside resources
=No dlscussmn of driving and Advance
-_,.: lrectlves (38%)
= 1\‘Iext step
~ =2 visits.
— Registry for Memory Loss to track AD
— Practice wide decision to systematically screen

\I



BT h%d@é‘*.-g

2 P vaa’f 0 California
SIVAA 2 2311 ‘o'nths

r{r 500 system for CDM
101 *tg carve out the time

--"",
'/__ =

B — 4-."-'







- !

. oa{s,ggﬁis:r-_augt"-’

e R

UG ErStand complexity off Dementia Care within
Hrlrrur\f are

J Jn,Jr-‘r:*r availability of Tools and Indicators
rJr Der nentia Care

== «F-_ érstand utility of carving out time for
— V.~ ementla Specific Care

e
T —

=0 “Understand role of Team Care for Dementia
- (Care.

® Don't forget: None of this is Easy
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' More ACOVE
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ACOVETOr Dementia

i
™ it i

e S | B
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o IF =*‘? Screens positive for dementia,
— -/E*' =N\| the physician should review the
-péflent s medications (including over the

— f—

-
L —_
——

~ counter) for any that may be associated
with mental status changes.
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el VE treens positive for dementia and is taking

_ mec catJGn that are commonly associated with mental
i;.;;::—-j 'E’ﬁs changes in older people, THEN the physician

= should discontinue or justify continuing these
— ’mgqlcatlons

—
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ACOVEor
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AWVE 5 1 ewa diagnosed with dementia, THEN a
ﬂl’a‘:should perform a neurologic exam that
- —JL r* 1] Esevaluatlon of gait, motor function and reflexes.
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ewa diagnosed with dementia, THEN a

= Lytes LFT’s, FBS, BUN serum BlZ and RPR
performed
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|s newly diagnosed with dementia
g’ risk factors for HIV, THEN HIV
ng should be offered.
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SRli=a V' a-|s newly diagnosed with dementia,
E f * fhe or she should be screened for
epressmn



REOVETOr Dementia J“'

. T ekl
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EaVE is newly diagnosed with mild to

frlejels rate AD, mild to moderate vascular

_,,_,-_A-.-c 3 entla or Lewy body dementia, THEN

~ there a documented discussion with the

'5 : 'patlent or caregiver about cholinesterase
~ _inhibitor treatment.



rr al \ as mild to moderate vascular or
xed dementla THEN he or she should
ecelve stoke prophylaxis
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REOVETOr Dementia J“'

2 [F e \/ |th dementia has a caregiver,
T rl" "the patient or caregiver should be

’—- —

= given nformation on dementia diagnosis,
f__:—i» Brognosis and associated behavioral

- symptoms; home and occupational safety;
- and community resources.



has dementia, THEN he or she
ould be screened annually for behavioral
"ﬁ]pt oms of dementia.

\
-.;‘
10)C]]

J 5
'4
..‘)

et — -
— - —

A

’

-
-

.————'
,——-’
——
B
.’_
—
-

—
—



ACOVE for Demgjia —-? -

-

SNEEIVE with dementla has behavioral

S\ r)re , THEN specific target symptoms

Sfleitijek be documented and behavioral

= r .rventlons implemented first or

ncurrently with pharmacotherapy, or if
treatlng first with pharmacologic
Interventions, then severe symptoms or
safety concerns should be present and

documented.
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ACOVEfor Dementia -
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IF \/mﬂ | dementia and behavioral
sym ngr S IS newly treated with an
GILIISY/C chotic, THEN there should be a
‘_Jr et m_ented risk benefit.

-
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2 IF a "?has newly diagnosed dementia,

Uik HEN (consistent with state law) the

= pa 1ent should be advised not to drive,

,:.-»«f"§heuld be referred to the Dept of Motor
- Vehicles to test driving ability, or should

- Dbe referred to a drivers safety course that

iIncludes assessment of driving ability.
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Ecl \/ W|th dementia is physically
rrJJE d ned In the hospital, THEN the target
== “Behavioral disturbance or safety concern
— jUstifying the use of restraints should be
-: = documented in the medical record and
- communicated to the patient, caregiver or
guardian
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o IF 2 \/ has newly diagnosed dementia,

T rl"‘i (con5|stent with state law) the

= Da tient should be advised not to drive,
»«f"ﬁwould be referred to the Dept of Motor
- Vehicles to test driving ability, or should

- Dbe referred to a drivers safety course that

iIncludes assessment of driving ability.

® Retire from driving



