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HERHTS%, BETRELNEHRBRRE, CMESHER %
HOBQXILERAAFE VAT HNOEFALIZIN - L3545 Ram
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F ¥  £3F k2(University of British Columbia) B#% &

# 3% X 2(University of British Columbia) M F&) R B A2 X &
8,32 % 3% K 2 2 15r( UBC Hospital) & /& 5 # 48 2 ¢ (Vancouver General
Hospital, VGH) -

EEFAEERRAZEBENRITS, A FRREEHE
BGOSR BIERBRNELAREEZNRAIY, A0 A8
BALRS, 1ERE 304 B 6745 & Hospitalist, & RERBANBRE, &
1:

1) &M B (Acute Care):
a) &M % A% B ( Acute Care of Elderly, ACE);
b) I %4 M # 5% & ( Subacute Medical Unit, SAM),
c) &M M #5& & (Acute Medical Unit, AMU)
2) i 4% + 8 #A( Continuing Care)
a) % &3t £ % £ (Discharge Planning Unit, DPU)
b) Purdy 2 3 % % ( Purdy Nursing Home) : £ £ ¥ KL ERKE
c) Banfield # ¥ 2 % ( Banfield Nursing Home) : /&8 F #4482 %
K&

3) & Fo B 5 75 & (Palliative Care):
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BRI AANHEBReYBE -

RAREBBERI &S, E—F O hEETEERGHAN

BRBRREREBEN, I2HRRBFRMA LEAR
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RAFE EAEHIREERT S
(Short Term Assessment and Treatment Center, STAT center)

16 #¥343% Martha Donnelly & F & B 234 E £ A X 23R,
W20 % AT A T £ A4 434574 % 7 (STAT center ,Short Term
Assessment and Treatment Center), & B F% & RERIR, &£ ARG
RIaEiEHBZR -

BREBREHERFEHARMRERZEES, £4 S B6H, F
HEMBFEEA 2 REGE, B8 HAE 300 (4 &% 6500 ),
BRBREHRARKRBEGHHE, GERKAERR, BERNTSH
BABT, FRABS, FEBGREAGBRAZEN AABNHYA
REBGRE, A ROZLREGEFEMRAFTEZZM
PRE, MAARERBR, REF - RBGRLEHAIMMEALE
Bk EERRTRVEBORARE, ZHARNBHRLER,
T RAEMRAER, HHRAEEABHERHBENLTH5EE,
BLRBRELEANGBEFER, FHEBATHNEE, BARAR
ARERMELYR, AR WERGIEAAGRAER, TURD
FUORBRAEBRABERBES VA EHFAE!

HANHRELR, 865 KRR L, FHERGEEEF LR

MR ETE2EANRG I ARBLLE, ThEA - ZAZEE -
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AL HERE RRELHEN, EAFENTHEAEBRRERE - &
£%, 8 2 BEETHEE A EWiEAITP5(Pre-assessment) ,
EREHHIBHAEAALTBEOMERETRAE—F S BNR
B, b~ BAEERAEREE, FELHEGRELERR, REL
BLfh A 36T - ISR  BAEIGRG - BRG -ATAZ BA
M ET ~ FAIF/EEF (neuro- psychologist), T % BEF &1, —R T4
A cEALETHE, RTHAKGHEGSE2), SEGREI TR
—FHERAMRBETRRACEHGKRE, SAGERBEER &£
BB HPERER, BAELRT TIFEE AGEH /1 (mobility) -
BHE RIEZENETHARE EMEAEAES A, UBEE
AR 3L BB Y Bk AR Z A8 %#uﬂ%&éﬁﬁé*$ ®—
FPRERVPAEENER S0BFEEME - RER A%
(Inter- discipline meeting) , A7 4 & B —Fl3#RE R, Sk AFRB RS
Bz EREREEZA, BEAALBCEENYBRAZTREE,
AR BRPMBEEHSR, TUEHEAREATRRER, AR
BeHRE - ZALBMAEEHE, €AXBEHE, LFARHR,
CLRFR, THA— B B%E, BREREFRHBREANRTE, T&
HeTRUBERE—FKRE, BRTHEKRE, AL HEHEG

ZHERTEY - BREIREFAERSIHARE, FLBHAARL: HE
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BRE - ERGERLAG -WERFRSAFPELEBR AL
S B R4 (part-time), Hleo B AGEALHFE =R, REBHBEE A4E
B E B RN, AMBAESRTGTORRRME 15 BAS, $414
e RARSEZIN ey, EHBEFLRR, A —ERFHEF AR
B EBERS WL, T OGRS M L3, RET R ARBKAS
TURBERE, CHFTURS —LMBF V£ LERABEEREE
WL ARETTRE TG M, FHATHRE, TAR AR
3 7 FRRRFR o

BERERARKEREEALS, CLaiEEEElRE,
oo RBE CHBEE, AEMERE, —RFEREBYHBHRALBE
BAAAEERCERRSEREXE -

BRI ARLREZERST, FHHEERRICRE, EKEH
Bj{a Y e B RR G RERIFRG BEGLEBE, EASFHYRGH
SEBBREGEHE, ERAALUBRELSE BREESR, % -

WP FCRETEAGHRA ~ Y HBEH (fail) £ A

Z 5 HEWRMABRBHKEKEF L TE4(reversible) Bl F, w3k £ A
BIZTH;, REXSCHEYGER, BHEAZBILN, MEEELSY
ZA, B ET RS

EAGYMIELER, AHEREREIHNAE, BEZANTY
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ABRFIH, Bit, E—BROER—RERRE - TEFREFTEE
#%: Time up and go test, Berg test %, A 3P Em AN EEH ~ T4
71 BRBESEAE, WEABRRFTZEE, 03 BAWEE
( BE-BITEF) ~MAGIKR -~ FHERISE " HIRE -

EAHBAEESLE R, UAEANERBELLHEEHE, B ¥ 5E
MEAZREBERFPHRRRLAR, AIEL2H TR AEE %S, X
Y EAMBRAE - BAEAGTRE, TREREET T, BEFHT
RERBAESFRATH "RE-MEE,, ERBARK £ EF
ME, A, RETRIIRKENEERE, WUSBE, FEAAAFLA
Pl Emme, EERGTE, FAEXEG THEMARMAE -

EA BRI, TERTREALTHEERRAAL, £
ABRTENRR  ZEERRFZSENHIIER RRRFTAE
NETEH=ZRE, TRERABREXEHEZIARAL - £EREK 0
RELF, MBEREEARR, BAFR, TUREREL -EH &5
BREMEBT LSRR, CBIRTEAZZHH, TRUEAGE
FHARFEGHHEE SAAM, EAGELRTG, REBKRRERAL T
BB &, & F Pre-albumin &, TR T, A —FRHZEE o

ERARRE, TE2ATHRAAREXBEAXATHE, A RA

BB ZRF o
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EXFE SMEARKE(Acute Care Unit of Elderly, ACE),

3
B &M £ A & (Subacute Medical Care of Elderly, SAM)

TSHRALEZEAERE, RBAFREERAN, RHEEM4E
A B s B # %/ 4 ( Clinical Teaching Unit, CTU), B R# %/
ARBELEFHELIESLEBBEIREA, AHEARENAHA
HUBAREEBTBE, ERARBERBEHE, KB BEHNH
BB, EMEEANRERY - BHEARE R AF R0
RERBRHEEEM, RARAFRBERE, EAEZREARE,
HEABG NEGOHID GG WAL HN T AR T RF St
BobmA, XL, RRAREEMEARE, H65E, LEHK
HERE, CABEHELRT  BELRS HIABBBEKSE
R RAT, BRBEGELAEREIE BB ESHHLEZAGLE
ZRE, TARAELAKRES -2 EFEE— S XAHRBEAS,

T RBEeEARE /A -

)

EAREHEL, B aEHRERE, UEEME, xmEL
(Registered nurse) s LA % ~ Tt BH R — ey EE IHE ppEH L
Al — ey Tk, Ltk RA A%, &8 — B 7
BBk EAR, 4o BEKE - B RERAE, EERA B

B, TUR—B TR - EARGHEL, BLAWMEAT AAMEKRZ
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345, 4v:9% Z( Delirium) #, daf’:‘zibﬂkﬁé-’#?ﬁ'%l’aﬁ]%‘ # 3% (agitation)
BEB, FEUTABHAMFTHLR, UARBBREBHIIEK
B, CELEREAERREZTHR, v K5E  AKES -
EAREHNBARR, LEHELEEN, AUANMEZKRHR
H UNHRXFRERZHEGALAINE —RRBER TReUHNER

# AF R AKEFFF -
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#-+% ¥ B3tE% & Discharge Planning Unit, DPU)

B ERE—£F 42 K AHXNIHEA, EBTEHARD
BHHY, MEGEEREZ R, TANHERHERE, —FTB%
HARAL, — T EBELERELR, WRERA RIERG, SR B6GH—
BIERR, FxeBHEED, LB RANONERETR, &
EEBATREHEFIL - BELEREWELBG - WAL
B~ T ABWRB B REHEGRIT, LA RGEHET - BB RBES
BRE -BEE MEEZFHBEEM -

HRRBERBEHBEANREL D, FRAABELALZHAES,
BmYBREIBZARA ERBELHZNE - ﬁﬁl\%#ﬁé«ﬁ/\%ﬁ
FINGAEE T, B AR S A RS HE LA FAEBA

BN R S -



EANFE 2 AR% ) @(Geriatric Consultation Service)

EABG I BEARNFZMEAFHE, 8 FLMR 0 A EAR

.

BBL - —BRAFEE - MBS LT ELRERETEH I
kR ERE c BERKARE T RE 0358 X (Delirium), 2kl
(Falls), h#ci&4b, & B 3% (second opinions) %, H ZAB &/ @&
ARG RED ~ RRAEIG R AT AR TUE BB RIEHE B A )
BEBMET-RARBERAGKALAZTRTLE -ABLBE
MEE, faYCERTHERFE 12 R), AR BELABLR
SHAAHLE -

ZABEG ARG, RETOREARBBEY XE, BREA
LBEHEGFHEAEZRE -

EABEHIEAE, 3 mAHE( ﬁﬁ% ¥R &% 5
R) “BERE RERE ERAZAHEKE(EHE: ADL B
IADL) ~#@RE(REM %, HEKREE) - % 4837 15(Mental status

examination) ~ 246 E TREKRE - TFHEBY -
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EhE  HikE AFAE IS (Rapid assess unit)

RESERAEA BEABATENMNA, 85XUTRE, 5
FERRELAR, LAABLEBREBRREERRAHIIY, TES

EAHENEHERREAFGIY, FERIBLRTEHED
Fe-RAmEAZROLEHAEGENEREMEK, £ THRMS,
BHARHEDEBRGEA ASORMBAERLE —&E, ERAERR
RBARE, TUAKABHHBA

e A EBEREREARBEBA£EX S, £ £%8% X(Delirium)
HERAGEHR EEVERARBORTE S¥REEEENS
HHAMAELHE S EMEATATURALELE £6%8, BAZ
LHBBRTRAALPILERT, ARFETREATH, CASHR

K Frhadk e
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%+% #AERE T v (Community Health Center, CHC)

W B EAAM — %k, ZREMSHA, EIEASTER T
HRBAIIGHLE B, FEARHA - FVE LBR - REA% -
PRAFRDEY, MAARBIHES, BEFBATA - 245 %
Fley R, RTRANBEANS, KB BABL—RED, i
Ef ~ BHEF - AT AE ~ {8 EFER( case manager) %, A FREH
DMZIEERGE, ERERORZRE, REAREZRE, I
MYNZERZEE, FRREA, EE2HAETHEZIIHE, O
ETURYE - MEE—SFRBOEE, DRAAE THRE S,
TRBNEBTENBURERD B ETEY, 2528464
W, TURENEALRFRERTC - B, FOLLEOHE TR,

RU‘ZARTBEHAKREBTASE, TRRE S ARG -
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#+—% BEMK#E# ) &(Community Mental Health Team)
EEBEMGABALTERTER, CHEAARTERRE
ABHERGEBER T, RELEL P18 - 4RE - EHT
¥, POXERMIANE, KRB OESH - 4265 BT
B E, CRESHEREFZHRERRERHRE 65 E
ABHERETSCERIG—GA, RARNTHARTERG S
E, ZABHHABRGABOTRRBE, RELE - Ry ~ E#
BNZREE, BN TRREAKHEBSE - EITFEREGHE T
W FLECEABHEHP O FEAREFN(TYHERRRY

B ARAHBALRERLE), TRA—AHEAL-
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F+t=—% Hwn
£ O B & ¥ - (Wound care nurses)

HBUBBELRORLEZBRELET LR GORM, — L4
FAFA —MEFNHA, TERLBLEORBEZBE, FRK
BOBEARRBGEH LR EFG OGRS, ER—BARELENHR
B, ARTEGRFEZEEZANBRY, RAXEL TB 25 % 8 BA,
BREBERETHTEBY EREHEFEELIREORLY, ABRAKZRR
HLEEAM, FEETUZHIETOA, L TURMEHFT —LH#E

ABHAL, EHE3IA -

ZFH

RS, REF w6, RARTALESET 12 /84
FHBARANZAENFE, RARAL S ASHHMHEE, 24—
HHEANRR, wRABAMA,EEHERTREANRCSES, v
FRAOBRERNRRLAE, v EHERERSATE, 5
AFHMARESBRAFRAUEGRBR, CREHNEERAL
¥4 F o9 R di(suffering) o (ER— B ERARDHEEY, BIERR
BBEAS, RMBCHAZEREG, FEEGHEL, £TULD
BImAR — R EFHN, AROFILHT WA E, FIFARE £33,

ABLELIARR, MMUAREBEAGHRAT -
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Ft+=% ~#

L AMEMBECH Mo K2 b8 5 M a2 —)

2. EARBEYAEHARMEHE, ARBEUERARE 4L E
BOREAE ANEARBEERNERBHMOMIL SRES
Py, BARZEBRATHNRE, FEERALHBEZE
1%, AIRERBREMMYE, HRTF, FHNEREAZRE,
FREXBRAEEANMARERS, HABK EELELAH TR,
EFTH - REREABERZ, LEXBRY, HEE L+
B, BT AAREM, HHENTHOHBRR LRI,

3. ZAAZHRE, BRERERA ML, FERHLY - £
T, ~ROBABBLEwiL, AXEANEERS OER, XD
RERGPARE - 1T8HAE - FEE)REANEA, KBV H
FRBRERE, RRASMYIGENEE - MBEREFLI
BEASONERE, RIEFHERRGHE I, RAsU L
BRRAY, CEARZIMHEFREEEA, B LB K4,
—ARREARLHRR, REFHRE SO RELARE, 12
RREHE S, REBSFRIFHBABAE, FiLRHEHY
MEARBRT  BRIE BRI BHE4  REKE, £

BELCUFHGHET -
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4 BRATRAARANZEBRSMAON G FLRAELA EEFAT
TRMERBIER  AL#HBD - R RFLHE - mEmHLE
REZHFTEARBEBART LLHRRT, EFEXTERHE
BRHELE, FPRAAMAII T BRARRRIAALY, CEBRAA
BEENIBEEARTARNGHERRATRFINSELARA,

B A NE A #HBI(subsidy) Z H B E R BB BEARZEEE -
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twE RHK

. ZARERAZBARFA, ERBEMA, FIFELFEMEX
B, EAZERBH/HG B, 222 ZNARFERS, L&
Z2HIH, REAR- - Z+FHEARA, ARRLRR
¥ FRIBAAABRR, BRREHBHEAEABA, FE&Y
ZABANA, RENEARRFZERALH)EHERFAHZN
FREZEARRRIAT EBLUBRAZE, LAZHMAE
& o

2. RAEABRERRM, RANTER, £ REMELE: B
BB -HAEE  RRAH AHETH BRH BHLAE -
24 B2 BHES2T  RYUBREN e HEGLAT LR
Baeg BEGLAE  BRGLE SHEHGLAETE - LRAR

5 - ASREE2F)RUBEEMAE  BHIBEHEZ

\Y

AR RMBEENELT LB LAN, RALHE -

3. 25 EHEGSFHBRAREFE, ARBERHRERE
B2H2THELFE2EMIR, MEBRGEABEH
L REIARR, HAHINRZIGH -

4. ARABAERREABBRBEZLE, RiIFEGHETR

Bhig i BB otk FBFITHELRAMEREEAR
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Z58 MEBREBEIRYBER], TEBLEFH -

5. A ZRAMBEREARGESR, MMEARTZSS AT
ABRERMAZABEZY -

6. HNEYBBEYEAZRBERWASK, UENEEZ - FBR
BB RBE LR —ET/THHHEK -

7. HABEFHEARE R R TR A REE -

8. UHHEGAF Z2MEFEHRBLARAN, %0
(single point of entry) 2 B EEHGHELBRMMTZIAF, o
METRASEEERRIGE, LAERBIRATE -

9. HEZAZERHR EXZLWAE R4 b4 TLERK
HAEMATRAR, ERMREIRATE -

100. AR ¥ M%AR, HRBRTIRTE -

ILEZEmBRAEMAR, BHIIR —E&RARR ERXR
BREE, IBBEMBRZER, FR4—HBEETEGE
A e

RgFEAREZHR, BEEBRBREKE FERASHLBAR
HMRER - BREMOMTRBERRLEY, RRAEFLSRZ
XAH, AREZFILEL FIFEREREBAREIHZ

SEN, BFPRREBGASHBRIEH M REHEBH
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ALZHEN, ERNTOIGAARS, £ BREAXEALE

ik, AIFHRBLE, BILBAARYE - 2REFRHRE S,

A

+

R —RBEATHA BAZEAS L BBEANGBER,

o

AR—BHRIFEHHFET - NBHE, THALZARZMEY -

3. RFGHE, FHELBE2EREEAFX, AATAD -
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AXBEEHEELFELE T TN 200247:6-14,

UAEASERGEAREBE:

mMERBEBZRERRR

&% - REB4 - Martha Donnelly *

EREBRREESI

¥ mEAREFREREBRZIVLELABRZ LN

ZARMBEREZAHRAEAEMERLARBE AR ARMMAENS
---Takako Sodei

R BELALTARARHGBERETY  ARRREIHURBEZHEMHRBE
--Ethel L. Mitty
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RHBHEALE—BiAKiER: ) RE#ELAECERS - EHRYE
HHORE DREZEH IEEHGRTRRE  DASHELAR
MR RIS AR M LT E B K AT
o 5 (ADL, activities of daily living) /& = Bt B ¥ 4 F s s (IADL,

instrumental activities of daily living) &5 &5 2, &3 FE 4t °

BA L2 BB 0Fh TR A 2B - A1 B
(residential care), % Hawes[l] #4 2% » AfAREE o —ER
REMT BEASEIALGERENGOEA ERETAMRD
A FHREAHY > ARE A THEERE  BERERE
REAREHREIRE - BARMAORERERA KRHERY
BAEMA— AT ACHARBASSERL Y AEEIFER
BABRE % - BEZ R 24 I FH B EAEARE S TR
HERERBZFREYBAREELBLE LA MELE  BAELHE

EEBHE  LRUBSNIFTENERRER2] -

RIS B st AHEBT KAOF 5% 2 8% a4 AT ERA#K
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HBE > LT 3% 5% REE AN BEBE 0 2%E S%EEHE
B ROBE 2] BARSEFAB/IEARERE > AL G

BRESFAENELOEROAABREROBAEFAL -

REABE O T 2 M B 45 0 LBE 255 Afrail elderly)
$FEERER S TALHPR MERBHRHARPBEL L - X
BAHBRE AFTLE RERD RAGEMRRAEZHEE KM
L ERATE S HAEKRE - REIGER  HT RABAGERNE -
MUBEREFGILY R AGBRRBIEEBARELES R
BUABALEARGODRALHIE FEIGRRBEEELRARE
FORREZRB GRERBEALAT T  KRABE LS LARTF
EREBENEEN - TREAKRAEHBEAS ST -BLEEEFAER
T hHEAy o BABRIE  REALARE - RERZAT
KEHFREHR TR - LF FRAARE K R(outcome) RAFLE °
EHORYBBETHLEEA BAEA B - FE14F RE

HEE - EIEUFLS LR ERT HBE—HREAHEE(3] -
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mERRMBALAAHTZEH

mEAEEATELEATZ 12.8% (1998) » £EF A H » 3T
2] 2011 4 > #54£ 1998 489 360 % > %42 500 ¥ > £2FLHAD
— BB EE T MARB 80 RYEEA  HHEw 19.3% LF¥=
Sz =R Ao tk[4]- 2] 2041 £ %A 160 & 85 A ey A & 1995

##ymsE(5] -

A HEAERANRE  BF 7% EBAENB#E P > MEEL
EEEEEMEE > 58S RULEAZ 40%[4] EARSELTER
BAFE ARAASGRRING—EFHE RAFERIEBEHERE

REBEFAE -

MmEABREBEAAZEERBITHRIFEE & F » SRR
BESETLE - EEHLARRZT A1 BRIVBFHERS EHRAE
PAERBAY  EHBEAREEBEAASRBREERE B8 M ATH
BAMER B B BEAKALBBIEE A EMEALFACH
pe B R ARBZRY BRAEZULEARARG B A BRERAME

fE% L - BAREBERFAFENALF R BRI THAREER
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BEALBLEANKBTZRIFTA(4] - mAELEBCETREE
Fo RBRIFNEANREY  UWE HAHGEATERFY - R4E
AR FEEHHE  AEBRKETUR L ~ LB ZRK H T MR
WP HERBEVILEYARNBEBRALE 10% AR
BHERTUGLREEY RERBHEA EFLEHRABRAKE
RiaH - FEREAENRBFHERE S A& > B EABRRPC,
Personal care) ~ ¥ & 8848 — & (IC-1, Intermediate care 1) ~ ¥ & B —
&~ ¥ EBARZ SRR BAEC, Extended care) - B AT4H 15%4E
EMBTEA AT TUL TREKHYBERK(6] -
UHEARABOBERESEEAREAIHER  THE
AEFHRER Btk - FLANE - LHRBARS - 2F > &R
VHBBEETRIEZEE ERNEARNRRELASL BT
BEANRK LEERBFIETROEARES  LAFHHERAER

FENE - YR
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MEREHEGRBERBAZLR

BAMEARLFLENENEABEARIIULEALR - HELS

¥ .0 ¢ B8 3 48 K ( client-centered model) [4,7] - AR X 2B &AL ©

. B BA L5 e F4F (Care is the responsibility of the
whole society): ZARBLERZ LR FTEMDT > MATETER
HEE BHEHTRERBEANETRNERA > i E&H
(transportation) ~ & T [& B # 4 ~ i £ 2| 3t £ (meal programs)
R Z % B FR# (homemaker services)% sl 4# £ A& THE
YTERTAEFE -

2. ¥##1t( Deinstitutionalization): T A BWHBIEAEEFAE
R, 435 b Ab( aging in place)dy A - BRLHF EH & X &
EANB/IRBVER XS -

3. & ¥ #1b(Decentralization): ¥ FEH L REFABF ZHEFEZ M
% #3E A(case managen)® #Bf - E—FUOMHER  FTHEBR
BRALE MR P RIFORE - SEARFEELA BRETARE
BEEEAMLBNHEE -

4. (25 ~ '~ REEBRES UA M e F X RABRFs (Health,
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social, and housing policies are integrated so that care can be

provided in a comprehensive way): B EEFHEA L EXHLETR
#( in home support services) ~ BAEARF - 52k X F R R BB R
BERRAS - H B HF B P o ey 88 # X ( client-centered model) » %
ARFEEBAXELRAE D HEF IAREHGRTH -
DREE  HREL - YE ISR RBACIERT B FIRBAL
FEAFAUAERYE S K 4 B A (System of home doctors,

visiting nurses, physiotherapists, occupational therapists has made

it possible to be assured of receiving long-term care at home.) #
ERRFCAGLNELES  WIREME > ZHITEHA
B o Rafod® . ZHREFEEG 2F52E—F
Fhe HERTEAVRL RAEEZIHEHEERIIFER
AR REBA X FEE—F £ AR 2 M5 (Geratric
Comprehensive Assessment, GCS)# » T & P O HE FE B &h4E
REGR REFRZARFILXAMBREREL  THNER
# A %3 #83716 B o4 # F o (Short Term Assessment and Treatment
Center, STAT center) > & A} % &5 &, AP #1 % 65 B 2 B Nk
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MEREFEARMERBREAR

BATMEAXSHELENENEARELALR D EFAREZARIT
(Minister of Health)#4 & ¥ #8 3 % 2 (Continuing Care Division)#f #

& R RF 8.45(5,6,8,9]:

. #EBEREERYE: RUEEH - BHREFBERBE -

2. HEHERRY: REFERER MR ERGREUGERZHH -
FEHAEGER BAEECRATRUESB ISR BRAKLYEH
WEE  LAREREBRLWE B A BE(falls)@sre
Ao

3. AR Fr(homemaker): 12448 ABAELEMRBE( o HEE)>
RREREHRE o THF  B9BHE) EEABREF - ALAGR
BREBACANERLE  BUBREEHMBBEATELAER
ﬁg °

4. BAERABRBERBEERGRE 4T E B R B AERBERF -

5. BREEH TS REMEE - AR RKH G5

6. 316 R 6% P (STAT Center): #HXHE N RE B FHEE R4 E

MRZFERER MBASWSE RIGREGH BEARERE
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WL IEFER - MAESRE B RE FHTAHARE  TAMKNE
HEBEWR THREBEEYEE -

7. % LA REBELHENKLGBRET  TUXER - BHEH
oo R AE I RABER B

8. MMRE: RUKBANSEZERE T 2U I F—RBANE

ﬁﬁ-o
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mERKPRELAKARR
mERGENBELIGHETHE AR LA EARERA
4 4t B AR B 3 — t( universality) « 7T i # (accessibility) ~ B 2
(comprehensiveness) - 7 #§ % % (portability) + 2 3 & 2 4 (public
administration)[10] - 2 R ¥ FA G H B2 ey kSR £2 &+
E—EH RAREBALAEZMBESRA RALERVPEIEIRETES
YO RAEAEEMEABAENLE BRMAZIEFTARCHLER
BARERHEHBE FHALTRERE LS  BAZME A
RE o A ‘RBEERBA (ALC, alternative care level) & A4S
do FAREZZARRH  ARELHEAS TREZRHK; &
RyEBEg BREMNBBRAENRA ALEZEZZECURBAIR
REBEBRA ERAEFEHEAER X - EXFARX KM LE
EFRT—F@ARBRARE—BRAIR 5 —F @ XiTERE ZRE
BEE MEEBRBEXAFRZERE  F4RALFTIRTHA, &
HRBERAAEE - Bk P UBEAHARYEZARBELEELE i

g

Bk RR&GER  BEE:

1. 2B FRFEELIRTRMZEE FEFAR -
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2. THREZEZ R ABEERBAE NEAR RABRERALRR
¥ UBATEZARABRRELAFTUAEEE RG> E2H
i b4 HBAMR -

3. A ARMBEERY EXEAFEREEERBNFERTE
%o BB EERBEERE TRESEVHEEAN -

4. ¥ K 4R AT & 4 B 41 (Discharge plan unit, DPU)#sh4E: £F A2
1R BERNGDPUEM B X EHBFCRECATELRY
FA REGBEHBBFELERAGRA At BEEHER
HMBARYS > ANBRGHEELEEZXFZ—H% HEETHE &
AES e - MELREG  BALAN  BAGE -

5. BERERAREMNERRBERR UREHEAAHGBEALE -

6. BRERBEL FTBEMEERRBEAL - ROFRUZSF

HEREZRBALNERBATHRE 40% L0 ERREA  HiE

BRBEXLRE
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LBEMERBEAKZIFT R

LB A EALE S 85% (2000 4£)[11]: 44 188 £ A 65
RUEERRERHELH 0.1%(11] A3t4A 17T ELEAFTERMR

EEE gt RIBETFTAABEILFTAHTE  KREHMN
FLELERLFEINABBELIRZEGERR B EALRHFE
HMIEB BT B

REZOHERME REBERGETAE @ d RBHRT
LR BAGE ¥ ABF - KM daNAREAGHTRER
HRBEREH  BHHEIHRRAEHRSZ > LLEBBEEETE
HEB O ATE  REEIR 2000 FH 43t 0 58% HIEARALE
1 RERBEMEELEE 174% BEHFH 16% B RAE+EE 10 547 >
ST 27%R 25%[11] - BAKAEHHKFTEEG Sy @ TUE
RAHFREBRSEEFXEAWGLAENHE ZERBRE[LL] - B
o TURAERGRR ATFLELEGEATERS  ZARZHHEHT
RER REEAMGARTLAL  RAERBECLSHLEER
EHE FTaFT4HEF ERARARARABREFLERS AARES
AL EEFERPRBBAEAN MG TRFBAEE  JBFARE

% B b iSaT RARE A EMBE LB A R Bt AAME
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B — R TEMBFRATREESABAEANAE  EXR
HEME  F—EERBRE AR wRRBOHERENAE > 2
REKEEIBEEBENEE BHRERFPFL BFRBFREALR

M ABE TRARATFLHAS  ZHABBAUFTKTE 4%
B2 84 3k F X, B fA(informal home care) H R £ % EF RIMLALERSE
BRI ECHERA UEA ARG EXERBMA (formal home
care)ss A E BRI -

R FLEFEXEFEREBARTREA NEHZEBESE
XofERbREENITERERARL—RRE B RE  AHBIMNE
BIRBBERBEEANIRE EFEFERENTE BRI A
FEEAM1/281/3 BHASHRERR  REAHF/RY £
B EE 2z REAMER—F M EEBEARTHEFEAR
#b#1b(aging in place)g ik » X TRAZEEHERYE > CEZEF
TRAGER-

HFBAEX(forma) R RBREBRASRNERBE kAR A H
FRAANRMARERAAHER AHRBRERARERFELTZ KM
BEBE ARHEEREZANBENORARTEERY ' BHRIFE
R FEEHZTRERBE  RZAMERAABEXBENEREE 2

2HEFBBET RELFBE EOVUABREARATERET
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BB ERE  ABRUBERALZIAIEZIHRAME BELAS

LESAMYREE - FELREAR[123

Lo mEgls RMBERASAREYL: RYBAEMHAL &
BHKASHGMR BT RE - BB HFAMETF
A - BATRBRRABERE S HUNFEAITHARBEREL &
SR EFM T EHBERA SRR - ERAGETA AR
ERRE - BASHH BASERELEARERLTRENSNE
ABEFZEFRfofis s BRARSEER  FEL2RATRELR

B NBEHMRBERTHEARBEHREFRX -

(S

HEEAHHERABES AN LI REIHE  RHARHE
BH-RAOHORE  HFAEAREANCHEAGRETEAN -
BELEANHABREAN  LEZHERZBIHABAANE
R FEARTEHBINEAL -

3. RUIBAGRHZHEAIMBERR: BATRBRBESETE
MR U EXBEAREASE > 2REBFREHHEANIE
HRAREERBEZ R ARBEHLH  HERASEHBE
ZRA R ZUBBEANL AEXEORBERAGHH L - RAERHR
WORHHHE - HRRE - AR R R FE - B

pE M 2 38 8 o
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M RMBENHR

BAREUEARPBERSBRIFEAGUREAEM
&9 83 # &,( informal family-based care) » 2 B AT 4L B A1 #8242 E &,
HMERBHE KBEHARMRBREN-FHE 4B RHBHUEL
% THEEEEG ) R TaiEi, ARNES R TERRER
BEAE  HREABBEASH  ARIERA [12,13]:
. BAEOMRFER MR HRBRE TE-Fo  4E &1Lk
pRETE TR BIBEEEESH
2. L ERMAANBEIE;
DHEENI BRI ARAGHAETZ LA EEERRIHES
&> afitEFgAMSTEL
) HERMREETFL R AL FRHYRBEERTER; £
Brasr S EEABRRMRETZ R 8 NREAS Ho L
BAEHA L
3) 8% B RBHEMBE K
HE2F TREZBARBRAENMZBHRBE - ERRBHE -
B B BRAR & X AR ZRTS - RERBTAEKE EBERRAE

NMBRERXZLBARME - HESRaRERMEY TBER
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I BE o B BT R R ZIRA -
3. AEHEBILRERE
1) #8414 itk A B AR ©
2) HELEE (B T) LBRMEL THEARL -
3) kB BEERRS BT~ REUANPL ZAEERE - THFHZ
HE AR SRR ZRE -

4. M EMBEANRI: kAR EEHER AR HERH
BEABREEAA T aBH  #2 - f2 -HTAR
REEGE LRI KERFBERIRETERE -

5. B EMBEBKL TR > HLBRBERRZXERME

6. mBRARMBEHFTATSE -

T BEEMBEMBHE  ARTEFE > w5L%F -
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EHEEHBRBARNL

W

CHEEXMUREABEMABEF X | UEBRE - F4 - BFRE

BE o

BFARNEEREBB FETRAAERZBEAGEXR, LEE
ShERR B RRE, BEERLEBEEZRF -
HMEHBETE-Fo A AL T REBEEETR PO
BIXBEFTESH -

MAERMRERPABERYE - HAMABZTHALE  BHHE X
HEEBEGER -

HEEREERY  RERRLH 1995 £ T BE 1997 £ 12 8 &
FREFREBGFREERAH 28% 1997 FRZIRH AR A 4818
A HEE 2000 FeyREE 60% 0 BAERBFAREE 18480 A
[12] - #3EiE L » LABERLE SHARE ° A £ B R

EAHRAEGRHARE -

HEERERRS, A CARMEZIERTRE  UEK - B EA TR

B~ SEBERSEAE 2 KUK AF B E[14] -
EAXREEE PO REBE - AR G55

ZAREAEHM, FHTELBAL T ZHAE
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9. ¥y R HWEAYWMAATZMME F 199 £541F 0 314 101
% 0 4500 &

10.7% &R A% 5+ X - HXA8 1000 T
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ERRABHEORR

LEGERBE BN RERZIHS FER C BEREEK AR
HEL BELHEET  4BOUHPAZILEE > 2LBRBHLRIRNBER
(12] ) BB RUERER  FFHAE—F B4 E, AGEE

byt & o

Hit, AROER, BEE:

1. B4 BHARSRARL EFE -G oHE BIEETEA

2. MEXEALBRINBRAEAR  BREZFTEAPIITER
BARG  HAMBEECEABRSLHERG - R - BAERN
HATHE UL RNABEBRBAEREERHS

3. RANALMIRAE K AEEGH - BEEFACTERATAR RH
+EIKMPBE) LT AR~ EL - WIEIERE - BAELRAHR
PRGBENEART - BREAFBRER T #FE2 XK

4. sEiME R R 4E A B B B3-S R4 & P~ (Short Term Assessment
and Treatment Center, STAT center): A $HBEEEHE/N » U A
- FIRERE

5. RAERMBEBRB ST HAPIRIEZ TR EZ LB~ BEH -

48



BELERRER - BARRBABEEE, 5 HBNFERE AR
RoRFm THRLRAAEHREL EXANGT AR CERREL
HBEZLRE L THREARE ZREZ LG
CBAINEFERBGR AR R B AL ARBBABR LS -

. BB F AR A (homemake) B & 4> AT ESR -

. RESOEARNBERERE -
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£ xS

HREMLE . BRMNREIAEROTEAHEANBE 7T
BEZARXRAETRA  LERSBHEAEI R ELHEL  2F
FLBLEZEER LHHEEHSHEAERS ANH/A KB
FEARF > MEEFECATHHES > REZTERLEMGHHE EX
HEABREQBERERZENERTRILR L2 B TURL
SOBRANEAEAAAALEHRBBRELATLE  RM&BY 2

A RERERBBREEE KR -

wH

AXFRAEAR  HHAHERBREZRER K - NANREL-B

\

B REZSHRBB IR SRS EBERKIE 245
EZ2ORRREFR - GUBHLATHBAR S ERER
RAR S 6 RERB RN I HERG B, 15 R FEA BS54
THTREEG BB P ERXEFHBRAEE > 53t a -
REBALZRXE  AWER - EBAASLAZHHABAB GBS
ERHERFELUEHRA LN EEIRZHE  REBERERE %S

BEF 00845 0 b3k
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R—. B RMEAATZREEHRZZ L (11,12,

% —

15,16]

1| H X mEX
A O 22,167,000 (2000) 30,286,000 (1998)
65 5 LA EA O this 1975 3.1% 8.6% (1976)
2000 8.5% 12.8% (1998)
BM I8 71.91 (1997) 76 (1996)
S R aEE 77.79  (1997) 81 (1996)
BARELE US$ 939 (1997) USS$ 2175 (1997)
18 & % H/GDP (%) 5.35% (1997) 9.2% (1997)
RN L BARIR L7 3.96%(1999) 0
65 & A LB AE#AE P 6] 0.9% *(1996) 7%
65 ZEUR L BEZEXETHRBL 0.275% * *(1997) 17%
#1000 A0 BEF# 1.19 ***  (1997) 2.1
B BRERERAK 837 (1997) 463
B+TEADELBRZ2EH 0.44

FERIT FRAECLE ALFRMBEBRERESHEER > BEBRERN

tets] & 1.95% -

o 1997 FEERBBBAR FF 65 RULEAATHE MG -
EREEETRAEE 2000 FHHERZBERBAES 65 AU LEAA

O s EmiFts A 0.98% o
R RO BRE, DEMERGERESARTERS
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(Genatrics Rotation

The geriatrics rotation in family practice is geared to helping the family physician resident learn
to effectively manage the frail elderly. This frail population suffers from multiple interacting
illnesses with associated social problems. They often require an interdisciplinary team approach,
both in assessment and treatment. It is imperative that family physicians learn to access
resources in the community to assist them in taking care of these patients. Specific site
objectives will be handed out at the beginning of geriatric rotations. However, all family
physicians need to demonstrate skills or understanding in the following areas in geriatrics:

1.

the doctor/patient relationship

a) interviewing skills with seniors and their families

b) caregiver stress

c) working in an interdisciplinary care team

d) consent and capacity

e) ethical issues involved in levels of intervention planing and advanced directives as

well as the right to be at risk and the use of restraints

the family physician is an effective clinician
a) the aging process

b) comprehensive geriatric assessment

c) geriatric giants (mobility, incontinence, cognitive impairment, medication use,
failure to thrive, depression)

d) health promotion with seniors

family medicine is community based

a) community resources

b) appropriate use of nursing home facilities and the role of the medical director
c) guidelines for when to and when to avoid hospital admission

the family physician is a resource to a defined practice population
a) patient, family and formal caregiver education
b) understanding geriatric health planning for a region

General References:

1.

2.

Sloan, J. “Protocols in Primary Care Geriatrics”. Springer-Verlag Publishing

Woerden, W. “Grief Counselling and Grief Therapy: A Handbook for the Mental Health
Practitioner”. Springer Publishing

“The American Psychiatric Press Textbook of Geriatric Neuropsychiatry”. Edited by
Coffey and Cummings. Published by the American Psychiatric Press, Inc.

UBCAdmin:Genatrics and Psychiatry Rotation
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Community Geriatric Selective for Medical
Students/Residents/Fellows*

Outline of Skill-set attained in this selective:

The medical student will become familiar with, and learn to administer and interpret a number of
assessment tools. All of these tools will be useful in the community practice of a Family
Physician caring for elderly patients:

1. As a screen for dementia:
o 3MS (modified Mini-Mental Status Exam)
o Reisberg Global Determination Scale (to stage dementia)
e the student will begin to leamn to distinguish the different types of dementia and learn
how this distinction will have impact on treatment
o the student will become familiar with the guidelines for assessing dementia set out in
the Canadian Consensus Conference on dementia.

2. As a screen for depression:
o CES-Depression Scale
e GDS (Geriatric Depression Scale)

3. As a screen for functional assessment:
e the student will learn the meaning of the terms ADL’s and IADL’s (Activities of
Daily Living and Instrumental Activities of Daily Living), and will learn how to
assess these with direct experience under the guidance of an OT and indirectly
through interviewing caregivers.
e the student will be introduced to two or three standard assessment scales utilized to
assess and monitor ADL’s and IADL’s.

4. Gait and balancéassessment:
¢ the team family physician and the physiotherapist will instruct the student in
techniques to assess gait and to correlate findings to etiology.
e the Berg Balance Scale and Timed Get-Up-And Go Test will be provided as
screening tools for assessing the risk of falling.
o Students will learn about assistive devices available to patients and indications for
use.

5. Incontinence:
e the student will learn how to assess a patient for incontinence, diagnose contributing
etiologies, and know indications for specialist referral.
e the student will become familiar with environmental, chemical and barrier techniques
of managing incontinence.
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6. Financial and Personal Competency:
e the student will be introduced to the parameters that comprise assessment for

financial and personal competency; and learn about the role of the Office of the
Public Trustee.

7. Management of Agitated and/or Aggressive Behaviour in the Demented Elderly (with or
without psychosis)
e the student will be introduced to tools for assessing behaviour problems in the
demented elderly; such as utilizing Behaviour Flow Sheets.

o the student will learn techniques of approaching potentially aggressive patients that
will facilitate assessment

e students will have an opportunity to develop skills to guide environmental
management as well as chemical management of aggression.

*complexity of knowledge base and understanding will vary according to level of trainee.

skillsetoutline
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Fellowship in Geriatrics (Health Care of the Elderly)
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The Fellow will demonstrate skills or understand:

L The Doctor/Patient Relationship is Central to Care of the Elderly in Family Medicine.

a,c 1. Communication Skills
a 2. Interviewing Skills
b,c 3. Principles of Client Cenued Care
b,c 4, Patient Advocacy
a,c 5. Caregiver Issues
a 1.51 Understanding Family Dynamics
a 152 Family Caregiver Support
a 1.5.3. Elder Abuse
a 1.5.4. sSupporting care staff
bec 6. Multidisciplinary Care Team
1. Roles
2. Collaboration
3. Team Communication
7. Legal Issues
a 1.7.1 Competency Assessment
a 1.7.2 Guardianship Legislation
a 1.7.3 Testamentary Capacity
a 1.7.4 Informed Consent
c 8. Specific Ethics Issues

1.8.1 An Ethical Framework for Decision Making
1.8.2 Confidentiality
1.8.3 Advanced Directives
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1.84
1.8.5
1.8.6
1.8.7.

Levels of Intervention
Living at Risk
Euthanasia

Restraints

I The Family Physician is an Effective Clinician
The Aging Process - Biopsychosocial Functional
Comprehensive Geriatric Assessment

c 2.1.
b,c 2.2.
a
c
b 3.1.
b 3.2.
a 3.3.
a
a
b 34.
b 3.5.

221
2.2.2
223
224
225
22.6
227
228
229
2.2.10
2.2.11

3.0 Geriatric Giants

The History

The Physical Examination

Mental Status Examination

Mobility Evaluation

Functional Assessment

Collateral History

Standardized Assessment Tools: Choice & Use
Problem List and Evaluation of Remediability
Negotiation of Treatment Plan with Patient and Family
Intervention and Problem Management

Careful Choice of Investigations

Mobility Failure and Falling
Incontinence
Cognitive Impairment

331
332

Delirium
Dementia and Associated Neuro Behavioral Syndromes

Medication and the Elderly

3.4.1.
3.4.2.
3.4.3.
3.44.
3.4.5.

Compliance
Effective Prescribing
s Stopping Medication
Polypharmacy
Iatrogenesis

Failure to Thrive

351
352

Differential Diagnosis
ADLs and Evaluation

a 4.0 Specific Psychiatric Disorders
Affective Disorders
Anxiety Disorders
Substance Abuse Disorders
Psychotic Disorders
Common Symptoms

4.1
4.2
43
4.4
4.5

45.1
452

Paranoia
Agitation
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b 5.0 Specific Medical Problems

5.1 Parkinson's Disease

5.2 Pulmonary Conditions

5.3 Congestive Heart Failure

54  Musculoskeletal Conditions
54.1. Foot Problems
5.4.2, Myofascial Pain Syndromes
543 Polymyalgia rheumatica
5.4.4. Osteoarthritis
5.4.5. Osteoporosis

5.5. Stroke
5.6 Decubitus Ulcers
5.7 Diabetes

5.8 Sensory Problems
¢ 6.0 Principles of Rehabilitation
b 7.0 Palliative Care

¢ 8.0 Prevention and Health Promotion
8.1 Exercise
8.2 Diet
8.3 Relaxation
a 8.4 Coping Skills
8.5 Health Surveillance
8.6 Prevention of Pressure Sores
a 8.7  Assessing Risk

a,¢ 9.0 Documentation of Findings

II.  Family Medicine is Community Based

c 1. Community Resources
a 1.1 Home Care Resources
a 1.2 Mental Health Services in the Community

1.3 Adult Day Centres

1.4 Other Resources
2. Nursing Home Facilities

2.1 Admission Criteria

2.2 Basic Principles of Practice

2.3 The Role of the Medical Director

2.4 Administrative Functioning Within Facilities
3. Acute Care Hospital
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b

b

b

b

Iv.
1.

a
2.
3.
4.
5.

b 6.

3.1 Use of the Emergency Room for Seniaes

3.2 Guidelines for When To and When To Avoid Hospital Admission
3.3 Step-down Care Units and Their Application and Functions

3.4 The Elderly Surgical Patient

The Family Physician is a Resource to a Defined Practice Population

Education

1.1 Patient, Family and Public Education

1.2 Bedside Teaching of Students

1.3 Audience Presentation Skills

A Research Project

Critical Appraisal of Geriatric Literature

Literature Review Capabilities

The Principles of CQI

Understanding Geriatric Health Planning in the Region

Note: During the “¥ rotation, fellow is expected to have experience, read or do seminars in those

areas.

This is to be discussed with primary supervisor at beginning and end of rotation
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Legend: 1=emphasized in psychiatry rotation ~..
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2=emphasized in geriatric internal medicine rotation S
3=emphasized in geriatric assessment and treatment )
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UBC Department of Family Practice
Division of Community Geriatrics

Family Practice Resident Objectives for Nursing Home Learning
EDUCATIONAL OBJECTIVES:

Family Practice Residents (“students”) are expected to master the primary care of all the
elderly. Some of the frailest and most medically complex are in long term care facilities.
Students can learn a lot from exposure to patients in facilities (“residents™), and from an
understanding of the special issues in their care. Existing objectives for community geriatrics in
general apply in the facility. These include geriatric assessment, creating a problem list, and the
management of common geriatric problems. There are some specific extra components of
curriculum to achieve an objective of learning appropriate management of patients in long term
care facilities. The present document expands this objective, recognizing that the other
objectives for geratrics apply in facility care as well.

Facility teaching may occur in intermediate care, extended care, special care units, or in
facilities encompassing two or all types of units. Ideally, all levels of care would be experienced
by the student.

OVERALL EDUCATIONAL GOAL:

A student will approach the care of long term care facility residents as a challenging and
interesting professional experience, through having acquired appropriate attitudes, knowledge
and skills required for their care following the four principles of family practice.

EDUCATIONAL OBJECTIVES:

A. The Doctor-Patient Relationship is Central to Family Medicine

1. Attitude .
a. A student recognizes long term care facility residents as worthy recipients of
excellent care, no less than any other group of peoplie.
b. A student understands that facilities are home to their residents, and that he
respect for privacy customary in a patient’s home is necessary.
c. A student is ready to guarantee residents’ rights to informed consent, discussion

of care options, least restraint, and other elements of autonomy.

2. Knowledge
a. A student understands advance directives as normally organized and documented

in the facility, including:
i) degrees of interventions
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Skills

i1) evaluation of capability to decide

1i)  the substitute decision maker

iv) cardiac arrest resuscitation

A student appreciates the role of family in resident care, and the relationship of
the physician to the family

A student conducts an advance directives interview involving:

pooe

determining the resident’s capability to answer questions

informing the resident where appropriate

documenting the advance directives

discussion with and informing of appropriate substituted decision makers.

The Family Physician is a skilled Clinician

Attitude

A student understands that the technical aspects of medical care of long term care facility
residents may be complex and require significant amounts of time and effort.

Knowledge

A student understands and is prepared for issues commonly arising in the RN.MD team
setting, including:

a.
b.
c.

Skills

telephone communication
nursing reporting of resident change of status
which care provider makes various care decisions, and how this is negotiated.

A studenit demonstrates conduct of a facility visit, to include:

1) determining the problem

i1) accessing the medication list

1ii) obtaining collateral history from nursing

iv) determining and conducting appropriate physical evaluation including
mental status examination

v) planning, discussing, negotiating and conducting intervention

vi) deciding upon and assuring appropriate follow-up.

A student communicates well with nursing staff, including:

1) obtaining a collateral history and nursing’s view of the clinical situation



ii) negotiating with other professionals a multidisciplinary care plan and
arranging for observation of outcome of interventions
ili)  discussing a interdisciplinary care plan in a conference setting.

C. Family Medicine is Community-based
1. Attitude
a. A student appreciates the value of the facility as a resource, and utilizes it only
when appropriate.
b. A student recognizes nurses as the primary care providers in facilities, and works
collaboratively with them.
c. A student understands that facilities are not acute care hospitals, and respects their

technical and personal limitations.

2. Knowledge

a.

A student is familiar with and respects any explicit medical standards in a facility,
including:

i) documentation

i) visits and follow-up

iii)  physician availability

A student demonstrates knowledge of:

1) The organization of the Continuing Care system in the province, including
mechanism of referrals to it, and criteria for admission to it.
if) The levels of care and types of facilities which exist in the province

ii1) Appropriate costs of care of facility residents, the sources of funding, and
the major players in a facility administration.

A studenf knows the role of the facility medical coordinator, including duties and
authority.

D. The Family Physician is a Resource to a Defined Practice Population Skills

A student assures regular self-evaluation of effectiveness of care.

Dr. J. Sloan

Dr M. Donnelly 1997
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PROJECT: DEFINING THE CURRICULUM IN GERIATRICS
FOR FAMILY PRACTICE RESIDENTS AND FELLOWS.

The main aim of medical education probably should be to ensure that the compleat physician acquires a
happy combination of the science and the art of medicine in the service of mankind-Gilchrist AR, “The Compleat
Physician, 1963, Lancet, u, [-4.

The close-up, reassuring, warm touch of the physictan, the comfort and concern  are disappearing from
the practice of medicine, and this may turn out to be too great a loss for the doctor as well as for the patient This
uniquely subtle, personal relationship has roots that go back into the beginnings of medicine’s history, and needs
preserving To do it right has never been easy, it takes the best of doctors, the best of friends Once lost, even for as
short a ime as one generation, 1t may be too difficult a task to bring it back agamn. If I were a medical student or ar
intern, just getting ready to begin, { would be more worried about this aspect of my future than anything else. |
would be apprehensive that my real job, caring for sick people, might soon be taken away, leaving me with the quite
different occupation of looking after machines [ would be trying to figure out ways to keep this from happening
Thomas, L- The Youngest Science: Notes of a Medicine-Watcher, New York, Viking Press, 1983

Curriculum Project — Care of the Elderly for Trainees m Family Medicine
Dr David Brook
06 August 2002 I
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INTRODUCTION

Nowhere in the practice of family medicine is the Doctor-Patient relationship and the art of healing more
important than 1n the care of frail, failing older people and their families. It1s a cohort-phenomenon For while the
young physician may not recall or appreciate the power wherent 1 it, sentors well-remember and understand the
power of the relationship, and how 1t is designed to work as a healing force. Healing comes from the old English
word haelen, which means to make or become whole. Healing has also become associated with restoring health. In
addinion, the word has to do with integrity, that 1s, making a person spiritually entire. It is closely related to the word
holy, which is derived from the same root. Healing is a process, one to which physicians aspire, both for themselves
as vessels through which mercy compassion and healing are dispensed. but also directly for a patient Healing 1s not
an end, but a means.

The words patient and passion derive from the same Latin root, meaning to suffer. Therefore, compassion
15 associated with the doctor-patient relationship The concept of relationship involves a link or bridge between two
people. Relationship is defined as "the state or character of being related or interrelated: a connection by way of
relation, kinship, ... [or] affinity." Willham Osler wrote that the M.D. degree entitles one to a lifelong education n
two spheres: 1) medical knowledge and 2) knowledge of oneself.

A “patient” 1s not, and never was, “a passive recipient of health-care”, except in the minds of left-wing
ideologues, who now prefer the quaint terms, “client”, “consumer” or, worst of all, “customer”. Medicare has
eroded the Doctor-Patient relationship by interfering with the physician’s power to heal. Canards such as “Doctors
Jealously guard their privileged position” or “They act only to line their pockets” only weaken the physician’s
capacity to work toward healing. Information is no substitute for knowledge, or the internet would have surely led
to the demise of Medicine. One cannot know oneself when one is ailing. When one 1s heart-sick at the temble
prospect of a potenually life-threatening illness one NEEDS a doctor A doctor for diagnosis and treatment, but
mostly a doctor for healing. This is especialily true if one is old.

The healing act is one that instills hope. There is the opportunity to apply the principles of Balint, Freeling,
and others, principles that are best exemplified in the manner that family physicians practise the art of medicine. If
the physician demonstrates that she has mastered the principles of Geriatrics, and the art of healing, she will be far
more likely to succeed in this task Healing is based on trust, and trust is based on love. If the physician does not
love her patient (and their family) she cannot heal them. In the elderly cohort’s belief-system, the permission to heal
is a dispensation from the Creator. The physician must proceed humbly, respectfully, and with forgiveness.

Genatrics focuses on the acute, chronic, and preventive care of older people. Its content includes normal
aging physiology, common diseases wn the elderly, altered clinical presentations and multiple coexisting problems
(mental, physical, and social), altered drug pharmacokinetics and pharmacodynamics, and functional status
assessment. An important theme 1s to counter the common and destructive myths about aging and to promote the
positive aspects of aging

The elderly are a unique group They are the survivors. Their self-healing powers are exaggerated as a
result. This explains why Geriatric Rehabilitation works better the older the recipient (4). Geriatric Rehabilitation is
defined as “the restoration of hope and cope” (5). The student and the teacher of Geriatrics can use 1t to diagnose
depression when that innate hope is absent in a senior

The purpose of this review is to define/refine the Geriatrics curriculum for community residents and
fellows in Family Medicine. I propose to examine the Educational Objectives, Goals and Skill-set Attainments that
are currently mn use in British Columbia, and to make recommendations for the adoption of objectives and goals that
will unite our efforts while respecting regional and site-based differences. Another purpose of the project is to
idenufy measurable outcomes in the content and the office-based practice-management of caring for the elderly
Will the trainee appreciate the special needs of the care of the well-elderly vs. the primary-care needs of adults? Can
the trainee identify who amongst her elderly population 1s frail, (and who is not), and, amongst those who are frail,
who 1s failing? It 1s a key to effective medical case-management in the practice of community Geriatrics. How will
the trainee design her office-practice so that the special needs of this unique group will remain a rewarding

Curriculum Project — Care of the Elderly for Trainees in Family Medicine
Dr. David Brook
06 August 2002 3
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experience for the patient and his famuly, and for the physician, and her staff? I hope that we will be able to renew
our efforts by re-developing the curriculum. This process should be iterative, based on the principles of quality-
improvement (including outcomes-measurement). Then this project will have succeeded. — David Brook.

Curriculum Project — Care of the Elderly for Trainees in Family Medicine
Dr. David Brook
06 August 2002 4

66



THE CARE OF THE ELDERLY

The Older Person in the Family Physician’s Practice

Most of the older people in a family physician’s practice-population are not frail In fact, the role of the
family physician 1s to prevent frailty (q.v.) This is achieved through cultivaiing an enhanced appreciation for the
anatomical and physiological changes that accompany agiag, and for a resultant increased index-of-suspicion for
potenual treatable, preventable and restorable conditions whose prevalence and incidence are increased in this
population In addition to ascertaining hife-style issues (smoking, hypertension, diabetes, hypercholesterolemia, and
family history of heart and stroke disease) the mindful family physician will seize on the opportunity to review the
bio-psycho-social elements that accompany aging (see CFPC’s “To Care Always...”). She will 1ssue a “Prescription
for Health” that lends itself well to the primary care of the well elderlv — primary and secondary-prevention
programmes (such as osteoporosis-prevention).

The Frail Elderly Patient

A smaller number of patients in the family physician’s practice-population who require a consultative-
model of care are the frail-elderly They are defined as those seniors whose status quo ts at risk of failing, unless a
programme of intervention 1s developed. Who are the frail-elderly? They are those people whose horizons are
begmning to narrow. who are beginning to experience the vagaries of dementia, falls, incontinence, behavioural and
psychological symptoms of brain-diseases, functional incapacity, loneliness and depression/anxiety. The role of the
family physician is to assess frailty, to treat frailty, and to prevent the frail patient from failing (q.v.).

How does a physician 1denufy them in her practice? The key to early-recognition lies in timely
ascertainment of the “domains” of frailty — the patient’s medical, functional, social and psychological/psychiatric
status These domains, mn turn are evaluated through the administration of vahd reproducible tools that must be easy
to administer and brief in the time needed to administer them (see figs. 1 and 2, below).

Figure 1: The domains of frailty

(Draw a Venn diagram of four circles, label one “Medical”, one “Functional”, one “Social”, and one
“Psychological”)

Curriculum Project — Care of the Elderly for Trainees in Family Medicine
Dr David Brook
06 August 2002
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Figure 2: Tools used in the ascertainment of frailty

e Domain Tools(s)

e Medical The Targeted Geriatric Assessment (defined below)

The Hierarchy of ADLs (basic, instrumental, advanced )
Gait and Balance
Folstein Mini-Mental Status Exam

* Funcuonal

e  Social Burden to Caregrver Scale

LR R B R BE NE 4

e  Psychological/Psychiatric Genatric Depression Scale

Once the physician has established that her patient is fra:l, the nature of the doctor-patient relationship
changes The patient 1s seen regularly, usually monthly. so that each domain of frailty can be monitored. When one
1s on the “frailty curve” (see figure 3), one rarely gets off it. Moreover, one is always either getting less frail, or
frailer. There 1s no “in status quo” when one 1s frail. The diagnose of frailty cammes with 1t a set of expectations,
interventions and measurable outcomes that involves the patient, his family, the family physician and her team of
consultants.

Figure 3: The Frailty-Curve

(Plot a graph. On the “Y”-axis is the label, “Dependency/Burden to Caregiver” Label it “Log” (log rhythmic) at
the top of the axis. On the “X’-axis is the label “lll-ness”, representing the sum of the degrees of difficulties
experienced in the 4 frailty domains The curve that one plots 1s almost horizontal to the “X” access (shightly
angled upward) for 90% of the length of the “X” axis Then, at that pownt, it turns sharply upward, almost
perpendicular to the "X axis

The frailty-curve is designed to show that frail older people fail imperceptibly if one measures the failing

only against burden to caregiver or to dependency on others. The only way to 1dentify that a frail old person 1s
failing is to be vigilant, to seek out elements contained 1n the “frailty-spiral” of failing (see Figure 4)

The Frail, Failing Older Patient

Frail people fail differently than the non-frail. Non-frail old people fail much as middle-aged adults do -
through accidents, mtercurrent diseases and sudden illnesses and death. Frail people are either failing or recovering
— there 1s no status-quo. Their problems do not present in a “p.r.n.” or episodic fashion. It is why they must be
monitored or case-managed In a vigilant way, by a physician or visiting primary-care Geriatrics team member, who
case-manages them, preferably on a monthly basis. (See figure 5). Figure 4 (below), the “Frailty-Spiral”, describes
the way in which frail old people fail (and contains the clues inherent in the remedy for failing — Geriatric
Rehabilitation, q.v.). By understanding the conceptual basis of Care of the Elderly, Frailty, and Failing, the
physician can arm herself with an armamentarium that will assure that no older person becomes frail, or fails, before
his time.

Curriculum Project — Care of the Elderly for Trainees in Family Medicine
Dr David Brook
06 August 2002 6
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Figure 4: How Frail Old People Fail

(Draw a large circle At the top, label the circle with the word “Loss”. At “9-o'clock” on the circle, label
it “Grief” At “6-0’clock”, “Depression”; at “5-o’clock”, Disinclination”, at “‘4-o'clock”, “Inactivation”, at “3-
o’clock”, “Deconditioning”, at ““2-o0’clock”, ‘‘House-boundedness", and at *“1-o’clock”, *‘Fear/Invalidism”.

The clock operates counterclockwise, from 12-0’clock when a frail person is failing It works clock-wise
when Geriatric Rehabilitation s restoring “hope and cope”, promoting self-healing, and reversing the “death-
spiral” it 1s reflected in the point on the frailty-curve in Figure 3 moving to the right (as a person moves counter-
clockwise on the circle) or t0 the left (as he moves clockwise on the circle)

Through vigilance, and through a process of pattern-recognition, the experienced family physician will
diagnose the fraiity/failing syndrome m 1ts early stages and will develop a treatment-plan that may mvolve
employing a team of health-care professionals to assist her. These professionals consult to the family physician,
who must be the case-manager of the frail-elderly (see fig. 5). Treatment is at-once multi-disciplinary (or multi-
dimenstional) employing specialized assessment and treatment in the various domams of frailty, but 1t 1s also inter-
disciplinary (the basis of Geriatric Rehabilitation, q.v.)

Curriculum Project — Care of the Elderly for Trainees in Family Medicine
Dr. David Brook
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Figure 5: The Interdisciplinary Geriatrics Team

Team-member

Assessment/Follow-up

Treatment/Intervention

(At-home/
Qutpatient)
Occupational Evaluation of Living Skulls ¢ Recommends preventive measures
Therapist Cogninve Competence ¢ Provision of Aids/Adaptations
Needs-assessment of Aids and
Adaprations Home-safety assessment
Physiotherapy Gait/Balance assessment + Strength/aerobics/flexibility tramning and
Physical function/ strength/range of education
motion + Treatment modahties (short-wave
diathermy, ultrasound, trans-cutaneous
nerve stimulation).
Soctal Work Social context for identified-frailties + Education, counseling, coaching,
(vulnerabulity to predation, abuse) connecting
Nursing Primary-care nursing assessment ¢ Education (e.g. continence)
(hearing, vision, height, weight, skin, ¢ Dressings
nails, har, teeth. ¢ Skin-care
Continence, sexual function, medication- | ¢ Nail-care
compliance) ¢+ Medications
Delegated tasks (various) ¢ Other delegated functions
Nutrition Calcrum/osteoporosis ¢ Diet-plans
Protem-calorie malnutrition + Education
Special dietary needs (caused by medical
problem, medications)
Long Term Care Levels of service ¢ Provision of services
Assessor ¢ Wayt-listing/Respite
Figure 6: the Hierarchy of Preventive Care in the Care of the Elderly/Geriatrics
Definition: Goal of Intervention:
In all events. treat the treatable, prevent the preventable and restore the restorable
Well-elderly Prevent frailty (case-finding)

Frail-elderly

Prevent from failing, reduce frailty (non-p.r.n. care)

Failing frail elderly

e  Prevent premature morbidity
* Reduce failing (intensive care)

Curmiculum Project — Care of the Elderly for Trainees in Family Medicine
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THE CLINICAL PILLARS OF GERIATRICS

The Comprehensive Medical Geriatric Assessment

Comprehensive Geriatric Assessment 1s comprised of a thorough medical History and Physical. beefed-up
with formal ascertainment of the domains of frailty [t 1s incomplete without a numbered Problem list, and an
ongomg Plan of Care  Farmmly Physicians are umquely situated to perform comprehensive assessments on therr frail
patients through a series of appointments and the adoption of the continuing-consultaon model of care No one
knows her patient better than the family physician.

The Comprehensive Geriatric Assessment 1s a protocol that can be broken down mto 3 parts:

1) The Targeted History (which emphasizes a search for the common disease-states that cause or
contribute to morbidity and mortality),

2) The Targeted Physical Exammation (designed to comfirm or vahdate chnical suspicions garnered
through taking the history); and

3) The use of specialized assessment tools that are quick, easy and reliable in their application.

The Comprehensive Geriatric Assessment s portable, requiring no special equipment other than what is
contamned in a physician’s medical-bag.

The Targeted Historv — An Affair of the Heart and the Head

A comprehensive review of The Targeted Geniatrics History brings the aforementioned high index of
suspicion for preventability, treatability and restorability to bear on an enhanced accounting of the Presenting
Complaint(s) (PC or CC). Itis, frequently, an affair of the heart and of the head. The experienced physician will
have “‘pre-packaged” sets of data that will aid her in recognizing the common patterns of disease-presentation in the
(frail) elderly. These algorhythms are available in the Geriatrics literature. The trainee-physician will arrange the
History of Present Iliness (HPI) in a fashion that permits the natural history of disease-states, their impact on frailty
and on failing to come through. An example of this 1s a review of risk factors for atherosclerosis in a patient who
has fallen.

Past Ilinesses (PI or PH) records events similar to the standard protocol that every medical student learns
Of interest to the seasoned physician will be a history of vascular disease (stroke, heart disease, peripheral vascular
disease), risk-factors for vascular disease.

Medications need to be listed (vertically — in order 10 aid 1n the search for drug/drug, drug/OTC (over-the-
counter), and drug/food interactions.

Allergies, including drug-intolerances.
Immunization status, including influenza, pneumonia and tetanus should be itemized

Functional Inquiry 1s an inquiry after the functional status of the patient, not a review of systems (q.v )
The information can be organized in a hierarchy, starting with basic activities of daily living (bADL) such as
dressing, grooming, toileting, dressing, feeding and bathing; instrumental activities of daily living \ADL) such as
cooking, laundry, shopping, banking, transportation, wills and estates; and advanced activities (aADL) such as
pastimes hobbies and interests such as worship, exercise-groups, and clubs The mindful physician will recognize
that functional attainments will be lost in reverse-order, r.e., the advanced activities of daily hiving will be lost first
Any loss may tip the physician to the fact that a well older individual is becoming frail, or that frailty is being
complicated by failing

Curriculum Project — Care of the Elderly for Trainees in Family Medicine
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Family History 1s a key to understanding how a patient has come to the pomt in his Life that he has. A
good famuly history unlocks many doors to understanding the unique way in which a particular person suffers. The
seasoned physician will sometimes begin the targeted History with the Family History mn order to build the
therapeutic alliance. [f “the apple does not fall far from the tree” then it is worth learning much about the “tree™!
Where a person was born, what their father (and mother) did for a hiving, how much education the person obtained
are really the bare-mmimum of information required in order to see that the history is comprehensive. Family
history of diabetes, tuberculosis, thyroid disease, cancer, or psychiatric disease-states is also important.

Review of Systems is not a functional inquiry In the eiderly, it 1s a review of common co-morbid disease-
states that are assoctated with aging.

These conditions contribute to frailty, and should be taken into account 1n order to treat the treatable,
prevent the preventable and to restore the restorable aspects of the following: hearing, vision, dentition, diet, sleep,
memory, energy, mood, evacuation/continence, gait. balance, falls, famnts and fits, chest pain, cough and shortness of
breath, nausea, vomiting or diarrhea, sexual activity. lifestyle issues (ethanol, drug-use, smoking, exercise)

In this way, in a mindful way, the complicated multi-system problem, attended by a constellation of
complaints will become a puzzie to the physician, one to be put together methodically rather than become a
quagmire, a mill-stone around her neck. or a medical albatross/Medusa’s head If the physician projects a sense of
being overwhelmed, all hope is lost. The therapeutic alliance and the ability of the physician to wnstill hope will
have been for naught.

The Targeted Physical Examination

The seasoned physician will adopt a protocol designed to validate or to confirm findings/suspicions
developed n the targeted Geriatrics history

A physical examination is a physical examination is a physical examination, but the intent of a targeted
Geriatrics physical examination 1s altered in order to identify co-morbid disease-states, their preventability,
treatability, and restorability

Physical Appearance can reveal much — a comment about a patient’s hair, skin, nails and teeth, as well as
a comment about the presence of any disorder of thought-content, congruence of mood, word-finding difficulties, or
the like, can “tip” the examiner to the need for more specialized tests that she may wish to perform at another time

Vital signs provide useful baseline data against which to compare the effects of either the natural history of
a disease state and its treatment, or to establish a pattern that demands further evaluation. It should include height,
weight, pulse rate, and lying and standing (after at least I to 2 minutes) blood-pressure. The importance of postural
hypotension accompanying drug-therapy 1s a good example of why obtaining and recording this data is important.

Head and neck examination targets the ear (including looking for treatable coincident conditions such as
Otitis externa) the eye (cataracts, macular disease, blephanitis) the nose (atrophic oro-rhino-pharyngitis) and the
throat (oral health, palato-pharyngeal/speech and swallowing/gag-reflex). Another area particular to the elderly 1s
the search for carotid and vertebral bruits, and the examination of the thyroid. Finally a comment about the presence
of lymph nodes or a sentiel-node s appropriate, above and beyond the non-targeted physical examination of the
head and neck.

Chest examination might add a comment about the presence of dorsal kyphoscoliosis/presence of the
markers of osteoporosis

Cardio-vascular examination targets atherosclerosis. Peripheral pulses and capillary filling-time of the
extremities 1n particular might give some insights into the corresponding micro-circulation of the brain  The
presence of varicose veins/venous insufficiency 1s important for increasing opportunities for secondary preventive
measures. Jugular venous pressure 1s easier to perform on seniors, owing to the loss of subcutaneous fat. Especially
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important 1n the targeted examination is the search for (auscuitation, careful palpation) of an abdominal aortic
aneurysm, and the presence of bruits in the renal arteries or the inguinal arteries. The presence of the murmur of
aortic sclerosis is common in the very old.

Abdominal examination targets aneurysm, and presence of supra-pubic abnormalities (atonic bladder)
otherwise is no different than the ordinary physical examination of the abdomen.

Genito-Rectal examination reflects the high incidence of disease-states in the elderly In female patients,
there should be a comment about whether there is any evidence of atrophic mucosal linings, skin diseases of the
vulva, and architecture of the bladder and soft tissues. A comment about pelvic-floor integrity and demonstrable
presence of stress incontinence is worthwhile. The rectal examination is no different from the untargeted
examination. except that it should be done regularly on the elderly-patient. In males the digital-rectal examination
of the prostate 1s the same as for younger patients. Examination of the penis and testes should include a search for
carcimnomata of the skin, the presence of balanitis/phimosis/eptdidymitis, etc

Neurological examination is perhaps the most important part of the whole examination of the elderly frail
patient. (please see separate arucle, attached).

Musculo-Skeletal examination targets osteoarthritis, gait-disorders due to mechanical problems of the feet,
legs, hips or spine, presence of soft-tissue diseases (tendonitis, bursitis) in joints and various bursae, and deformity
(including Paget’s disease).

The Numbered Problem-list is designed to function as a working-document for the family physician. It
need not necessarily be rank-ordered It assists in tying together the medical functional social and psychological
contributors to frailty. The hst is not a list of diagnoses, though 1t may contain diagnoses. It also alerts the physician
to the presence of any and all factors that contribute to fratlty, and which need to be factored in to any planned
interventions (such as medications that might have an impact on something else on the problem-list.)

The Plan hearkens to the problem-list. [t serves as a work-sheet for the busy famuly physician, a pont of

reference 1n the management of the multifarious and diverse needs of the frail older patient. Figure 6 provides an
example of a working-document for managing frailty 1n a primary-care setting.

Figure 6: An Example of a Working Problem-list and Plan

Problem Plan Prevention

Osteoporosis (BMD —and | Fosamax 80 mg 1x/wk Calcium [ g. OD

hx of #) Vitamin D 1000 .u OD

Osteoarthritis Tylenol ES 11 po QID Exercise group 3x/wk

Dementia ?vacular Baby ASA, trial of Aricept 5 mg. po OD Avoid NSAIDS/GI bleed

Ul/urge incontinence Kegel’s/education/detrol Avoid Ditropan/cholinergics hard on
#3

Hypertension CaChBlocker/ACE inhibitor diuretic Watch serum Na+
(dwretic plus SSRI)

Depression (stroke- SSRI - Celexa (gradual increasing — 10 mg. Serum Na+

associated?) po OD GI s/eff with Aricept?

Specialized Measurement Instruments in Ascertaining Frailty

The scales in Figure 7 can be used by family physicians to objectify frailty, to monitor the effects of
interventions/therapies, and to assist in the case-management of frail older patients They can also be used to
characterize the degree to which an older person is failling. When used in concert, the mindful physician will be able
to add a degree of specificity to her level of sensitivity-to-change in her patient, a key 1ssue in the timely
management and treatment of new diseases complicating the old (or known) ones.
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Figure 7: Specialized Frailty-Assessment Tools

Name of Tool Domain of Frailty
Folstein Mini-Mental Status Exam Cognition/Function
Genatric Depression Scale Psychological/Psychiatric
Zarit Burden-to-Caregiver scale Social/Psychological
Tinettt Gait and Balance scale Function
Timed Up-and-Go test (TUG)

These tools do more than afford the chance 1o establish a baseline level of frailty and failing, and the
opportunity to monitor change in a measurable way A glaring discrepancy, for example, between the Folstein and
the Zarit may point to a panient who 1s suffering from an atypical dementia. like Lewy-body disease or one of the
Fronto-temporal lobe dementias In this way these tools can serve as diagnostc tools

Geriatric Rehabilitation

Geriatric Rehabilitation is a specialized programme of rehabilitation, out-patient or in-patient, that is
designed to reverse the Frailty-spiral (figure 4). Invalidism and disinclination, mactivation and deconditioning,
houseboundedness and social and psychological inertia are combated by the patient’s participation in a programme
of purposeful activity that instills hope It is fun. It is carried out with his peers. It 1s a deliberate act to restore the
powers of self-healing contained in the patient. [t works best in those who have normal cognition, or, at worst. mild
dementing diseases.

Genatric Rehabilitation is best done in a dedicated location with a dedicated staff well-versed in the
particularistic aspects of thewr discipline (Physiotherapy, Occupational Therapy, Nutrition, Social Work or Nursing),
as well as n the generic tenets of Genatric Rehabilitation (the instillation of “hope and cope”, q.v)

Hope. More than half of patients say their health-care providers stripped them of hope Research into the
significance of hope 1s growing, and 1t has been shown to prolong lives, increase quality of life and to enhance
adherence to treatment plans (7). Genatric Rehabilitation has to add meaning to life in order to work It overcomes
loneliness, meaninglessness, lassitude and inertia. The momentum 1t generates has to be carried over into
programmes for the frail elderly that are designed to mamtamn functional social and psychological momentum.
These maintenance programmes must, 1n turn, be regular purposeful and fun to attend

Cope. A targeted programme of strength-training, of increasing aerobic capacity, and of improving
flexibility overcomes the physical limitations associated with Failing. It overcomes the fear of falling, it restores
confidence, general strength, and physical conditioning in generating the physical social and psychological
momentum necessary for reducing or reversing Failing in the presence of Frailty

Case-management of the frail failing older patient and his familv.

The family physician plays the pivotal role n case-managing her frail failing older patient and his family
Unless an agreed-to set of standards of practice is adopted, the complex system of services that has developed to
serve this population will not cohere Figure 8 (below) attempts to schematize the idealized system of care needed
to meet the special needs of this population-cohort. At present, deficiencies can be 1dentified, in that unless the
designated primary care giver and the physician are in close communication, precious resources may be superfluous
or redundant. The family physician must assume the leadership role 1f resource utilization is to be rational It 1s
incumbent upon the funding agencies to ensure that family physicians be appropriately remunerated 1f the system 1s
to function optimally.
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Figure 8 - Constructing the “Bridge Over Troubled Waters”

Family Physician Primary Caregiver

f

Acute Facility Care
Care

Psychologic/
Genatric Medical Functional Social
Services
Specialist

Psychiatric Long Term Care

Support  Support
Jaws
Emergency Room; 5 p.m. phone-call

The “Bnidge Over Troubled Waters” attempts to portray how informal and formal supports can be
employed in order of increasing need (in the direction of the arrows), and how the Frail Failing older person needs a
Famuly Physician and a primary care giver, each of whom 1s in close-touch with the older person and to each other,
n order to maintain the integrity of the status-quo. Genatric Services exist to support the Family Physician through
the provision of specialized Geriatric Evaluation and Management. Long Term Care services exist to support the
patient and his primary care giver and are available without a physician’s referral. If each stakeholder does his part,
the Frail, Failing older person can avoid premature placement, untimely hosprtalization and the vagaries and
indignities of preventable morbidities

The family physician must learn to apply the fee-for-service model of care to a special population of
seniors, a population with special needs that requires special skills, talents and much time. There are no short cuts in
exemplary care of frail failing older people and therr families The frustration that young physicians feel in caring
for the multifarious needs of the elderly is entirely understandable.

Figure 9 (below) lays out how a family physician might typically bill for the completion of a
Comprehensive Geriatric Assessment of a frail older person over 70.

Figure 9: Sample Billing Schedule for Comprehensive Care of Frail Older Patients

Visit # Time Code Amount Description of work done
(min) billed
(approx.)

1 15 13100 $30 32 Chief Complaints, History of Present Illness, Folstein
MMSE (if any question of dementia). Farnily History.

2 30 13101 $67 86 Targeted Physical Exam

3 15 13107 $3052 Past [linesses, Functional Inquiry, Review of Systems

4 15 13107 $30 52 Allergies, Immunization Status, Folstemn, GDS, Zarit
(to family, waiting)

3 20 13120 $53.11 Family Conference, Problem List, Plan, Laboratory
Investigation

6 15 13100 $30 52 Regular Frailty Management — Weight, lying and

(monthly ) standing BP, medication review, functional capacity

review, Work through working-problem-list. Phone-
calls.
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TOTAL

6 visits 2 hours 524305 Comprehensive Geriatric Assessment and
Management

The Genatric-care physician/family physician will have learned to order the recording of the information
garnered in the above tfashion in a protocol-fashion. She will have formulated a numbered problem-list, and a
working-plan that aims to treat the treatable, prevent the preventable (primary and secondary prevention) and restore
the restorable elements in the domains of a patient’s frailty. She will have enlisted the support of an informal
“team” of caregivers (who, ideaily, will be appended to the practice, rather than constituted otherwise. In other
words a district-nurse will cover several family physicians’ practices, as will the other services provided by the Long
Term Care programme)

Monthly review can assure that medication use and compliance is reviewed, that the plan of care is
monitored, that 1atrogenesis 1s minimized or avoided, and that the physician is remunerated fairly for his work and
for his special skills in case-managing the frail, failing older people in her practice. The total-cost of 1 year’s worth
of monthly visits (8366 00) pales in comparison to the cost of one visit to the Emergency Room. Non-p r n. care of
frail failing older people empirically and anecdotally saves the system money, and spares the patient the indignity
and upset of a lengthy visit to the Emergency Room or other expensive-care facilities.
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APPENDIX I: CORE EDUCATIONAL OBJECTIVES
FELLOWSHIP IN GERIATRICS/CARE OF THE ELDERLY

Division of Community Geriatrics
Department of Family Pracfice
University of British Cotumbia

Note: The objectives listed below can be met in either Horizontal Elective format, or in a Vertical (Block of time)
format Extended objecuves follow, and are perhaps better suited to the longitudinal format.

1. __The Doctor/Patient Relationship 1s Central to Care of the Elderlv in Family Medicine
1.1 Communication Skills
11.1  Building the Therapeutic Alliance
Compasston, Caring, Competence, Courteousness
Touching the patient
Projecting an attitude of sure-footedness, interest in the special needs of seniors and their families
Insuilling hope as part of the healing act
1.2 Interviewing Skills
1.2.1  Artenuion to hearing, vision
1.2.2  Flexibility vs. Attention to protocol m gathering information
123  Open-ended questions, paraphrasing, reflecting
1.24  Intergrating bio-psycho-social elements
1.2.5  Corroboration in the event of unreliable testimony
1.3 Principles of Patient-Centred Care
1.3.1  Appreciation of and for “the Continuing Consultation”
1.3.2  dynamics of the Doctor-Patient relationship
1.33  open-ended questioning
1.34  autonomy/right to fail
13.5 information/knowledge/wisdom
136  directuve/supportive/coaching/promoting styles
1.4 Patient Advocacy
1.4.1  defending the rights of those unable/incapable
1.4.2  defending individuals in the population
1.43  defending independence of ideas/freedom of thought
1.4.4  defending the 1diosyncratic or unpopular question(er)
1.4.5  examme critically the ethics of new models of practice
14.6  defend our personal covenant with patients to consider the costs for individuals and society of the
decisions we make.
1.5, Caregiver Issues
151 Understanding Family Dynamics

— b
— e
[GTRN SR I )

1.52  Family/Caregiver Supports
1.5.3  Elder Abuse/Assessment and Management
a) resources in the community
15.4  Supporting Care Staff at home or in a facility
a) roles/responsibilities
b.) physician as clinical expert
c.) physician-as-educator
1.6. Multidisciplinary/Interdisciplinary Care
16.1 Roles
a.) as a consultant in a specialized domain.
b) as a team-member in individualizing a programme of Geriatric Rehabilitation for a
patient and his family.
c.) as a participant in development of educational/research programming and development.
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1.6.2 Collaboration

a.) information management in case-managing
b.) population-based approach to managing data in identifying trends in a community/locale
1.6.3  Team Communication
a.) developing a common language/database
b) legal aspects
c) remuneration strategies for fee-for-service physicians
1.7. Legal Issues
1.7.1  Competency Issues
1.7.2  Guardianship Legslation
1.73  Testamentary Capacity
1.74  Informed Consent
L.8. Specific Ethics Issues
18.1  An Ethical Framework for Decision-Making
18.2 Confidentality
183  Advanced Directives
184  Levels of Intervention
185 Livingat Risk
a.) The “Rught-to-Fail”
b.) The “Uninformed “No” — refusal to accept needed services to minimize threat to
independent living or to the status-quo (usually but not always in dementing patients).
1 8.6  Euthanasia
1 8.7  Restraints (Physical, Chemical)
2. The Family Physician is an Effective Clinician (in Care of the Elderly and in Geriatrics)
2.1 The Aging Process — The BioPsychoSocial and Functional Model
2.2 The Comprehensive Geriatric Assessment
2.2.1  The Targetted Geriamrics History {see page 6, above)
2.2.2  The Targetted Genatrics Physicial Examination (see page 7, above)
2.2.3  The Mental Status Examination (includes the Standardized Mini-Mental Status Examination)
2.2.4  Standardized Tools in Assessing the Domains of Frailty
2.2.5  The (verncally-numbered) Problem List
2.2.6  Development of a Working Plan for the Continuing Consultation model-of-care (non-
“episodic”/non-“PRN" model)
2.2.7  Negotiating Treatment/Care goals with patient/family
2.2.8 Intervention and Problem management (non-prn care, information-management with other
agencies)
2.2.9  Ewvidence-based Investigation/Treatment/Management
2.3. Geriatric Giants
2.3.1  Mobility Failure, and Falling
2.3.2  Incontinence
2.3.3  Cognitive Impairment
a.) Dementing Ilinesses
2.3.4  Behavioural and Psychological Symptoms of Dementia
23.5 Evaluating Living-skills, and testing cognitive competency
2.3.6  Medications and the Elderly
23.7 Comphance/Adherence
2.3.8  Effective Prescribing (Pharmacokinetics/Dynamics)
a.) Stopping/Withdrawing Medications
b) Polypharmacy
2.39  latrogenesis (Chronic Pain, Insomnia, Somatization)
2.4. Failure to Thrive
2.5 Differential Diagnosis
2.6 ADLs and Evaluation
2.7 Dematological conditions
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2.8 Specific Psychiatric Disorders
2.8.1  Affective Disorders
2.8.2  Anxiety Disorders
283  Substance Abuse Disorders
2.8.4  Psychotic Disorders
2.8.5 Common Symptoms

a.) Paranoia
b.) Agtation Problems
2.9 Parkinsonism and Parkinson’s Disease

210 Respiratory Conditions
211 Cardiac Conditions
212 Musculoskeletal Conditions
.12} Foot Problems
2.12.2 Pain Syndromes
12.3 Polymyalgia Rheumatica/Giant-Cell Arteritis
Osteoarthritides
12.5 Osteoporosis
2.13  Stroke
2.14 Decubiti
2.15 Diabetes
2.16 Hearing/Vision/Olfaction/Deglutition/Evacuation
2.17 Principles of Geriatric Rehabilitation (p. 10)
2.18 Principles of Palliative Care/ End-of-life issues
2.19 Primary/Secondary/Tertiary Prevention in Family Medicine
2191 Exercise
2.19.2 Diet
2.193 Smoking
2.194 Cancér
2195 Screening/Case-finding
2.19.6 Lifestyle Modification
2197 Assessment of the Well-elderly, the Frail, the Failing older person
2.20  Documentation and Information-Management
2.20.1 The Health-record as protocol (problem-list, plan)
2.20.2 Identifying practice’s population-at-risk
a) Immunization
b.) Mammogram
c) DRE/PSA testing
d) Weights/lying and standing BPs
e.) Individualized Baseline and follow-up indicators

NN

NN
o
[\S]
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3. The Family Physician is Community-based
3.1.  Education
11 Home Care Resources
.1.2 Mental Health Services 1n the Community
.13 Adult Day Centres
14  Facility-care
a.) Assisted-Living
b.) Skilled Nursing Facilities
¢ Admussion Criteria
e Basic Principles of Practice, Including establishing baseline status, global
deterioration scales, case-management
* Managing acuity
e DNR/levels of intervention
¢ Role of Medical Coordinator
¢  Administrative Issues

L) W W W
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4.2
4.3
4.4
4.5
4.6

w
ot
[y

Other resources

a.) Drug and Alcohol treatment
3.1.6  Specialized Geriatric Services
a.) Outpatient Assessment and Rehabilitation
b.) Inpatient Assessment and Rehabilitation
c.) Acute-Care consultation/liason
d.) Domuicilary Visiting
e) Other
3 1.7  Acute Care Hospital
a) Tertiary Prevention
¢ “Hazards of Hospitalization”
b.) Emergency Room and Seniors’ Health
c.) Avoiding Hospitalization/Alternatives to Admission to Acute-Care
d) Subacute/Stepdown/Geriatric Units — role and funcuon, how to access/manage care
e) The Elderly Surgical Patient
f) Delirium-Care (prevention and management)

The Family Physician is a Resource to a Defined Practice Population
Education

4.1.1  Patient, Family and Public Education

4.12  Bedside Teaching of Students

4.1.3  Audience-presentation skills

Research Project

Critical Appraisal of the Geriatric Literature

Literature Review Capabilities

The Principles of Continuous Quality Improvement

Understanding Population Health/Epidemiology/Planning in the Region
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THE GERIATRICS ROTATION
FOR FAMILY MEDICINE TRAINEES

The Genatrics rotation in family practice traing programmes 1s geared to help the family medicine
resident learn to manage the needs of frail failing older people and their families effectively This frail population
suffers from multiple interacting illnesses with associated social and psychological problems/implications These
often require and mterdisciplinary team approach to assess and to treat (including preventing the preventable
elements, treating the treatable elements, and restoring the restorable elements inherent in the disease-state. It is
imperative that family physicians learn to access resources in the community, in order to employ them in helping the
family physician in taking care of the special neads of this special group of patients Specific site objectives will be
handed out at the beginning of the Geriatrics rotation; however, all family physician-trainees need to demonstrate
skills or understanding in the following areas.

1) The Doctor/Patient Relationship:
11 appreciation and understanding of the Therapeutic Alliance. the power to wnstill hope, and the
power of hope n the healing process.
1.2 mterviewing skills with seniors and therr families (awareness of aids to improve communication

(e.g. giving seniors the benefit of the light in the room, speaking slowly and clearly, shaking
hands, body-language)

1.3 working 1n an interdisciplinary care team
14 appreciating consent-issues and capacity
1.5 ethical 1ssues, degree-of-intervention planning/advance-directives, rght-to-fail, avoiding
restraints, end-of-life issues, late-failure dementia-care.
2) The Family Physician is an effective clinician:
2.1 mastery of assessment of the aged, of frailty, and of failing.
22 comprehensive Geratric Assessment
2.3 assessment of the Geriatric Giants (mobility, incontinence, cognitive impawrment, medication use,

failure-to-thrive, depression, BPSD
24 Geriatric Rehabilitatuion (preventing the preventable, treating the treatable, and restoring the
restorable elements of frailty/failing including “hope and cope”

3.) The Family Physician is community-based:
51 learning how to harness appropriate and available community-resources, in a timely manner
32 mastering the appropriate employment of facihity-services (assisted living, skilled nursing
facilities); understanding the role of the medical coordinator/director
3.3 applying guidelines for when to (and when to avoid') admitting to hospital
4) The Family Physician is a resource to a defined practice population
4.1 Educating the patient, the family, and the formal caregivers (dementia-care, Behavioural and
Psychological Symptoms of Dementia (BPSD).
42 Regional Health planning for populations (e g., immunization policy)

General References:

1 Sloan, J “Protocols in Primary Care Geriatrics”, Springer-Verlag, publishers

2 Woerden, W “Grief Counselling and Grief Therapy: A Handbook for the Mental Health Practitioner”,
Springer Publishing

3 “The American Psychiatric Press Textbook of Geriatric Neuropsychiatry”, Ed. By Coffey and Cummings.
Publ by the American Psychiatric Press, Inc

4 Cummungs et al “The Merck Manual of Geriatrics”, 3d Ed., 1999
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FAMILY PRACTICE RESIDENT OBJECTIVES

FOR GERIATRICS ROTATION
UBC DEPARTMENT OF FAMILY PRACTICE,
DIVISION OF COMMUNITY GERIATRICS

(“Objectives, Attitudes, Knowledge. and Skills™ or “OAKS” format)

Educational Objectives:

The Genatrics rotation i family practice traming programmes is geared to help the family medicine
resident leamn to manage the needs of frail failing older people and thewr families effectively. This frail population
suffers from multiple interacting illnesses with associated social and psychological problems/implications These
often require and interdisciplinary team approach to assess and to treat including preventing the preventable
elements. treating the treatable elements, and restoring the restorable elements inherent in the disease-state. In
taking care of the special needs of this special group of patients, it i1s imperative that family physicians learn to
access resources in the commumty. Specific site objectives will be handed out at the beginning of the Genatrics
rotation; however, all family physician-trainees need to demonstrate skills or understanding in the following areas:

Overall Education Goal:

A trainee will approach the care of the frail failing older person and his/her family as a challenging and
interesting professional experience The trainee will have acquired the appropriate attitudes, knowledge and skills
required to meet the special needs of this unique population 1n his/her practice, through the implementation of the
four chinical pillars of Family Medicine.

Educational Objectives:

1. The Doctor-Patient Relationship is Central to Family Medicine
11 Attitude
1.1.1 A trainee recognizes frail falling older people as being worthy recipients of exemplary
care, as having needs requiring a special body of knowledge/expertise
[.1.2 A trainee understands the phenomenology of aging, of loss, of the need for autonomy,
for self-determination, and for privacy.
113 A trainee is ready to guarantee patients’ rights to informed consent, discussion of care-
options, the right to fail, and other elements of autonomy.
1.2 Knowledge
12.1 A trainee understands advance directives of care in her practice, including:

a.) degrees of intervention

b) evaluation of capability to decide
c) the substitute decision-maker

d.) cardiac-arrest resuscitation

122 A tramnee appreciates the role of family in the care of the frail/failing older person, and
the relationship of the physician to the family
1.3 Skills
A trainee conducts an advance-directives interview involving
13.1  determining the patient’s capability to answer questions
1.3.2  informing the patient, where appropriate
13.3  documenting the advance directive
1.3.4.  discussion with and informing of appropriate substituted decision-makers
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2. The Family Physician is a skilled Clinician:

2.1 Attitude
A trainee understands that the technical aspects of care of frail/failing older people may be
complex, and may require significant amounts of time and effort.

2.2 Knowledge
A trainee understands, and is prepared for issues commonly arising in the multi-disciphary model
of care of the complex and multifarious needs of frail failing older people and their families,
including:
2.2.1 telephone communication
22.2  nursing/Long Term Care/Community Resource therapist-based reporting/consulting
223 223  which care-provider mades which care decision, and how this 1s negotiated.

3. Skills
3.1 A trainee demonstrates conduct of an office-visit, a home-visit and a facility-visit, to include:
311 emploving the protocol of the targeted Geriatric History
31.2  employing the protocol of the targeted Geriatric Physical Exam (including the Mini-
Neurological Examination)
3 1.3  developing a numbered Problem List, and a Working-Plan
3.14  planning, discussing, negotiating and conducting appropriate interventions
315  deciding upon and assuring appropriate follow-up.
3.2 A trainee leads, and communicates well with, the inter-disciplinary team, including:
32.1  obtamng collateral hustory and monitoring change in the status of the frail patient
3.2.2  negotiating with other professionals in the development of the interdisciplinary care-plan
and m arranging for monitoring of outcomes of the interventions
3.3 Discussing the interdisciplinary care-plan in a conference-setting
4. Family Medicine is Community-based

4.1 Attitude

4.1.1 A trainee appreciates the value of the care-system in supporting the frail/failing older
person 1n his familiar/preferred living arrangement, and 1n using it judiciously-and
appropriately

41.2 A wainee recognizes nurses/Long Term Care assessors and Community Resource
therapists and nutritionists as co-managers of the continuing care needs of patients, and
will show willingness in collaborating in achieving the goals of the patient and his
family.

413 A rramee understands the differences between the technical and personal limitations
available at home, 1n a facility, or in a hospital, and will recognize the need for creative
problem-solving and negotiating in advocating for the patient.

4.2 Knowledge
421  The trainee 1s familiar with and respects any explicit medical standards that apply to the
office-vist, the home-visit or the facility-visit, including-
a.) documentation
b) visits and follow-up
c) physician availability
422 A ramnee demonstates knowledge of

a.) The organization of the Continuing Care system in the province, including the
mechanism of referral to it, and the criteria for admission to it.

b.) The levels of care, and types of facilities which exist in the province

c) Appropriate costs of care in the community and 1n the facilities, the sources of

funding, and the major players in community and facility administration.
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5. A trainee knows the roles of acute-care, facilitv-care, and home-care, the duties of the care-workers

and their authority

5.1

Skills
5.1.1 A trainee demonstrates adroitness in harnessing the system of care, to include:
a.) determining the formal and informal support-system unique to each patient/family
b.) employing the appropriate parts of the system in an efficient timely and responsible
fashion.
c.) monoring the effects of the individual plan, and adjusting/negotiating accordingly

6. The Family Physician is a Resource to a Defined Practice Population

6.1.

6.2

6.3

Attitudes
6.1.1. A trainee appreciates the role of the Family Physician in advancing population-based
medicine and preventive medicine.

a.) immunization\
b) Prostate/Breast-cancer screening programmes
c.) monitoring blood pressures/blood glucose readings/medication compliance
Knowledge
6.2.1 A trainee is familiar with evidence-based medical care of the elderly
a.) reputable health promotion websites
b) information materials on management of “geriatric-giants”
c.) knowledge of support groups. specialized Geriatrics programmes and how to
refer
Skills
6.3.1 A trainee assures regular self-evaluation of effectiveness of care
a.) emplioying measurement outcome

b.) data-base
6.3.2 A tranee demonstrates ability to operate effectively in leading/managing the care needs
of frail failing older people and their families

a.) setting up the individualized care-plan
b.) monitoring the effectiveness of the health-care system
c.) participating 1n activities leading to quality-improvement (CME, committees)
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Appendix 1

OBJECTIVES FOR TRAINING OF GENERAL PRACTITIONERS N

GERIATRIC MEDICINE

Amended from the report of the British Geriatrics Society and The Royal College of General
Practitioners (“Training General Practitioners in Geriatnc Medicine” [1])

The care of elderly people has been re-ordered under the five areas identified in “The Future
General Practitioner - Learning and Teaching” [9]:

e Human development.

¢ Human behaviour

o Medicine and society

e Health and diseases

e The practice

At the conclusion of his/her vocational training the doctor should be able to carry out the following.

o HUMAN DEVELOPMENT

1 Describe, discuss and compare theories of ageing.

2 Describe and relate the physical, psychological and social changes which may occur In old
age.

3. Descnbe and relate the physical, psychological and social adaptations which the old person
makes, and to the breakdown of these adaptations.

e Human Behaviour

1. Describe the ways in which physical, psychological and social changes in the environment of
the old person manifest themselves early as changes in behaviour.

2. Describe the tendency to disengage in old age, and the interplay between the previous
personality and experience of the patient and the present tendency to disengagement.

3 Describe in terms of the patient's behaviour the consequences of an awareness of
detenoration unsociability, motivation, mood, or sexual function.

4. Descnbe the effects of these behavioural changes in old age on family relationships.

5. Describe those changes in behaviour which may be the first manifestation of disease
processes likely to occur in old age.

6 Exhibit appropnate attitudes to the care of old people, and manifest these attitudes in the
doctor-patient relationship.

7 Demonstrate an awareness of recent progress in gerontology

o Medicine and Society

1 Describe the influence of culture and social class on the status of old people in the family and
in society at large.

2. Describe how current medical education determines the personal care of the elderly by the
profession.

3. Describe and illustrate the relationship between the attitudes of society towards old people,
and the allocation of medical and social resources.

4. Describe the development of social and medical care for the elderty in our society.

5 Describe the major medical and social agencies, statutory and voluntary, and specify their
particular activittes and areas of concern in the care of the elderly.

6 Demonstrate the uses of epidemiology in the care of the elderly.

7 Describe the effects of government policy and the contractual obligations of general
practitioners in the National Health Service for the care of the elderly

8. Construct appropriate programmes of preparation for retirement.

9 Demonstrate an understanding of the needs of the informal carers of older people and how
these can be met if the continuing well being of older people is to be maintained.
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10. Descnibe the ethical aspects of care of older people and how they are taken into account in
providing care through general practice.

e Health and Diseases

1 Describe the physical factors, particularly diet, exercise, temperature, and sleep, which affect
the health of the old person

2. Descnbe the social factors, including previous occupation, financial status, housing, social
involvement, and marital status, which influence Iife in old age, and the interrelation between
health status and social status.

3 Describe those threats to the integrity of the old person, such as retirement, bereavement,
isolation, institutionalisation, and impending death.

4 Describe the importance of health education and health promotion in maintaining the heaith of
_ older people and the practical implications for general practice.

5. Describe the features, peculiar to the elderly, which modify the presentation of diseases, their
course and management.

6. Describe the management of the conditions and problems commonly associated with old age
such as stroke, falls, Parkinson’s disease, confusion, etc.

7. lustrate the way in which a number of different disease processes commonly occur in the
same older person.

8. List the pecuhar difficulties of taking a clinical history from an old person, with due regard to Iis
slower tempo and possible unreliability, and the evidence of third parties, and demonstrate the
apprepriate skills required

9 Outline the special features of the clinical examination of elderly men and women

10. Demonstrate understanding of the changes in the normal range of laboratory values that are
found in older people.

11 Descnbe the special features of prognosis of diseases in old age and relate these to an
appropriate plan for further investigation and management.

12. Describe the way In which the management of disease processes in old age is influenced by
the psychological state and the social situation of the old person.

13. List the special factors associated with the absorption, metabolism and excretion of drugs
given to the elderly

14. Describe the hazards of drug treatment in old age, including the problems posed by multiplicity
of drugs, non-compliance, and iatrogenic disease.

15 Demonstrate an appreciation of the uses and the limitations of surgery and rehabilitation in the
treatment of diseases of old age.

16. Describe the special features of psychiatric diseases In old age, including an appreciation of
the features of brain failure, and the effects of disorders of physical function on the mental state.
17 Demonstrate the skills of taking a psychiatric history from an old person, including how to
assess intellectual function (e g. using short mental status questionnaires), and how to evaluate
the testimony of third parties.

18. Demonstrate the skills required in management of older people with a psychiatric disorder
such as’

a) Deciding on the appropriate milieu of treatment;

b) Listing the indications for specialist psychiatric or gernatric care;

¢) Describing the indications and procedures for compulsory admission,

d) Assessing the quality and motivation of those persons available to care for the patient;

e) Advising on testamentary capacity, and advising on the management of affarrs, e g. by the
Court of Protection.

THE PRACTICE
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1. Organise his/her practice for the benefit of his/her elderly patients so as to ensure ease of
contact, appropriate timing of appointments, and satisfactory cover for emergencies, as well as
provide information about these services of the practice, and opportunities for older people and
their carers to comment on these.

2. Develop policies for the primary care team, so as to ensure control of repeat prescriptions, the
appropriate use of screening or case-finding pregrammes, and the care of old people in all forms
of residential accommodation.

3. Develop systems and policies for the care of older pecple in all forms of residential
accommodation.

4 Advise individual patients about the available types of appropriate residential accommodation.
5 Effectively use the various statutory and voluntary services for support of the elderly in the
community

6. Effect liaison and co-operate with the many different disciplines and persons involved in the
care of the elderly.

7. Demonstrate an effective use of local hospital resources, including general hospital and
general practitioner beds.

8 Demonstrate an understanding of the management of the transfer from one system of care to
another, the complications that can arise and how they can be prevented and managed

9. Ensure that the provision of care promotes the patient's sense of identity and personal dignity.
10. Demonstrate understanding of the obligations of the general practitioner under the 1990
contract to older people on the practice list, and the practicalities of how these can be fulfilled.
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Appendix |
ATTRIBUTES OF THE INDEPENDENT PRACTITIONER

(GENERAL MEDICAL COUNCIL EDUCATION COMMITTEE, 1987)

The General Medical Council's Education Committee published its recommendations on the
training of specialists in October 1987. These identified the attributes of the independent
practitoner which are presented here to provide the background against which the specific
recommendations for general practitioner vocational traning in geriatric medicine should be
considered.

“All doctors share a common role in the prevention or alleviation of disease or distress through
appropriate intervention” Education and training for specialties should not only include acquisition
of the technical knowledge and skills of a particular specialty or its branches, but also
development of the attributes set out below, together they contribute to a doctor's professional
development

1. The ability to solve clinical and other problems in medical practice, which involves or
requires:

a) an intellectual and temperamental ability to change, to face the unfamiliar and to adapt to
change;

b) a capacity for individual, self-directed learning; and

¢) reasoning and judgement in the application of knowledge to the analysis and interpretation of
data, in defining the nature of a problem, and in planning and implementing a strategy to resolve
it

2. Possession of adequate knowledge and understanding of the general structure and
function of the human body and workings of the mind, in health and disease, of their
interaction and of the interaction between man and his physical and social environment.
This requires:

a) knowledge of the physical, behavioural, epidemiological and clinical sciences upon which
medicine depends;

b) understanding of the aetiology and natural history of diseases;

¢) understanding of the impact of both psychological factors upon illness and of iilness upon the
patient and the patient’s family;

d) understanding of the effects of childhood growth and of later ageing upon the individual, the
family and the community; and

e) understanding of the social, cultural and environmental factors which contribute to health or
iliness, and the capacity of medicine to influence them

3 Possession of consultation skills, which inciude:

a) skills in sensitive and effective communication with patients and their famihes, professional
colleagues and local agencies, and the keeping of good medical records,

b) the clinical skills necessary to examine the patient's physical and mental state;

c) the ability to exercise sound clinical judgement to analyse symptoms and physical signs in
pathophysiological terms, to establish diagnoses, and to offer advice to the patient taking account
of physical, psychological, social and cultural factors; and

d) understanding of the special needs of terminal care.
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4 Acquisition of a high standard of knowledge and skills in the doctor’s specialty, which
include:

a) understanding of acute iliness and of disabling and chronic diseases within that speciality,
including their physical, mental and social implications, rehabilitation, pain relief, and the need for
support and encouragement; and

b) relevant manual, biochemical, pharmacological, psychological, social and other interventions
in acute and chronic illness.

5. Willingness and ability to deal with common medical emergencies and with other
illness in an emergency.

6 The ability to contribute appropriately to the prevention of illness and the promotion of
heaith, which involves:

a) understanding of the principles, methods and limitation of preventive medicine and health
promotion,

b) understanding of the doctor's role in educating patients, families and communities, and in
generally promoting good health; and

c) the ability to identify individuals at nsk and to take appropriate action

7. The ability to recognise and analyse ethical problems so as to enable patients, their
families, society and the doctor to have proper regard to such problems in reaching
decisions; this comprehends:

a) knowledge of the ethical standards and legal responsibilities of the medical profession,

b) understanding of the impact of medico-social legisiation on medical practice; and

c) recognition of the influence upon his or her approach to ethical problems of the doctor's own
personality and values.

8 The maintenance of attitudes and conduct appropriate to a high level of professional
practice, which includes:

a) recognition that a blend of scientific and humanitanan approaches is required, involving a
critical approach to learning, open-mindedness, compassion, and concern for the dignity of the
patient and, where relevant, of the patient’s family;

b) recognition that good medical practice depends on partnership between doctor and patient,
based upon mutual understanding and trust; the doctor may give advice, but the patient must
decide whether or not to accept it;

C) commitment to providing lgh quality care, awareness of the limitations of the doctor’s own knowledge and of
existing medical knowledge, and recognition of the duty to keep up-to-date in the doctor’s own specialist field and
to be aware of developments n others; and

d) willingness to accept review, including self-audit, of the doctor’s performance.

9 Mastery of the skills required to work within a team and, where appropriate, assume
the responsibilities of team leader, which requires:

a) recognition of the need for the doctor to collaborate in prevention, diagnosis, treatment and
management with other health care professionals and with patients themselves;

b) understanding and appreciation of the roles, responsibilittes and skills of nurses and other
health care workers; and

c) the ability to lead, guide and co-ordinate the work of others

10. Acquisition of experience in administration and planning, including:

a) efficient management of the doctor's own time and professional activities,

b) appropnate use of diagnostic and therapeutic resources, and appreciation of the economic
and practical constraints affecting the provision of health care, and

¢) willingness to participate, as required, in the work of bodies which advise, plan and assist the
development and administration of medical services, such as NHS authonties, Royal Colleges
and Faculties, and professional associations.
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11. Recognition of the opportunities and acceptance of the duty to contribute, when
possible, to the advancement of medical knowledge and skill, which entails:

a) understanding of the contribution of research methods, and interpretation and application of
others’ research in the doctor's own specialty; and

b) willingness, when appropriate, to contribute to research in the doctor's specialist field, both
personally and through encouraging participation by junior colleagues.

12. Recognition of the obligation to teach others, particularly doctors in training, which
requires:

a) acceptance of responsibility for training junior colleagues in the specialty, and for teaching
other doctors, medical students, and other heaith care professionals, when required;

b) recognition that teaching skills are not necessarily innate but can be learned, and willingness
to acquire them; and

¢) recognition that “the example of the teacher is the most powerful influence upon the standards
of conduct and practice of every trainee.”
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BRITISH GERIATRICS SOCIETY

Compendium Document F4 (Revised 2000)

BGS TRAINING COMMITTEE
RECOMMENDED READING LIST

11 JOURNALS
e o Age & Ageing
s « Gerontology
s o [nternational Journal of Genatric Psychiatry
e o Journal of the American Genatrics Society
e o Journal of Geriatric Psychiatry and Neurology
e o Journal of Gerontology
s o Reviews in Clinical Gerontology

e o C.ME. Journal - Geriatric Medicine

2 TEXTBOOKS (General)

e o Brocklehurst Textbook of Genatric Medicine and Gerontology. Tallis. 5th edition
1998. ISBN 0-443-053707.

e o Oxford Textbook of Geratric Medicine. Grimley Evans 2000 ISBN 0192628305

¢ o Principles and Practice of Geriatric Medicine. Pathy 3rd edition 1998. ISBN 0-
471963488

e o Principles of Geriatric Medicine and Gerontology. Hazzard. W et al 4th edition 1999
ISBN 007 0275025

o o Merck Manual of Geriatrics. Abrams 3rd edition 2000. ISBN 0911910883

e o Acute Emergencies and Critical Care of the Geriatric Patient. Yoshikawa. Norman.
Marcel Dekker. ISBN 0824703456

3 GENERAL INTRODUCTION FOR UNDERGRADUATES AND OTHERS
o o [ecture Notes in Geriatics Coni. Webster 5th edition 1998. ISBN 086542750X
e o [Essentials of Clinical Genatrics. Kane et al 4th edition 1999. ISBN 0070344582.

e o Essentials of Health Care of the Elderly. Bennett & Ibrahim 2nd edition 1995 ISBN
0340545593

e+ o Ageing - The Facts. Coni Davison Webster 2nd edition 1992. ISBN 019262149-1
ISBN 019262150-5
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e « Genalric Medicine - Problems in Practice Pathy. Finucane 2nd edition 1991 ISBN
04792403-2

e e Physiological basis of Ageing and Genatrics. Timiras 2nd edition 1995. ISBN
084938979-8

e o Medicine in Old Age Allen 1998 ISBN 0443057788
s o Acute Medical iliness in Old Age Sinclair. Woodhouse 1995. ISBN 0412569205

4 4 BOOKS - REPORTS IN SPECIALIST AREAS

*» « Neurology of the Elderly. Godwin-Austen. Bendall. Springer 1990. ISBN
3540195939.

e o Neurodegenerative Diseases. Caine I1SBN 07216 4349 3.

e e Principles and Practice of Geriatric Psychiatry. Copeland 2nd edition 2001. ISBN
0471981974.

e  Psychiatry in the Elderly. Jacoby Oppenheimer 2nd edition 1996. iISBN 019
2627880.

e < Diagnosis and Management of Dementia. Wilcock, Bucks, Rockwood 1998 QUP
e o ISBN 0192628224
e e Parkinson’s Disease in the Older Patient. Playfer Hindle 2001 ISBN 0340759143

e o Parkinson’s Disease - Parkinsonism in Elderfy. Meara, Koller CUP 2000. ISBN
0521628849.

e o Skin Disease in Old Age. Marks 1998. ISBN 1853172278

e o Colour Atlas and Text of Dental Care for the Elderly. Yemm et al. Mosby, 1993.
ISBN 0723417105

* o Textbook on Diagnostic Imaging in the Elderly. Impallomeni, et al. 1999. ISBN
1899066888.

e « C(Clinical Cardiology in the Elderly. Chester 1999 ISBN 0879934212.
e o Clinical Heart Disease on Old Age. Martin. Camm 1994 ISBN 047194064X

» e Respiratory Disease in the Elderly Patient. Connolly M 1996 Chapman Hall ISBN 0
412 56830 6.

e o Geriatric Nutrition the Health Professional’s Handbook. Ronni Chernoff. Aspen,
2000. ISBN 0834210827

e o Geroanaesthesia. Muravchick. Mosby, 1996. ISBN 0801672384

* o Principles and Practice of Geriatric Surgery. Rosenthal. Springer Verlag, New York,
2000 ISBN 0387983937

e e Surgical Care for the Elderly Benton, Adkins, William, Scott. Lippincott, Williams &
Wilkins, 1997. ISBNQO781714508

e Cancer in the Elderly. Hunter Johnson. Muss 2000. ISBN 0824702786
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s o Infections in Elderly People. MacLennan. ISBN 0340 559330.

e o Assessing Elderly Patients. Philp ISBN 1 85083 034 7.

e o Diabetes in Cld Age Sinclair 2nd edition 2000. ISBN 0471 490105

e o Care of the Long Stay Elderly Patient. Denham 3rd edition 1996. ISBN 0412606704
e Incontinence in the Elderly. Tobin 1992. ISBN 0340545585.

e o Genatric Day Hospitals: Their role and guidelines for good practice. BGS/RCPRU
1994,

e o Clinical Audit Scheme for Geriatric Day Hospitals. Dickinson. Brocklehurst 1994.
RCPRU

e o Preventative Care for Elderly People. Kennie D Cambridge University Press 1993
ISBN 0521430445

s o FElderly People and the Law. Ashton G R. Butterworth 1994 ISBN 0406022755

e e Falls in Older Persons: Prevention — Management. R Tideiksaar. Health Professions
Press ISBN 1878812440

e o fallsin Older People. Lord, Sherrington. CUP, 2000. ISBN 0521589649
e o Syncope in the Older Person. RA Kenny (ed.) Arnold, 1995 ISBN 0412568101

e o Medical Ethics and the Elderly, a practical guide. Rai. Harwood Academic
Publishers. 1999. ISBN 9057024039.

e o Withholding and Withdrawing Life-prolonging Medical Treatment - guidance for
decision making. British Medical Association. 1999

e o Making Decisions, the Government’s proposals for making decisions on behalf of
mentally incapacitated adults. Stationery Office, 1999 (Cm4465)

e e Assessment of Mental Capacity, guidance for doctors and lawyers. British Medical
Association, 1995

e o Advance Statements about Medical Treatment, Code of Practice with explanatory
Notes. British Medical Association, 1995

e o [aw and Medical Ethics. McCall Smith, 5th edition Butterworths, 1999. ISBN
0406896364.

e o Futhanasia Examined - ethical, clinical and legal perspectives. John Keown,
Cambridge University Press, 1897. ISBN 0521586135.

e o Medical Futility and the evaluation of life-sustaining interventions. MB and HD
Zucker, Cambridge University Press, 1997. ISBN 0521568773

e o The Ethics of Health Care Rationing, principles and practices. John Butler, Cassell,
1999. ISBN 0304705829.

e e FEthics in Medical Research, a handbook of good practice Trevor Smith, Cambridge
University Press, 1999 ISBN 0521626196
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