eneral Geriatric Assesment

Done by
Dr. Wafaa swalmeh
Family medicin specialist




What is Geriatric Medicine ¢

The branch of medicine concert with the diagnosis, treatment and
prevention of the disease in older people and problems specific for aging.

Geriatric age group is > 65 years old.

nd we should differentiate between geriatric and gerontology which is
the study of the aging process it self.



Comprehensive Geriatric
Assessment

CGA




Whatis CGA ¢

0 CGA could be defined as a multi aspect process in which we can
aluate the complains, reach a diagnose and submit a best
management for our patient.

0 Question : what the deference between the regular assessment
and the CGA ¢







Answer

0 In geriatric we look to the chief complain and the other hidden aspects
with the main complain as the main problem in hence we assets and
investigate it all together, as 9 of 10 of the geriatric clinic patient chief
complains hidden with other causes and illnesses and they just come with

the fip of the " iceberg .

Physical Health

Social Circumstances Mental Health

Functional Capacity Environment



[

CGA

1/ Activities of daily living (FUNCTIONL capacity ): Set of activities necessary
for normal self-care and independency, such as: toileting, bathing, eating,
dressing, and transferring

. Mini-cog test: Step 1: Tell patient 3 unconnected words e.g. ball, tree,
book — ask him to repeat them back — Step 2: Ask to draw a clock with all
numbers, and hand set to 10 past 11 (11:10) within 3 min (2 points if normal
— 0 if abnormal or refused). Step 3: Recall 3 words stated in step 1 (1 point

foreach)



CON..

0 3.Timed up and go test: patient sitting in a standard arm chair, identify a

line 3 m, ask him to stand up, walk to the line at his normal pace, turn, walk

back to chair and sit down. 212 sec = high risk for fall H/o falls last year —
me adjustment

4. Mini-Nutritional Assessment score: last 3 months did he have: | food
intake, wt loss, immobility, stress, neuropsychological problem + BMI or calf
circumference




Polypharmacy: 2 5 medications different physicians + herbal & OTC May
cause severe interaction, side effects, and non-adherence

6. Urinary: underreported —-may lead to social isolation and abuse Fecal:
chronic constipation, painful anal condition, or neurological

/. Assess visual acuity & hearing, inquire about using aids

8. Elder abuse: Physical, sexual, emotional, financial, or neglect. Sign:
Bruises/cuts/fractures inconsistent with explanation — unsuitable clothing -
bad hygiene — malnutrition - control - forced isolation - argument with elder
— changed personality - missing appointments — inadequate care
(medication, investigation, aids)



Cont..

0 9. Geriatric depression: Underdiagnosed - screen last 2 wks for loss of
interest and depressed mode — Can cause reversible dementia — should
assess suicidal risk

10. Health maintenance: screening/immunization




FUNCTIONAL STATUS

0 Pre completed basic and instrumental activities of daily living scales may
identify declines in functional status.

0 For highly functional patients, a simple open-ended question asking how a
typical day is spent provides a good review of daily function.




DAILY LIFE activifies

Activities of Daily Living: Everyday personal care tasks that
allow someone to live independently with comfort and dignity.
(ADL examples: Toileting, dressing, bathing, eating)
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Instrumental Activities of Daily Living: Regular maintenance tasks that ensure a
person living independently can provide for themselves. (IADL examples: Shopping,
cooking, managing medications, housework)

IADLs =

(lr‘lﬁtr‘ument.al Activities
of Daily Living

Shopping

and Medications

.E-ﬂ’ S2007 Nursing Education Consultants, Inc.



ADLS

Bathing
Dressing
Tolleting
Transter

Continen
ce

Feeding

Functional Status

IADLS

Telephone
Traveling
Shopping
Preparing meals
Housework
Repairs

Laundry
Medication
Money



...... cimaiee Activities of Daily Living Checklist
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ADL /f 1ADL Checklist

Usinmg a person’s functioning level as it relates to Activities of Daily Living (ADL) and Instrumemtal
Activities of Daily Living (LADL) can help with determining the level of care assistance that persan
meaeds. Use this easy list to get a baseline of needs based on the actual activities it takes bo maintain
indlependance.

- Activities of Daily Living (ADLs) are aclivities in wwihich people engage on a day-to-dey basis,
These are everyday pevsarral care activities that are fundamental vo canng for onesalf and maintaenendg
independence.

- Instrumental Activities of Daily Livieg (1LADILSsS) are activities related to jndeperndent Hivirng and
ane waluable for evaluating perscons with sarly-stage disease, both o assecs the bevel of disease and 1o
deterrmmine the person’ albdbty o cane for himssif or hersalf.

se the Actvities of Daily Lving and Instrormental Activitees af Daely Lvanag hists below and civeck the beeel of funcoion for
the person as it relabes vo each actinshy.

Activities of Daily Liwvimg (ADL)
AL Furnctiom Indepamncaat | Meseds Help Deparndant Camrnat Do
Bathang

Oressarng

ENCaOeTirg

PAcuth care

ToelaEIrg

Transferrimg bedfichair
Walking

Climisng siaws

Eating

Aupnt Annts Home Care = 188 Los Banos Avenue = Daly Cigy, CTa 944014
san Francisco 1S5, 9 FH4. 2530 « Peninsula GS0D.TFST..2000
eldercare@auntanns.corm
v, auntannshomecare.com




Katz Index of Independence in Activities of Daily
Living

Katz Index of Independence in Activities of IDaily Living

MACTIVITIES INDDEPENDEMNCE: DEPENDEMCE:
POINTS (1 3R dkk L1 POOITT b (i POTNTSE
M sup=srvision., direction or pee rsoanal WWITH sup=rvision., direction., personal
assistance assistance or total care

BATHIMN G {1 FOINT Bathes self completelv or needs O PN INTS) Meeds help with bathing meore
help in bathimg only & simngle part of the thian omne part of the haodw, e ttirgt in or
body such == the back, genital area or out of the tubk or showeser. Reqguires botal

PO MNTS: disabled extrermite. hathimes.

DRESSIMNG {1 POINTY Gets clothes from closets and OO POOIMNTS)) Meeds help with dressingg seIf
drawers ard puts on clothes amnd oouater T reeds tae e completehy dressead.
Zarments complete with fasteners. Maw

PO MNTS: hawve help twvingzg shoss

MO L ETIMNGS A1 FaOOIMT Goes o tavilet, gets om amd O POIMNTSE Meeds help transferrimg to
aff, arranges clothes, cleans genital area the toilet, cleaning s=1f or uses bedpan or
writhaoat help. Lla’ p ot by TR B

POIINTS:

TRAMNSFERRKIMNG {1 FOINTY Moves in arnd out of bed or chair ¢ P INTS) Meeds help in o ingg froam
nnassisted. Mechanical transferring aides b=d tax chair or reguires a oo ket
are acceprtabda. transfer

POIMNTS:

Wil TINENTCE A1 FPAaNTY Exercises comp kte s=lf comntral P FNOINTS) = partially or botally

ower urinaticn and defecation. incontinent of bowel or bladd er.
POIMNTS:

FEEIDIMNG {1 FPaOOINTY Gets fooosd froom plate irka O PN INTS Meeds partial or btatal help
muasth switheewut he lp . Preparat ion of fososd writh fead ing or reguires parenteral feedings.
may be done by anaoths e peerson.

PLOIINTS:
TOTAL POINTS — B = High (pafienf indeperndent) 1) = Low (praafiemnd ey deperncade ref)

Slightly adapted from Katez, 5., Down, ToDOL, Cash, FHILR., & Grotx, RO, (1970 Progress in the dewve lopment of the indes of SO
Fire Fene rafolowgiss, FOC1 R, 204k

Copwright @ The Gerontological Saocisty of America. Reproducesd [ Adapted] by permission of the publisher
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Fibow Wior ks Umisesr sity Collog = o § Mursioa

Dasa Barforl by cdE  HALTORD M STTUT mm e veveve Ba st fondige oo
G e HEN oo

FTLECAL L B T S il



2) MINICOG TEST

0 is a 3-minute instrument that can increase detection of cognitive
impairment in older adults. It can be used effectively after brief training in
both healthcare and community settings.

It consists of two components, a 3-item recall test formemory and a simply
scored clock drawing test. As a screening test, however, it does not
substitute for a complete diagnostic workup.




SCORING

0 3-ltem Recall Score:

1 point for each word recalled without cues, for a 3-item recall score of 1, 2, or

rect order and direction (clockwise). There must also be two hands present,
e pointing to the 11 and one pointing to 2. Hand length is not scored in the
ini-Cog® algorithm.



Interpreting the Mini-Cog® Score:

0 Addthe 3-itemrecall and clock drawing scores together. A total score of
3, 4, or 5 indicates lower likelihood of dementia but does not rule out some
degree of cognitive impairment.

0 The Mini-Cog®is not a diagnostic test for Alzheimer's disease or any other
dementia or cause of cognitive impairment.

Diagnosis of brain disorders that cause cognitive impairment requires a
medical examination and additional examinations.



3) TIME up and Go test
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0 A patient who takes longer than 12 seconds on the Timed Up and Go Test or a physician
assessment that gait is mildly abnormal or worse should be evaluated further.

Patients at high risk of falling need a multifactorial assessment including orthostatic vital
isual acuity testing and cataract screening, gait and balance testing, medication
revigw, and investigation of environmental hazards in the home.




Falls Assessment

0 Special test for assess falling, mobility and balance :
1. Timed Up and Go Test :

The time patient take for stand up from standard armchair with
hand resting on arm rest and walk distance of 3 meters, turn
around, walk back to the chair and sit down.

Values :

« <10 seconds=normal

« <20 seconds =good mobility, can go out alone but with high
risk of fall

« <30 seconds = problems, cannot go outside alone, requires
gait aid



TIME Up and Go Test

Ask the patient to perform the + Observe the patient's
following series of maneuvers: movements for any

Sit comfortably in @
straight-backed chair.

Rise from the chair.

deviation from a
confident, normal
performance. Use the
following scale:

3. Stand still momentarily. o 1= Normgl
4. Walk a short distance + 2= Very slightly
abnormal

oo sl e e

(approximately 3 meters).

Turn around.

Walk back to the chair.
Turn around.

Sit down in the chair.

+ 3= Mildly abnormal

+ 4= Moderately
abnormal

+ 5=Severely abnormal

A patient with a score of
3 or more on the Get-up
and Go is at risk of falling.



0 A cut-off score of 2 13.5 seconds was shown to predict falls in community-
dwelling frail elders, but this score is not verified in other studies?.

Scores of 2 30 seconds correspond with functional dependence in people

with pathology?. Standardized cut-off scores to predict risk of falling have
not yet been established.




HATE FALLING: A Mnemonic for Key Physical Findings in the Elderly Patient Who Falls or Nearly Falls

| HATE FALLING

T Tremor (Parkinson's disease or other causes of
tremor)
EEqumbrlum(balance)problem ..........................................
FFootprobIems .....................................................................
e Arrhythmla heartblock . orvalvular dlseas e ....................
LLegIengthdlscrepancy .....................................................
LLackofcondltlomng(generahzedweakness) ................
IIIIness ....................................................................................
NNutrltlon(poorwelghtloss) ...............................................

Gait disturbance




4) ASSESS NUTRION




Malnuftrition

0 is an independent predictor of mortality in older adults.

0 The most accurate evidence of malnutrition in an elderly patient is
hypocholesterolemia and hypo-albuminemia.>#

Assessment of malnutrition involves a dietary history that includes
daily caloric intake,

2)the availability of food, t

3)he use of nutritional or herbal supplements,

4) and the adequacy of the patient’s diet as quantified through the amount
of food intake,

5) the number of meals, and the balance of nutrients




Body weight, weight trend, and muscle wasting that is found on physical
examination

and confirmed by laboratory data (such as serum albumin and total
cholesterol levels, and lymphocyte count) should be included.



CAUSES

* Diarrhea lasting

* |nability to eat, drink, or * Chmnlc discomfort * Decreased motivation
swallow * Weight loss to eat
* Increased anxiety about * Reduced social interaction

eating and drinking

* Mepgative effect on
nutritional status

» Creates increased

nutritional demand

during meals

Dementia
* Not remembering to eat
* Inability to prepare meals
» Sleep disturbances

MALNUTRITION

Dentition

* Unwanted adverse effects
and interactions

* Reduced absorption of
nutrients

* Poor oral hygiene
* |nability to chew food

* Reduced sense of taste
* Decreased appetite

* Lack of pleasure when
eating

* Immunodysfunction

* Impaired wound healing
* |mpaired activities of
daily living

O] ©

Dysfunction Dysgeusia



[

The Mini Nutritional Assessment

, a validated tool for measuring nutritional risk in elderly persons that
combines anthropometric measures and dietary history, is easy to use in
the office setfing.

atients also should be assessed for oral pathology, ill-fitting dentures,
problems with speech or swallowing, medication use that might cause
anorexia or dysgeusia, and financial and social problems that may be
contributors to malnutrition.



Mini Nutritional Assessment
MNA® NoTHS ;
Nutritioninstitute

Last name: I I First name: I I
Sex:l IAge: I IWeighl. Kg:l I Height, cm: I IDate: I |

Complete the screen by filling in the boxes with the appropriate numbers. Total the numbers for the final screening score.

A, Has food intake declined over the past 3 months due to loss of appetite, digestive problems, chewing or
swallowing difficulties 2

0 = severe decrease in food intake
1 = moderate decrease in food intake
2 = no decrease in food intake 1

B Weight loss during the last 3 months
0 = weright loss greater than 3 kg (6.6 Ibs)
1 does not know
weright loss between 1 and 3 kg (2.2 and 6.6 Ibs)

2
no weight loss 1

3

C Mobility
0 = bed or chair bound
1 able to get out of baed /f chair but does not go out
2 goes oult

[

D Has suffered psychological stress or acute disease in the past 3 months 2?2

0 = yes 2 = no ]
E Neuropsychological problems
0 = severe dementia or depression
1 = mild dementia
2 = no psychological problems |
F1 Body Mass Index (BMI) (weight in kg) / (height inm?) [ ]
0 = BMI less than 19
1 = BMI 19 to less than 21
2 = BMI 21 to less than 23
3 = BMI 23 or greater |:|
IF BMI IS NOT AvAILABLE, REPLACE QUESTION F1 WITH QUESTION F2.
DO NOT ANSWER QUESTION F2 IF QUESTION F1 1S ALREADY COMPLETED.
F2 Calf circumference (CC) in cm
0= CC less than 31
3 = CC 31 or greater [
Screening score ||
{(max. 14 points)
Sawve
12-14 points: D Normal nutritional status =
- - . rint
8-11 points: At risk of malnutrition
0-7 points: D Malnourished e
F . Wellas B, Villars H, Abellan G, el al. Overvicw of the MNAS - s History: and Chabieongoe s J Noatr Health Aging 2006, 10:456-465.

Rubenstein LZ Harker JO, Salwva A, Guigoz %, Vellas B. Screening for Undoermertrition in Gerfatric Practice: Dewvefoping the Short-Forrr Aing
Murfribsorrald Assessrment (AMNA-SF). J. Geront 2001 56A: M3G66G-377 .

Guigoz Y. The Ainf-Netmtiona! Assessmmont (MNAT) Rowview of the Literature - What does if fefl s ? J Notr Health Aging 2006; 10:466-487 .
Faiser MJ . Bauer JM, Ramsch C, el al. Valbrdatorn of the Adiry MNoutittonal Assoessrment Sthrort-Forme (BMNAGE-SF): A practical foof for sdenbiffcatiorn
off nentritforral stattes.  J MNotr Health Aging 2000; 1.3:-7T82-THE .

GD Sociétd des Produits NMe stlé, S_A . Vewvey, Switzertand, Trademark Owners
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Treatment

0 Treatment of failure to thrive should focus on identifiable diseases and be
imited to interventions that have few risks for these frail patients.

0 Failure to thrive commonly occurs near the end of a person'’s life, so the
patential benefits of freatment should be considered before evaluations
nd treatments are undertaken.

Initially, treatment involves efforts to modify possible causes.

0 A team approach that includes a dietitian, a speech therapist, a social
worker, a mental health professional, and a physical therapist may be
helpful 2






5) POLYPHARMACY




Polypharmacy

Defined as greater than four prescription medications or
greater than three new medications in a 24-hour period.

+ Four or more prescription medications increases the risk for
falls in the elderly.

Five or more prescription medications increases the risk of
dverse drug reactions.

30% of older adult hospital admissions can be
linked to drug-related effects, and polypharmacy
Is The fifth leading cause of death for

hospitalized elders.




Polypharmacy

L h.'

L5 . 4 4

I +%‘
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0 In clinical way, the criteria utilized for identifying
polypharmacy involve :

Taking medications that have no obvious indication.

Concurrent usage of interacting medications.
Using an inappropriate dosage .

Utilizing other medications to tfreat adverse drug
reactions.

Using therapeutic equivalents to freat the same illness .



POLYPHARMACY

0 Increased use of prescription and over-the-counter medications puts older
adults at risk of adverse drug reactions, impaired cognition, falls, and
functional decline.

thorough medication review can identify medications that are
underprescribed and necessary, those that are not being used correctly,
and those that are inappropriate and should be discontinued.




Solutions for Decreasing Polypharmacy

0 Tools to Help Decrease Polypharmacy :
1. Beers Criteria
2. STOPP Criteria
3. START Criteria




6 ) HEARING AND VISION

Hearing loss is often unrecognized by patients, and affects more than 80% of adults older
than 80 years.

Only 10% to 20% of older adults with hearing loss have used hearing aids.
Iv\;xjero’re to severe hearing loss is associated with

The USPSTF and the AAFP concluded that there was insufficient evidence to recommend
screening for hearing loss in asymptomatic adults older than 50 years.

Physicians should when the patient or a family
member raises a concern, or if there are cognitive or mood symptoms that could be
influenced by hearing loss, and refer for hearing aids when appropriate.

Although audiometry is the screening standard, a whispered voice test at 2 ft or a single
question (e.g., "Do you feel you have hearing losse") is an effective alternative.



Vision loss

0 iscommon among older adults in the United States, affecting 12% of those
65 to 74 years of age and 15% of those 75 years and older.

0 Common causes of visual impairment

0 Decreased visual acuity increases the risk of falls, fractures, social
0 isolation, and depression.

0 In 2016, the USPSTF and AAFP concluded that the current evidence was
insufficient to assess the balance of benefits and harms of screening for
impaired visual acuity in older adults.

0 Despite lack of evidence of benefit, vision testing offers little harm and
can be accomplished by office staff using a Snellen chart.






Depression

"Why are
older people
sO sade”




Depression in the Hospitalized Patient- Why
Screene

Can increase length of stay because it slows recovery
and mobilization

npatient is a good time to make a diagnosis and get
referrals in place

Treatments are effective

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient



Who is at Risk?

Female Gender

Divorced or separated
status

Low socioeconomic
status

Poor social support
Comorbid iliness

Cognifive impairment
Adverse/Stressful life
events

Family history

Prior depressive
episodes

Previous suicide
attempts

Financial stress

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient



Associated Medical Problems

Dementia

Diabetes Mellitus
Rheumatoid Arthritis
History of Cerebro-Vascular Accident
Myocardial Infarction
Cancer

Parkinson's Disease

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient



Symptoms:

Sadness

Felling worthlessness
Crying spells

Lack of concentration
Change in the apatite

ST




Atypical Presentation

+ Older depressed patient often has different
complaints and presentations than younger patients

+ Less commonly experience “mood symptoms”

+ Older patients often have more somatic symptoms
and may end up hospitalized

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient




Depression in Older Adults: What else to look fore

+ Irmitabllity, anxiety or decreased functional status

+ Recognize that the role of co-existing medical
problems, cognitive deficits, mulfiple
medications complicates the picture

+ Many assume depression is a normal part of
aging

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient




TABLE 2

PHQ-2 Screening Instrument for Depression

Over the past two weeks, how More

often have you been bothered by Not Several than half  Nearly
any of the following problems? atall  days the days every day
Little interest or pleasure in doing things O 1 2 3

Feeling down, depressed, or hopeless 0 1 2 3

Scoring: A score of 3 or more is considered a positive result. The PHQ-9 (Table 3) or a clinical
interview should be completed for patients who screen positive.

PHQ = Patient Health Questionnaire.

Adapted from Patient Health Questionnaire (PHQ) screeners. http/fwww phqgscreeners.com.
Accessed February 8, 2018.




PATIENT HEALTH QUESTIONMNAIRE (PHO-9)

MAME: DATE:

Ower the last 2 weeks, how often have you been

botheaered by any of the following problems? / P g #ﬁbﬁ
s

wsae Yo to indicate youwr answea ¥ - S i

e o g =X <= et -

1. Little interest or pleasure in doing things

2. Feealing down, depressed, or hopeless

3. Trouble falling or staying aslesp,
or sleeping too mMusch

4. Feeling tired or having little energy

5. Poor appetite or oversating

6. Feeling bad about yourself—aor that
yvou are a falure or have let yourself
or your family down

T. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Mowving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety
or restless that you hawve been moving arcund a lot
more than usual

9. Thoughts that yvou would be better off dead,
or of hurting yourself in sorme way

add columns: + +

(Heattheare profes slonal: For interpretation of TOTAL, TOTAL:
olease refer D 8o maE W ng scoviag cand )

10. If you checked off any problems, how Mot difficult atan
aifficult have these problems made it for
wold o do your work, take care of things at
horme, or get along with other peocple? Wery difficult

Somewhat difficuit

Extremely difficult

PHO-9 is adapted from PRIME MD TODAY, devalopsad by s Robert L. Spitzar, Jarnat BOW. Willams, Furt Kroesnka, and colleaguses, with an
aducational grant from Pfizear Inc. For reseaarch information, contact Dr Spitser at rsB@columbia. edu. WU=a of tha PHO-8 may onby ba mada i
acocordanca with the Tarnms of U=a availabda at Affod Svywaa ofizes covm . Caopyright @2 189889 Plizer Inc. All rnghts resarved. PRIME MD TODSY is

tradamark of Pfizar Inc.

ZT274388




Severtty levels PHQ-9 score Frequency (%) (N=174)
Normal 04 T7(44.3)

Mild 59 13 (42.0)

Moderate [0-14 14 (8.0)

Moderate to severe [5-19 6(34)

Severe 20-27 4(23)




Medications that can Cause Depression

+ Antihypertensives
+ Beta Blockers
+ Clonidine
+ Anti Parkinson’s Medications
+ Carbidopa/Levodopa
Others
+ Benzodiazepines
+ Antihistamines
+ Barbituates

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient




Treatment: Medications

+ Selective Serotonin Reuptake Inhibitors (SSRIs) are
somewhat inferchangeable regarding effectiveness.

+ Choose an SSRI based on side effect profile, drug
inferactions and compliance.

+ Citalopram and Sertraline are often recommended

among experts for efficacy and tolerability in the
elderly.

+ Paxil: Anticholinergic properties

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient




Treatment: Therapy

+ Cognitive Behavioral Therapy and Interpersonal
Therapy

+ Inthe outpatient setting, medications and brief
psychotherapy have been shown 1o be more
effective than usual care.

CHAMP Curriculum: Care of the Hospitalized Aging Medical Patient




Trearment:

0 Just as depression has no single cause, no single
treatment works for all patients.

0 Typical freatment for depression compose of
combination of therapy, medication and
ifestyle changes.




8 ) IMMUNIZATIONS

Geriatric assessment is an opportunity to identify older adults who have not received
recommended vaccinations.

Patients older than 60 years account for 60% of tetanus cases and more than 90% of
influenza deaths, and the morbidity of pneumonia and zoster greatly increases after
65 years of age.

The
aphual influenza vaccination.

visory Committee on Immunization Practices (ACIP) recommends :

It also recommends that clinicians not miss the opportunity to vaccinate persons older
than 65 years with the tetanus toxoid, reduced diphtheria toxoid, and acellular
pertussis (Tdap) vaccine and the tetanus and diphtheria toxoids (Td) booster vaccine
every 10 years thereafter.

For pneumonia vaccination, the ACIP recommends the 13-valent pneumococcal
conjugate vaccine (Prevnar 13) at 65 years of age and the 23-valent pneumococcal
polysaccharide vaccine (Pneumovax 23) one year later.

The ACIP recommends two doses of recombinant herpes zoster vaccine (Shingrix)
administered two to six months apart forimmunocompetent adults 50 years or older






Definition:

0 Dementiais a general ferm for decline in the mental
ability sever enough to interfere with daily life activity.

0 The first symptom are recognized by other family
embers rather than the patient himself.



Causes of Dementia:

0 There are more than 70 causes of dementia

eimer Dementia ( AD )

. Yascular Dementia ( VaD )

. IMixed AD & VaD

Dementia Lewy Body ( DLB )
S\\Frontotemporal Dementia ( FTID )
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DELIRIUM &




Definition :

0 An acute mental disturbance characterized by
confused thinking and distributed afttention usually
agcompanied by disorders in speech and
allucinations.




1.

3.

Types of Delirium :

Hyperactive delirium : probably it is the most
easily reorganized type it may include (
regstlessness, agitation, hallucination & refusal 1o
cooperate )

. Hypoactive delirium : Inactivity or reduce in

motor activity.

Mixed delirium : this type will include both
hyperactive & hypoactive symptom’s.



*

*
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10) Insomnia

Difficulty in inifiating or maintaining sleep
NOT excessive daytime sleepiness

4

Usually due to a primary sleep disorder (sleep
apneq, narcolepsy, periodic limb movement
disorder)

Most commonly due 1o

L 2

L 4

4

L 4

Psychiatric illness
Pyschophysiologic problems
Drug or Alcohol Dependence
Restless Leg Syndrome



Treatment for Insomnia

Alter the environment to make it less disturbing at night . .

minimize night time lighting, sounds and procedures
(labs and vitals) and make the bed comfortable (the
fewer restraints the better).

Make sure the patient is active (not napping) during the
day with physical therapy, family, and volunteers to help
keep the patient company.

Evaluate the medications and make sure the patient’s
pain is well controlled.

Warm milk/teq, relaxing music/white sound, and
massages can be helpful.

Safer medications for the geriatric population include
low dose Trazodone or Mirtazapine.




11 ) URINARY INCONTINENCE

0 Urinary incontinence is a common condition impacting 70% of long-term nursing
home residents, and 24% of community-dwelling older adults experience
incontinence that is rated as moderate to very severe.

though the incidence increases with age, urinary incontinence is abnormal at
any age and significantly affects quality of life.

0 Incontinence is often unidentified because of embarrassment.

A two question screening tool is effective in identifying urinary incontinence: (1) In the

past year, have you ever lost your urine and gotten wete and (2) If so, have you lost
your urine on aft least six separate dayse

Positive responses to both questions should lead to a more in-depth assessment of
transient and established factors that are contributing to the incontinence.



Geriatric Syndromes




0 Geriatric syndromes include a number of conditions typical of, if not
specific to, aging, such as dementia, depression, delirium, incontinence,
vertigo, falls, spontaneous bone fractures, failure to thrive, and neglect

d abuse.

Geriatric syndromes are associated with reduced life expectancy.




Respect old age ; it is your future




-

"The past is
in your head.

The future is in
your hands.




