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2 [ ara s a great deal of experience in
(:JrJ d | or older adults in this room

,,,, A t’ﬁough I focus time, reading and
thmklng on geriatric issues, at the end of
the day there is a great deal of judgment
iInvolved and we learn from each other.
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C mumw based providers
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) Prov]r_; or services for older adults with
Ey?»problems
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— Pick simple projects which will work with the tools
-~ you have

— This is for Q/I not publication
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2 7,000 re,- Geriatricians in the US
J Iz,JJJ EUroIoglsts

2,500 C Geriatric psychiatrists

& )/”B! Prlmary Care Specialists

_, = Rrowde 80% chronic care for older Americans
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Xakellis GC. J Am Board Fam Pract. 2004
Grumbach JAMA 2002
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re parts of this work that can
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J ur Bnal status is a more important
pre R:tor of death and functional decline
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fan are specific clinical conditions.”
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f'f’- ALL IMPORTANT IN MAINTAINING
' FUNCTION
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J J\/J_JJFJI)‘ Viedicall Conditions

) J\/JJJI‘JI)I“ Quallw Indicators’

I tle research on these metrics in Vulnerable
= [ derly or people with multiple comorbidities.

fL ~’ave significant functional impacts
~ —Under treatment
— Over treatment



r\qJ pitiative
Bior more” (3ﬁ"'

D -’

9 rrJJl -c at AGS meetlng May 2012

SROVES: Jf ./0 of older adults have 3 or more
rnrJr condltlons

,),} st all existing ‘guidelines” have single

_— - "- -———._-. A

= (isease focus

0~—Imt|at|ve 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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SMIlENEality IS even more comDIex

— VA sua Iooklng at common combinations of:
3CI's.
= F §atlents with the 15 most common triplets

= {he mean number of conditions ranged from
"-"’"‘.‘_—"_"-6 /-8.5.
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— J Am Geriatr Soc 60:1872-1880,2012
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SAEOIMIMon syndromes in older persons
2 Ofieely) }V ultlfactorual N cause

SHIVIPAT R EUNCTION

==V =rease Caregiver Stress
f-fnlpcrease risk of institutionalization

-~ o Are under treated
"o Often travel in tandem
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SV Impairment
r,JJJJ Jf d Galt Impairment
> erszv Tncontinence

= mum

.-_'_-
S —
m—

=

—® Sleep Problems
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*ﬁolypharmacy
e Elder Mistreatment
¢ Frailty
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Approach






/ r € x: ) we need extends well beyond

i Ja_ nician’s office.

J O)gl] ‘a’ small amount of the care of a

= memory impaired older adult occurs in the

f-=eff|ce

-® The office DOES NOT play the most
important role in the individual’s care.

-




Office Team
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Medical
Records

e Chart Prep

e Maintain
reminders

S e

' [ Secretary

e Observations of
pt that may be
clinically
significant

1 MA

e Observations of

pt
e Mini-cog

| Physician

1 pA

e Template-based
visits for Geriatric
Syndromes

«. " based on ACOVE

PA
e Dx/management e Participate in
e Leadership dx/management

¢ Basic initial
evaluation
e Set up visit with

/ \\—/ \
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SREYIto Impl: smentation of standardization
r\JJowJ easurement for Q/I
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~ S The ére are no geriatric specific CMS
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ACOVE

"} Assess »tare of the Vulnerable Elderly

BSEries of indicators of care for vulnerable elderly
,).u-s s we should all meet.

A ‘b-

— ==5 —-lh‘dlcators for dementia

= 'T will reference in this talk as used to develop office
:-""" — based approach.

Wenger et al. J Am Geriat Soc 55:5247-5252,2007
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' jﬁttp //www.geronet.ucla.edu/professionals/pa
~_tient-care-resources
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IStiouldiwe screen?
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—30-5C &"of people with MI are not diagnosed

= \,chk ndlng only picks up 20% of cases
_Ic entified by screening.
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- —6-63% MI in all patients >75 y/o
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4 ‘ = |s new to a practice or inpatient
?:e THEN there should be a
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SiPatient
r\n 20! e on my. office team
® Caregiver

_,._j = Informant interview (ADS)
'jojcerned others

=
| —

= & Screen (structure)
— % AWV
. e Al > 75 (prevalence 11% 75-84 y/o)
— From the Q/I showing the differences
e Falls
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= ° N mbers in correct order and hands correct
,__;:"' - 4-5 normal

- -

= O_-2 abnormal

—

g =—-3777
— Difficulty drawing the circle ???
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= ' 'I Medicine is curiosity about the
= “"ﬁéﬁent in front of you.
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¢ Financial Management
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Sealf r,JmP ealth

FLin) i~assessment
— r\Jl“* d TADLs

J \Lg féNo use of disease burden

,;.gg; épends on Functional impairment being the final
= “common pathway.
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- Journal of the American Geriatric Society.
2001;49:1691-9.
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ACOVEfor Dementia

—

.
— - P
-

A g 4
NE A £ -
d "0’1‘;. L S

- -y
s A

b. j'..";
3’ .

Or more cognitive domains.

~ .
_’



Dementia

-
-
T —
-

pry .

i L

- - '
——

T —

-
- .
=

—

~ -

j is not dementia without new
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own high specificity for mild AD, high
i‘;“ f Ilterature support

’.;, ‘Not in public domain

s,,.. AD8
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2 Sc S Of NIStOry ralSEs CoNcerns

LEm ,)LJ VISIt
J)e |f|c Visit #1 for goals of that visit (WIP)

e Med review
® Further workup




ient Encounter: Prep and ..
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" Medical | Secretary 1 MA | [ Physician 1 PA
e Basic initial e Template-based

Records « Observations of « Observations of
pt that may be pt evaluation visits for Geriatric
Syndromes

ElElni{Firsp clinically Mini Set isit with
o Maintai e Mini-co e Set up visit wi
SELIELT significant | PA P " based on ACOVE
H e Participate in

reminders
¢ Dx/management

e Leadership dx/management
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VEryguickly saw that we were not
EEk r}s faII the elements we wished to as
dElNES ed by ACOVE

=7 dSit approach
= .-Developed flow sheet
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— Under using as requires extra steps in EMR
® Assigning more to medical records
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SAVPPA moved to CA
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VIEGIcatior .~ ;
= Dr. _)Jnr ‘s talk
J J,)‘)/e se o cognitive enhancing medications in community
b ~~ patients. (JAGS 61:723-733, 2013)
-,"E" Poly Pharmacy

=3 ReaIIy PCS issue

e - — WHO ELSE IS GOING TO PRIORITIZE AND
——— COORDINATE ALL OF THIS?

_ - e Beer’slist
— Anticholinergic medications
— CNS active medications
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VUIGHTorE than medication
— Ae _JJ i) ré erence the checklist

==V ~1IInesses
s MANAGE TO MAXIMIZE FUNCTION
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= a ient and caregiver resources
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jF’Connect to community resources

::,-;é_'

— 'j—; Legal issues
-~ e Competency

— Driving
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SIS work in the office is shared between
Physician and PA.
F= Cormmunication
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Follow=up ..

SRIINISHS J“ third side of the coin’.

SRVE ruv* ot standardized our approach
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~ ®(Can not overemphasis this
* Flow sheet really helps
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f chronic care older adults will
* to be provided by PCS's
'ured Team approach
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Discussion
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— [5}@ 0N Process
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= :" ‘Observations on patients that may have

~ clinical significance
— Input on process
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T;"’-Template based visits for Geriatric Syndromes based
| ~~ on ACOVE

— Full participation in diagnosis and management
— Input on process
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Telihe et-u@gd role

IPhysicia .' -3
r{egg, nltlon and very basic initial eval
=S¢ ’Gp visit with PA

= Full participation in diagnosis and

j"

~ management
~ — Input on process
— |.eadership
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