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created appropriately with an appreciation for 
the unique individuality of every older adult. 

 As we set out to build on the strong work 
of previous editions, we had a strong sense that a 
more extensive discussion of the context of care 
along with external forces that shape geriatric as-
sessment would be useful to our reading audience. 
There has been a strong and positive shift over 
the past several years to focus on what matters 
most to the older person who is being assessed 
in order to ensure that his or her goals are met 
and that the subsequent care plan is  co- developed  
between the older adult and the care team with 
those goals very intentionally stated and re-
corded. We are pleased that all the authors here 
have made a concerted effort to align their as-
sessment recommendations with this in mind.

We have organized the Fifth Edition very pur-
posefully, leading with the context and future of 
geriatric care along with a salute to the  success 
story of our aging demographics over the past 
century. We believe that the greatest success story 
of the past century is longevity and our assess-
ment skills have needed to be continually honed 
to address the “longevity dividend.” Chapters 
4 through 6 discuss system issues as related to 
geriatric care and take us from current inno-
vations to goals and aspirations for the future. 
Chapters 9 through 13 underscore the impor-
tance of person-centered goals with an empha-
sis on self-care in the family context within the 
framework of vulnerability and risk. We’re espe-
cially pleased that we are at an inflection point in 
health care where this emphasis on goal- directed, 
person-centered care is evolving rapidly.

Chapters 14 through 18 underscore the 
essential value of excellent interdisciplinary 

The Handbook for Geriatric Assessment, Fifth 
Edition is an exceptional compilation of 
over three decades of extraordinary in-

terdisciplinary research and practice experi-
ence from leaders in the field of aging who have 
 established the gold standard for assessing older 
adults. We are proud of the role our respective 
foundations have played in supporting the indi-
viduals who have advanced our understanding of 
geriatric assessment, many of whom are authors 
here. What has changed over five editions? The 
fields of geriatrics and gerontology have grown 
dramatically. We have more tools to help people 
live longer and we know a great deal more about 
what works well and what doesn’t, particularly 
when it comes to older adults. Maybe the most 
important change over the five editions is the 
growing realization that what matters to older 
people needs to play a much larger role in how 
we assess needs and plan care. 

It goes without saying that in the absence of 
excellent assessment, there can be no effective 
care planning, care management, or understand-
ing of appropriate measurement, of outcomes 
stemming from that assessment. As healthcare 
professionals we all worry about errors of omis-
sion: Did I forget to do the right thing? Excel-
lent assessment helps us make sure not only that 
we remember to do the right thing but maybe 
even more importantly, protects us from er-
rors of commission–actually doing something 
that doesn’t improve clinical outcomes or even 
worse, goes against the functional or personal 
goals that older people have for themselves. 
When clinicians start with the right data that 
can illuminate strengths and weaknesses of those 
older persons being assessed, the plan of care is 

Preface
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teams in geriatric care and the way in which 
high-functioning teams lead to quality outcomes, 
value, and allow each team member to contribute 
unique knowledge that can be brought to bear 
on this work. Chapter 19 is rich with examples 
of models of care that are effective once assess-
ment data lead to plans that require such models 
and Chapter 20 provides essential information 
related to advance care planning.

Chapters 21 through 26 take a deeper look 
at key aspects of the of geriatric assessment that  
focus on well-being, dignity, and interdepen-
dence and underpin the quality of life of older 
adults, including cognitive assessment, recog-
nizing  elder mistreatment assessment, function 
physical assessment, and pain assessment. We 
believe this cluster of chapters recognizes the in-
herent interactions of pain, cognition, mistreat-
ment, and function. 

An area of growing research, enhanced policy 
focus, and increased visibility among the general 
public is the profoundly important role that fam-
ily caregivers play in the lives of older adults and 
the risks that caregivers’ themselves face. There are 
over 40 million family caregivers in our country, 
with over 18 million providing care for frail older 
adults. Caregivers may be spouses, adult children, 
extended family, or friends. Mounting evidence 
demonstrates that caregivers may face worsening 
health status, increased likelihood of depression, 
and, for working-age adults, a substantial loss of 
income and productivity. As a result, we believe 
that inclusion of caregiver assessment is absolutely 
mandatory for contemporary best practice. As our 
population ages, both care recipients and caregiv-
ers must be thought of as a continuous dyad with 
attention to both for successful outcomes.

Another area of growing understanding is 
the special risk that transitions represent in the 
lives of older adults. For older adults, particularly 

those with chronic medical problems and func-
tional limitations, continuity and stability are the 
key to preserving health and function.  Evidence 
shows that even when completely clinically 
 appropriate—a hospitalization for pneumonia 
for example—an older person may well be dis-
charged at a lower functional  status and that this 
functional loss may never be regained. Assess-
ment of transitions (such as hospital to home or 
skilled nursing facility), home assessment, and a 
strong understanding of the community setting 
assessment parameters are paramount to under-
standing the lived experience of the older adult. 
Furthermore, assessing safety for older adults 
is a critical aspect of care planning whether it’s 
in the context of driving or in the context of a 
natural or man-made disaster scenario. Unfor-
tunately, assessment of specific settings of care 
including nursing homes and emergency rooms, 
and the entire continuum of care has tradition-
ally been extremely fragmented. In response to 
this expanded and more holistic need, in this  
Fifth Edition we have intentionally brought in-
creased focus to proactively planning for and 
managing transitions as part of the assessment 
and care planning. 

This Fifth Edition documents the important 
advances that geriatrics and gerontology have 
made over past decade. We have endeavored to 
bring together absolutely the best thinking about 
how to put these learnings to work to improve 
direct clinical care to improve both the quality of 
life and quality of health of older adults. Strong, 
evidence-based, holistic, and person-centered 
assessment provides the basis to achieve these 
important goals. We wish to acknowledge all of  
the previous editors and authors of Handbook 
of Geriatric Assessment; because of their excel-
lent work, we’ve had a solid roadmap for this 
fifth edition.

Preface xv
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Through the Older Person’s 
Eyes: What Matters
Terry Fulmer and Bruce Chernof

Key Terms

Patient-directed
Person-centered

Person- and family-centered
Shared decision-making

ChapTer ObjeCTives

1. Recognize the history and trajectory of older persons’ participation in their own health care.
2. Understand the role of healthcare providers in changing the paradigm to person-directed care.

 ▸ Introduction
The greatest success story of the 20th century 
has been the story of longevity. As illustrated 
in Figure 1-1, at the beginning of that century, 
the human lifespan was approximately 46 years; 
today, it is nearly 80 years. With added years to 
life, there has been a paradigm shift away from 
acute medical management and disease man-
agement and toward chronic disease manage-
ment, with the average person older than the age 

of 65 having 3 to 5 chronic conditions and tak-
ing 5 to 10 medications. With this complexity 
in the healthcare regime for older people comes 
multiple decisions and an important and deeply 
personal need for older persons to feel that their 
clinicians are truly in sync with their personal 
preferences and wishes for care.

The future of health care for older adults— 
particularly those who have complex chronic 
needs, functional limitations, or cognitive 
impairment—will be founded on strong care 
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planning and coordination that encompass not 
just medical problems, but an older person’s full 
range of needs. Next generation care planning 
for older adults will have to balance their per-
sonal goals and desires alongside their medical 
needs. This care planning can be both compli-
cated and nuanced when personal goals and per-
ceptions about best medical care don’t entirely 
align. It is human nature to want autonomy for 
ourselves and safety for others—sometimes  
what healthcare providers might recommend 
as the safest course or the possibility that there 
might be one more medical intervention that 
could be attempted—may not be what the older 
person wants.

The key to care planning in this more com-
plicated and nuanced environment is multifaceted 
assessment. There are a wide range of general 
and specific assessment strategies and tools that 
can help clinicians screen for needs and assess 
treatments and interventions as well as deeply 
explore an older adult’s personal goals. This 
multi-faceted approach, using a set of assessment 
tools tailored to the specific needs of an older 
adult, provides the foundation by creating the 
database that underpins person-centered care.

The evolution of the person-centered care 
imperative and the language that describes it 
really tell the story. In 1973, Woody and Mallison 
addressed the issue of the problem-oriented sys-
tem for patient-centered care, drawing on Weed’s 
work in 1969 at Case Western Reserve University. 
Weed (1969, cited in Woody & Mallison, 1973)  
was quoted as saying, “the medical record is 
such a tangle of illogically assembled bits of 
information that one cannot reliably discern 
from it how or whether the physician defined 
and logically pursued each problem.” In those 
early years, as intensive care units were begin-
ning to flourish and technology was develop-
ing at an exponential pace, documentation of 
the person’s health, let alone the individual’s 
thoughts or preferences, was extremely limited 
in the face of this gain in complexity. Rothman’s 
powerful book, Strangers at the Bedside: A His-
tory of How Law and Bioethics Transformed 
Medical Decision Making (1991), traces the 
history of medical decision  making from the 
mid-1960s to today, describing why the doctor–
patient relationship has been so  dramatically 
changed by lawyers judges,  legislators, and 
academics. A review of the literature shows 

Figure 1-1 Life expectancy improvements in the 20th century, Washington.
Data from arias, e., heron, M., & Xu, J. Q. (2016). United States life tables, 2012.  
National Vital Statistics Reports, 65(8), 1-64. hyattsville, MD: National Center for health Statistics.
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Figure 1-2 Evolution of person-centered decision-making in healthcare.
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a clear longing by the public and by a vast 
majority of clinicians to get back to relational 
care and care planning. Interestingly, the 
shared decision- making, patient-directed, 
patient-centered, person-centered, person- 
and family- centered, person-directed narra-
tive has been evolving in a strong and positive 
way, and this trend continues today (Figure 1-2).  
As the baby boomers have come of age—more 
than 10,000 Americans turn 65 every day—a 
new type of care, with the person driving that 
care, is the expectation.

Early on, Charles, Gafni, and Whelan (1997) 
reminded us that shared decision making in a 
medical encounter requires at least two peo-
ple—a patient and a physician. One might argue 
today that this process now requires the person 
seeking care and the appropriate clinician—
whether that be the social worker, the nurse, the 
pharmacist, the rabbi, or any other appropriate 
member of the healthcare team. The notion of 
patient empowerment and self-efficacy have 
been another important part of the medical 
decision-making narrative over many decades 
(Anderson et al., 1995; Eskildsen et al., 2017; 
Sak, Rothenfluh, & Schulz, 2017).

 ▸ The Importance of 
Soliciting and Acting 
on What Matters

In this new era of value- and quality-based pay-
ment, what matters to the older person receiving 
care is now even more important. The tectonic 
shift that took place in 2001 with the publi-
cation of Crossing the Quality Chasm: A New 
Health System for the 21st Century (Berwick, 
2002) changed the way healthcare professionals 
think about the patient voice. Recommendation 

4 of that report proposed eight rules for ensur-
ing the patient voice (Berwick, 2002):

1. Care based on continuous healing 
relationships. Patients should receive 
care whenever they need it and in 
many forms, not just face-to-face 
visits. This rule implies that the 
healthcare system should be respon-
sive at all times (24 hours a day, every 
day) and that access to care should 
be provided over the Internet, by 
telephone, and by other means in 
addition to face-to-face visits.

2. Customization based on patient 
needs and values. The system of care 
should be designed to meet the most 
common types of needs, but have the 
capability to respond to individual 
patient choices and preferences.

3. The patient as the source of control. 
Patients should be given the necessary 
information and the opportunity to 
exercise the degree of control they 
choose over healthcare decisions that 
affect them. The health system should 
be able to accommodate differences 
in patient preferences and encourage 
shared decision making.

4. Shared knowledge and the free flow 
of information. Patients should have 
unfettered access to their own medical 
information and to clinical knowl-
edge. Clinicians and patients should 
communicate effectively and share 
information.

5. Evidence-based decision making. 
Patients should receive care based 
on the best available scientific know-
ledge. Care should not vary illogically 
from clinician to clinician or from 
place to place.

The Importance of Soliciting and Acting on What Matters 3
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6. Safety as a system property. Patients 
should be safe from injury caused 
by the care system. Reducing risk 
and ensuring safety require greater 
attention to systems that help prevent 
and mitigate errors.

7. The need for transparency. The healthcare  
system should make information 
available to patients and their families 
that allows them to make informed 
decisions when selecting a health 
plan, hospital, or clinical practice, 
or when choosing among alterna-
tive treatments. This should include 
information describing the system’s 
performance on safety, evidence-based 
practice, and patient satisfaction.

8. Anticipation of needs. The health sys-
tem should anticipate patient needs, 
rather than simply reacting to events.

All clinicians long for faster progress in the 
march toward this paradigm shift so that we can 

ClInICAl VIgnETTE

Mr. T was 98—almost 99—when he died. He was physically small but had a great wide smile, piercing 
blue eyes, and a shock of white hair. It seemed he spent more time in the hospital than home with his 
wife owing to his end-stage dilated cardiomyopathy, chronic poorly compensated congestive heart 
failure, and a host of different arrhythmias. In the same month, Mr. T was admitted to my service three 
times. During that third admission, I sat down with Mr. T and his wife and said, “I know you understand 
we can’t cure these things, but we can try and manage them so that you can do what is really 
important to you. Tell me your goals, and let’s see if can get there together.”

What became clear immediately was that Mr. T wanted to be home with his wife as much as 
possible and not in the hospital unless it was really necessary. What also became clear was that his 
biggest goal was to be alive and as healthy as possible so he could attend his daughter’s wedding, 
which was some six months away. With this brief but clear discussion, we had the outlines of a 
plan. Every medical decision needed to be made with the plan in mind—that is, would X treatment 
or Y medication help Mr. T stay at home and increase his chances of getting to his daughter’s 
wedding?

This “plan” mystified most of the hospital staff at first because Mr. T and his wife guarded it 
jealously. The couple asked lots of questions when new providers appeared with one more new 
treatment option that could be tried. They said no even when doctors and nurses stood in front of 
them, perplexed by their refusal. And most challenging of all, the couple would often say, “We won’t 
say yes or no until you talk to my personal doctor.” Ultimately, though, the plan worked really well. 
When arrhythmias became more frequent and complex, worsening Mr. T’s heart failure, a big family 

better hear the voice of the person in the direc-
tion of their care. Indeed, 16 years after the pub-
lication of Crossing the Quality Chasm, we still 
struggle to put its recommended concepts into 
practice. The Institute for Healthcare Improve-
ment has done more than any other organiza-
tion in the country to keep our feet to the fire 
on this issue, but much remains to be done to 
make real changes in the system.

The Lown Institute has helped practition-
ers in the aging field understand how value, 
resource utilization, and patient satisfaction are 
inextricably bound together (Brownlee & Ber-
man, 2016). The monograph by Brownlee and 
Berman (2016) posits that several barriers to 
achieving value-based (person-centered) care 
exist, including a public appetite for the “more 
is better” concept, our inherent dislike as con-
sumers for understanding healthcare value and 
costs, a lack of appreciation for the harm that 
can ensue from overtreatment, and lack of dis-
cussion related to price, value, and trade-offs. 
The following vignette illustrates these points.
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BEST PrACTICES And PrACTICE ChAllEngES

This brief synopsis of the genesis and trajectory of patient inclusion is presented here very intentionally 
in a handbook of geriatric assessment. It highlights the intersection between the goals of the 
healthcare system (quality of health: to improve health outcomes and prolong life) and the goals 
of the individual (quality of life: to live with dignity, agency, and a high level of function). In that 
overlap lies value for healthcare payers, providers, and the older adults who are the recipients of care. 
Key questions in finding that sweet spot include the following: Are we practicing prudent geriatric 
assessment? What is the time spent and value of the assessment? To which end, for whom, and with 
which type of systematic evidence and evidence-based follow-up is the assessment taking place?

Older people have unique needs that are often overlooked. Notably, the traditional public health 
prevention framework of primary, secondary, and tertiary prevention applies as much to older people 
as it does to other populations.

Primary prevention focuses on universal opportunities to help people prepare for their needs as 
they age (such as disease prevention in younger adulthood), as well as the strategies that can help 
older persons remain successfully in the homes and communities of their choice. These strategies 
address issues ranging from the physical fabric of the communities in which those individuals live (e.g., 
are there curb cuts at all crosswalks?), to proactive modifications in the home setting, thinking through 
transportation options, and explicitly expressing their desires as they age to both family and healthcare 
providers.

Secondary prevention expressly targets those at risk, providing additional supports and/or services 
to help mitigate these risks. The traditional acute-care-oriented U.S. healthcare system tends to 
view secondary prevention as the aggressive treatment of disease (think about a cancer diagnosis 
or diabetes), with the explicit goal of cure or disease complication mitigation and the prolongation 
of life. In older adults, however, secondary prevention might include interventions such a robust 
falls prevention program for an older person whose vision is limited by diabetic complications or a 
community engagement strategy to stave off social isolation and depression.

Tertiary prevention in older adults seeks to mitigate the impact of serious chronic, life-impacting 
conditions and preserve or enhance functional status. Cure is not generally an option in tertiary 
prevention. Thus, the focus of the healthcare system needs to remain squarely on quality of life and 
simply the technical quality of health or healthcare delivery.

conference resulted in a change in medications but no pacemaker. The risk of the procedure just 
wasn’t worth it with wedding drawing closer.

Unfortunately, Mr. T spent his 98th birthday in the hospital. When our ward team rounded on him 
that morning, we asked him what he wanted for his birthday. His reply: “Honestly, just a plate of piping 
hot spaghetti with lots and lots of red sauce.” So, we sent a medical student out to the Italian restaurant 
around the corner to arrange a birthday lunch. As you might imagine, that plate of spaghetti didn’t 
quite meet the low salt dietary restrictions imposed by the cardiologist.

When the wedding arrived, Mr. T was able to attend and had a marvelous time. The pictures from 
the day shared by his wife with all the hospital staff were a revelation for everyone. Mr. T died in sleep at 
home, two days after his daughter’s wedding. In retrospect, he had spent less time in the hospital over 
the past six months compared to similar time periods over the last several years. Also, he felt better 
than he had in a long time even though his medical problems never went away and were actually 
getting progressively worse. At the end of his life, Mr. T’s care shifted from volume to value, quality of 
life and quality health were both considered, and ultimately both the providers and the patients were 
more satisfied.
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As population longevity has increased, how-
ever, more and more older adults are living with 
chronic illnesses and functional limitations for 
many years of their lives and not simply when 
they are very sick or toward the end of life. They 
live with these impacts every day, not just when 
they are formally “patients” lying in a hospi-
tal bed waiting for a procedure or sitting in the 
doctor’s office exam room. Research demon-
strates that these social determinants of health 
are important drivers of the variability in med-
ical expenditures (Figure 1-3).

For older adults, four important sources of 
variation drive direct healthcare spending: their 
medical care, health behaviors, social support 
network, and physical environment (including  
their home and surrounding community). 
Patient-centered care largely (but not entirely) 
focuses on the medical sources of variation and 
measures quality mostly through the paradigm 
of “quality of health” measures. As we age, quality 
of life may be just as important as—and possibly 
more important than—quality of health alone. 
Work by Fried and colleagues (2011) has given 
us a roadmap for helping older persons achieve 
healthcare decision making that is centered 

 ▸ Patient-Centered 
Versus 
Person-Centered: 
Sources of Variation 
Are More Than Just 
Medical

In the 1980s, frustration with an increasingly 
fragmented healthcare delivery system caused 
the Picker Commonwealth Institute (Picker 
Foundation) to define patient-centered care 
as healthcare delivery that explicitly incorpo-
rates the experience and desires of the patient 
(Gerteis, Edgman-Levitan, Daley, & Delbanco, 
1993). The definition of patient-centered care 
represented an important step forward, usher-
ing in the goal of shared decision making as a 
critical tenet of the provider–patient relation-
ship. The principles that define effective shared 
decision making are the backbone the Crossing 
the Quality Chasm report’s recommendations 
outlined earlier.

Figure 1-3 Per capita Medicare spending by chronic condition and functional impairment.
rodriguez, S., Munevar, D., Delaney, C., Yang, L., & tumlinson, a. (2014). Effective management of high-risk Medicare populations. Washington, DC: avalere health LLC.
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themselves, their caregivers, their healthcare sys-
tem, or their homes or the community where 
they live. The chapters that follow capture the 
best available evidence and practical tools to 
help healthcare practitioners and systems leaders 
implement geriatric assessment that improves 
both quality of health and life—thereby lead-
ing to better care at lower costs. In the future, 
a new generation of quality measures, such as 
person-reported outcomes and goal attainment, 
will help drive the balance between quality of 
health and quality of life.

 ▸ Summary
Geriatric assessment plays a critical role in 
helping meet the specific needs of older adults, 
supporting their caregivers, improving the qual-
ity of their health care, and increasing the effi-
ciency of the enormous resources we dedicate 
to healthcare delivery in the United States. The 
ultimate goal should be to improve the quality 
of life and health for the older persons them-
selves. The assessment at every level provides 
critical insight but not definitive answers. It 
is important to listen to older persons and 
honor their desires, and to recognize that their 
right to agency (choices that they alone con-
trol) trumps the healthcare system’s overarch-
ing expectation of safety and longevity at the 
expense of all else. Judgment and empathy, 
rather than just medical expertise, are what 
healthcare professionals bring to the table in 
the provider–patient relationship. Geriatric 
assessment provides an important mapping 
function to guide shared decision making and 
inform a plan of care.
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The Context and Future 
of Geriatric Care

Key Terms

Functional limitations Geriatrics Person-centeredness

ChapTer ObjeCTives

1. Illustrate differences between the geriatric approach to patient care and the traditional 
disease-based approach.

2. Describe how geriatric assessment enables patient-centered, goal-aligned clinical care for older 
adults.

3. Discuss strategies for dissemination of geriatric principles among the full range of healthcare 
providers and health systems.

 ▸ Introduction
The rapid growth of the 65-years-and-older age 
group mandates a healthcare workforce that is 
trained and prepared to address unique clini-
cal and psychosocial needs. Older adults may 
experience multiple chronic conditions, func-
tional disability, and multifactorial geriatric 

syndromes (e.g., falls, delirium) that affect their 
ability to live independently and enjoy a good 
quality of life. Both health and function be-
come more heterogeneous with increasing age. 
Furthermore, older adults vary in their health 
and healthcare priorities. The heterogeneity of 
healthcare needs and variability in health pri-
orities necessitate that healthcare services be 
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tailored to patient-specific goals and prefer-
ences. Tailoring care to each individual’s needs, 
goals, and preferences is the guiding premise 
of geriatric care.

The geriatric approach to clinical care is a 
departure from the traditional disease-based di-
agnosis and treatment paradigm that has dom-
inated healthcare professionals’ education and 
medical care for at least the last century. The 
concept of multifactorial geriatric syndromes 
provides the opportunity to identify modifi-
able contributions to those syndromes’ devel-
opment that can be addressed via multipronged 
intervention strategies. The geriatrics approach  
allows for nuance and does not force-fit “one size  
fits all” solutions to every patient as are encour-
aged by many clinical guidelines. Tailoring care 
to the individual is essential, as the potential 
benefits and harms of guideline-based care are 
uncertain for older adults given their many dif-
ferent potential vulnerabilities, including frailty, 

multiple chronic conditions, and functional dis-
ability (Fried, Tinetti, & Iannone, 2011). Further-
more, these patients may differ in the outcomes 
that they most hope to achieve from their health 
care. Preservation of function and relief of symp-
toms may be higher priorities for older patients 
than mortality, the “hard outcome” on which  
many guidelines were built (Fried, Tinetti, Iannone,  
O’Leary, et al., 2011).

In this context, the use of the geriatric as-
sessment allows implementation of a structured 
yet tailored approach to the identification of po-
tential patient needs and priorities. Identifica-
tion of these needs and priorities then guides 
development of a personalized healthcare plan 
and supports shared decision making between 
health professionals and older adults. In this 
chapter, we explore the historical context of geri-
atric principles and propose future directions in 
improving the care of older adults. Several key 
geriatric principles are highlighted in Table 2-1.

Table 2-1  Geriatric principles with examples of their Current State and proposed 
Future Directions

Principle
examples of the Current 
State examples of Future Directions 

Older adults are physically, 
functionally, and cogni-
tively heterogeneous, re-
quiring clinicians to adapt 
individualized treatment 
plans within the context 
of each patient’s unique 
combination of biological, 
psychological, and social 
needs. 

Older adults with multiple 
conditions and functional 
limitations either receive 
the same disease guideline-
based care as persons with 
single conditions, ignoring 
the uncertainty of benefits or 
harms, treatment burden, and 
variability in patient  
goals and preferences, OR they 
are assumed not to benefit 
from some treatment, so 
that they are denied access 
to potentially beneficial 
treatments.

Training/Education and Clinical Care
Individualized treatment plans 
with focus on what matters to 
patients, in the context of their 
health conditions and health 
trajectory.

Health Policy
Quality metrics and payment that 
reflect individualized treatment 
plans.
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(continues)

Principle
examples of the Current 
State examples of Future Directions 

Older adults often 
experience decreased 
function, quality of life, 
and increased mortality 
due to multiple chronic 
conditions.

Patients interact with multiple 
siloed providers, often resulting 
in conflicting and burdensome 
recommendations.

There is minimal 
communication among 
providers.

Multiple health record systems, 
with minimal ability to 
cross-talk. 

Training/Education
Incorporation of education 
regarding management of 
multiple chronic conditions into 
a nationwide curriculum for 
health professionals and trainees, 
including discussion of trade-offs 
and uncertainty.

Clinical Care
Geriatrics-trained professionals  
are recognized by health  
systems and the public as 
specialists in multiple chronic 
conditions.

Technology
Through use of existing  
electronic records, development 
of strategies for improved 
communication and easier 
dissemination of health records 
among providers. Creation and 
transmission of an integrated 
care plan based on the patient’s 
specific goals and preferences.

Functional status and 
quality of life are key 
outcomes in older adults. 

Clinical care and research 
usually focus on therapies and 
interventions that extend life, or 
improve only discrete disease-
specific outcomes, which may 
not be what all patients value 
(Fried, Tinetti, & Iannone, 2011).

Training/Education
Incorporation of geriatric 
principles early and throughout  
all health professionals’ training.

Clinical Care
Assessment and management 
(and accompanying 
documentation) focus on patients’ 
goals and preferences, function, 
and quality of life.

Health Policy
Development and 
implementation of quality  
metrics that drive payment 
that reflect patients’ goals and 
preferences, function, and  
quality of life, rather than  
disease-specific measures.
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Principle
examples of the Current 
State examples of Future Directions 

Older adults should  
receive care that is aligned 
with each patient’s goals 
and preferences. 

Much current clinical care 
focuses on guidelines-
based therapy, which is not 
necessarily generalizable to 
older adults with multiple 
conditions and limited life 
expectancy and is not always 
focused on what matters most 
to the individual. 

Training/Education
Training modules for current 
health professionals and trainees 
on goals and preferences 
ascertainment, and a framework 
for incorporating these 
considerations into individualized 
patient care plans.

Development of training for 
public dissemination encouraging 
patients to communicate with 
their health professionals about 
their goals and preferences.

Clinical Care
Development of a unified, 
integrated plan of care that is 
consistent with patient goals and 
preferences.

Changes to documentation to 
include prioritization of patient 
goals and preferences instead of 
individual diseases.

Health Policy
Reimbursements tied to meeting 
patient goals and preferences.

Alignment of financial incentives 
to promote care that is consistent 
with patient goals and not tied to 
procedures and management that 
do not result in achievement of 
what matters to patients.

Geriatric care is 
interprofessional. 

Geriatric models of care often 
include interprofessional teams.

Evidence for the benefit of in-
terprofessional clinical care and 
education is growing. 

Training/Education
Incorporation of interprofessional 
education sessions in national 
curricula.

Clinical Care
Development of integrated mod-
els of care maximizing benefits of 
interprofessional teams.

Table 2-1  Geriatric principles with examples of their Current State and proposed 
Future Directions (continued)
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Principle
examples of the Current 
State examples of Future Directions 

Iatrogenic illnesses are 
common and many are 
preventable. 

Older adults are especially vul-
nerable to iatrogenic illnesses, 
including infection, delirium, 
and falls in healthcare settings.

Polypharmacy is common 
and has been shown to have 
adverse events including falls, 
hospitalizations, increased 
costs, reductions in function 
and cognition, and mortality 
(Budnitz, Lovegrove, Shehab, 
& Richards, 2012; Fried et al., 
2014).

Training/Education
Increased education regarding  
the benefits and harms of  
interventions embedded (such  
as medication management)  
into a national curriculum for 
health professions trainees  
(Kostas et al., 2014).

Clinical Care
Growth of geriatric services across 
healthcare settings; geriatric 
expertise available in all health 
systems.

Technology
Reminders regarding potentially 
harmful medications in the  
medical chart; incorporation of 
decision algorithms based on 
individual patient characteristics, 
goals, and preferences into elec-
tronic health records to identify 
best treatment options (Stevens 
et al., 2015).

Geriatric syndromes are 
abnormal clinical signs 
and symptoms that are 
often the result of vulner-
abilities in multiple do-
mains in older adults. 

There has been increased rec-
ognition in mainstream health 
care of many geriatric condi-
tions, including falls, delirium, 
and dementia.

Many geriatric syndromes con-
tinue to be under-recognized 
and under-treated.

Ongoing research is seeking to 
define new potential geriatric 
syndromes.

Training/Education
Development of educational  
sessions designed to change  
the way that providers seek a  
unifying “one size fits all”  
approach to diagnosis and 
treatment.

Clinical Care
Incorporation of core elements of 
geriatric models across healthcare 
settings to improve recognition 
of conditions early in patient 
encounters.

Inclusion of interprofessional  
treatment plans with opportuni-
ties to develop multimodal and 
stepwise approaches to patient 
care.

(continues)
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Principle
examples of the Current 
State examples of Future Directions 

Development of models 
of care utilizing geriatric 
expertise leads to im-
provements in quality care 
to older adults. 

Geriatric “co-management” is 
gaining popularity in many 
fields, including orthopedic sur-
gery, based on clear evidence 
showing its benefits ( Friedman, 
Mendelson, Bingham, & Kates, 
2009; Schnell, Friedman, 
 Mendelson, Bingham, & Kates, 
2010).

Many other fields continue 
to practice without adequate 
input from geriatric specialists, 
leading to fractured clinical 
care and poor outcomes.

Training/Education
All health professionals who care 
for older adults must master un-
derstanding of geriatric principles 
and skills.

Clinical Care
Build consensus regarding core 
elements of successful geriatric 
models of care to allow broad 
dissemination. All health profes-
sionals who care for older adults 
have training in geriatric principles 
and care.

Continued collaboration between 
geriatric and specialty services to 
result in improved clinical care for 
older adults.

Health Policy
Development and implemen-
tation of reimbursements that 
support evidence-based geriatric 
models of care.

Table 2-1  Geriatric principles with examples of their Current State and proposed 
Future Directions (continued)

 ▸ Historical Perspectives
While older adults have always been significant 
users of the healthcare delivery system, geriatrics 
as a field is relatively new. Its emergence partly 
reflects the changing demography in the United 
States in the last hundred years. For example, in 
1910, average life expectancy was 49 years and 
the top 10 causes of death were almost entirely 
acute illnesses. By comparison, in 2015, life expec-
tancy was almost 79 years and a majority of the 
top 10 causes of death were related to chronic 
conditions. During this roughly 100-year period, 
the U.S. healthcare system has added many 
years of life through new treatments and tech-
nologies. As a consequence, older adults today 

live with far more chronic conditions (which 
cannot be cured but need to be managed) and 
functional limitations that can impact their 
quality of health and life. Geriatrics as a field 
for all health professionals grew in response to 
the substantial new needs of this population.

Over the last 30 years, the field of geriat-
rics has built an impressive research base and 
has begun to contribute its unique knowledge 
to the broader healthcare community. Better 
understanding of the multifactorial nature of 
many geriatric health conditions has resulted in 
development of effective, targeted interventions 
for those conditions. Furthermore, principles 
that were once championed by few health pro-
fessionals other than geriatricians and nursing 
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RTI International, 2015a, 2015b). The Medicare 
program has recently introduced a number of 
new tools to support this broader role for geri-
atric principles, including modest payments for 
home visits, transitional care, and care coordi-
nation and payment for advance care planning 
discussions (CMS, 2015, 2016a).

 ▸ Future Directions
There is growing recognition that the field of geri-
atrics does not fit the classic model of a medical 
specialty. As a result, its role in the future, while 
exciting, remains incompletely defined. What 
is clear is that geriatrics, unlike the traditional 
medical specialties such as oncology or neuro-
surgery, is not defined by a specific disease, or-
gan, or set of medical procedures. So what roles 
will geriatrics play in the future?

As the population continues to age and 
healthcare delivery becomes more complicated, 
the core concepts of geriatrics will need to be 
infused across the various delivery system, the 
training of all types of healthcare profession-
als, and the development of healthcare policy. 
Table 2-1 details several key geriatric principles, 
examples of the current management approach 
to address them, and future directions within 
the areas of clinical training/education, clinical 
care, health policy, and technology.

Because we will never have a sufficient num-
ber of geriatric specialists to meet the needs of all 
older people, the training of all types of health-
care professionals will need to embrace geriat-
ric principles and competencies. One way to 
accomplish this goal could be to develop a na-
tional geriatrics curriculum intended for all 
health professional trainees, so that the core 
principles of geriatrics can be widely dissem-
inated to providers in all healthcare settings.  
A national geriatric curriculum would have com-
ponents designed to reach multiple audiences, 
including patients and caregivers, trainees, and 
the full spectrum of health professions and prac-
ticing providers. Its dissemination would en-
sure that these principles reach broad audiences 

professionals have entered the clinical main-
stream. For example, function—which has always 
played a large role in the geriatric assessment—
is now understood as an important outcome in 
clinical research and quality measurement. The 
field of geriatrics has also widely disseminated 
ground-breaking healthcare delivery models 
that demonstrate the value of interprofessional 
team-based care as well as care planning that 
focuses on quality of life, not just quality of 
health—for example, Acute Care of the Elderly 
units (Landefeld, Palmer, Kresevic, Fortinsky, 
& Kowal, 1995), Geriatric Resources for Assess-
ment and Care of Elders (Counsell et al., 2007), 
Program of All-inclusive Care for the Elderly 
(Eng, Pedulla, Eleazer, McCann, & Fox, 1997), 
Hospital Elder Life Program (Inouye et al., 
1999), Nurses Improving Care for Health System  
Elders (Fulmer et al., 2002), and Interprofes-
sional Approach to Fall Prevention (Eckstrom 
et al., 2016).

More recently, geriatrics has played a larger 
role in shaping the operations of healthcare or-
ganizations that either include a larger number 
of older adults among their patient populations 
or specifically target these older populations. 
Examples include co-management interven-
tions such as ortho-geriatric services (Friedman 
et al., 2009; Schnell et al., 2010.), dementia care 
(Jennings et al., 2016), and age-friendly emer-
gency rooms.

The United States spends more money on 
health care on a per capita basis than any other 
country in the world, yet has worse health out-
comes than many other industrialized countries. 
There is an increasing recognition that contin-
ued growth in healthcare costs is not sustain-
able and, moreover, that we ought to be able to 
deliver better efficiency and effectiveness for 
the dollars we spend. Policymakers seeking to 
inject value into the system have begun to ap-
preciate the importance of geriatric principles. 
For example, hospital readmissions of persons 
with multiple chronic conditions is now a quality 
measure, as are assessment and management of 
several geriatric syndromes (Centers for Medi-
care and Medicaid Services [CMS], 2015, 2016b; 
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than older individuals’ medical problems—that 
is, records that can capture their functional lim-
itations, the composition and strength of their 
social support networks, and, most importantly, 
their goals and preferences, both medical and per-
sonal. The current focus of clinical assessment 
and management documentation, which in turn 
drives decision making and care, is on traditional 
disease-based lists of conditions and their cor-
responding siloed management strategies. What 
is needed in the future is targeted assessment of 
patient goals and preferences as well as assess-
ment and management of function, which tends 
to be the outcome of greatest importance to most 
older adults and persons of all ages with multi-
ple conditions. Focus should be on interpreting 
results and findings in the context of each patient’s 
unique goals and health preferences, health con-
ditions, and healthcare trajectory.

Healthcare systems will also increasingly 
rely on technology to facilitate day-to-day tasks 
and to form networks of geriatrically trained 
professionals and patients across the globe to 
improve patient care. The advent of telemedicine 
has resulted in improved access to care, allow-
ing wide dissemination of care to rural, isolated, 
and vulnerable communities. Within the field 
of geriatrics, telemedicine has shown the ability 
reduce both emergency room visits (Shah et al., 
2015) and hospitalizations (Catic et al., 2014).

Finally, there will substantial need for geri-
atrically trained professionals to provide leader-
ship in shaping public policy around programs 
that serve vulnerable adults. For older adults with 
complex histories, care in the current system is 
often fragmented among many siloed provid-
ers and geared toward achieving outcomes that 
may not be relevant to patients. In the face of the 
growing consensus about the need to improve 
the value of clinical care, the Institute for Health-
care Improvement introduced the ambitious 
Triple Aim (Berwick, Nolan, & Whittington, 
2008), which focuses on improving population  
health, improving patient experience, and reduc-
ing costs. At this juncture, however, policymakers  
continue to argue about relevant outcomes. 

and would provide necessary expertise to pro-
viders facing the unique challenges of treating 
older adults with complex needs. Such a na-
tional curriculum would facilitate the exposure 
of trainees from varied health professions, such 
as nursing, medicine, pharmacy, and rehabili-
tative therapies, to a common knowledge and 
skill base, further ensuring a well-trained, inte-
grated, interprofessional workforce. The core of 
this curriculum would be the geriatric princi-
ples outlined in Table 2-1, with the mode of de-
livery tailored to the target audience.

In the direct clinical care environment, 
there will be an ongoing and increasing need 
for discipline-specific individuals who have spe-
cialized training in geriatrics. These profession-
als could play a variety of roles, including direct 
providers to the highest-need, most-complicated 
older adults; expert consultants to other health-
care providers who have only basic geriatric 
training; leaders of interprofessional care teams; 
and developers of tailored geriatrics programs 
and services within their institutions that are 
responsive to the needs of their communities.

Geriatrics as a field must continue to stress 
the importance of person-centeredness and 
interprofessional teams to improve patient care. 
In the last several years, the patient-centered care 
movement has gained a wide audience, whose 
members are seeking to improve the value of 
delivered clinical care. By its very nature, the 
geriatric approach to patient care has necessar-
ily been patient-centered in its broad assessment 
of patient needs and tailored treatment plans. 
Moving forward, geriatrics can help the wider 
healthcare audience define value in clinical care. 
One truly patient-centered approach would be 
to transition from value as measured by lab val-
ues and disease-specific outcomes and events, 
to metrics based on providing care appropriate 
to the priorities of each individual older adult 
(Tinetti, Esterson, Ferris, Posner, & Blaum, 2016; 
Tinetti, Naik, & Dodson, 2016).

To achieve these improvements, health sys-
tems and clinical leaders will need to develop 
electronic medical records that can capture more 
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Centers for Medicare and Medicaid Services (CMS). 
(2015). 2015 physician quality reporting system 
(PQRS): Implementation guide. Retrieved from https://
www.cms.gov/Medicare/Quality-Initiatives-Patient 
-Assessment-Instruments/PQRS/Downloads/2015 
_PQRS_ImplementationGuide.pdf

Centers for Medicare and Medicaid Services (CMS). (2016a). 
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of the American Geriatrics Society, 64(8), 1701–1707. 
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care and financing. Journal of the American Geriatrics 
Society, 45(2), 223–232.

Fried, T. R., O’Leary, J., Towle, V., Goldstein, M. K., Trentalange, 
M., & Martin, D. K. (2014). Health outcomes associated 
with polypharmacy in community-dwelling older adults: 
A systematic review. Journal of the American Geriatrics 
Society, 62(12), 2261–2272.

Fried, T. R., Tinetti, M. E., & Iannone, L. (2011). Primary care 
clinicians’ experiences with treatment decision making 
for older persons with multiple conditions. Archives of 
Internal Medicine, 171(1), 75–80.

Fried, T. R., Tinetti, M. E., Iannone, L., O’Leary, J. R., 
Towle, V., & Van Ness, P. H. (2011). Health outcome 
prioritization as a tool for decision making among older 
persons with multiple chronic conditions. Archives of 
Internal Medicine, 171(20), 1854–1856. doi: 10.1001 
/archinternmed.2011.424

Friedman, S. M., Mendelson, D. A., Bingham, K. W., & Kates, 
S. L. (2009). Impact of a comanaged geriatric fracture 
center on short-term hip fracture outcomes. Archives 
of Internal Medicine, 169(18), 1712–1717. doi: 10.1001 
/archinternmed.2009.321

Fulmer, T., Mezey, M., Bottrell, M., Abraham, I., Sazant, J., 
Grossman, S., & Grisham, E. (2002). Nurses Improving 

Certainly geriatric principles have informed 
some progress in this area, as evidenced by 
Medicare’s coverage of advance care planning 
and transitional care models. However, many 
quality metrics are still tied to mortality or to 
disease-specific outcomes or laboratory mea-
sures that may not be relevant to medically 
complex older adults. As such, there is signif-
icant opportunity for geriatrics to contribute 
to a much wider sphere of influence through 
national health policy.

 ▸ Summary
The population of patients age 65 years and older 
is expanding rapidly throughout the world. These 
patients have heterogeneous healthcare and psy-
chosocial needs, as well as variable health goals, 
preferences, and priorities. These characteristics 
demand an evolution of the healthcare system 
from the traditional disease-based evaluation 
and intervention care, to a system tailored to 
each patient’s unique set of goals, preferences, 
conditions, and needs. Through use of the geri-
atric assessment, individual patient needs can be 
identified in a thorough and structured fashion, 
allowing for individualized and tailored treat-
ment plans. Geriatric principles are increasingly 
defining quality patient care, and advances in 
geriatrics will continue to guide the future di-
rections of healthcare delivery.
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Demographic Trends:  
A Success Story
Lindsay Goldman and Judith Salerno

Key Terms

Age-Friendly Cities and 
Communities

Health disparities
Healthy aging

Longevity dividend

ChapTer ObjeCTives

1. Define healthy aging.
2. Identify major sociodemographic trends associated with aging of the U.S. population.
3. Describe potential social and economic benefits associated with an aging population.
4. Discuss Age-Friendly Cities and Communities as one model to advance healthy aging.

 ▸ Introduction
Advances in medicine and technology, cou-
pled with reductions in fertility and infant and 
childhood mortality rates, have led to significant 
gains in life expectancy around the world, with 
the global average life expectancy at birth now 
being 69 years for men and 73 years for women 
(United Nations, 2017). As a result, the proportion 

of people age 60 and older is increasing in both 
developed and developing countries. The United 
Nations estimates that 13% of the world pop-
ulation is currently 60 and older, representing 
962 million people, and projects growth of this 
population to proceed at a rate of 3% per year, 
to total 1.4 billion people in 2030 and 2.1 billion 
in 2050. Within this cohort, the subpopulation 
of persons age 80 and older is projected to grow 
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the fastest, tripling from 137 million in 2017 to 
425 million in 2050.

This demographic shift has the potential to 
produce a “longevity dividend,” in the form of 
“social, economic, and health benefits for cur-
rent and future generations” (Olshansky, Perry, 
Miller, & Butler, 2007), if older people are able to 
remain actively involved in public life. However, 
social systems and institutions, which were gen-
erally designed when life expectancy was much 
shorter, require adaptation and improvement to 
sustain engagement in later life (Rowe & Kahn, 
2015). To reap the possible rewards associated 
with population aging, all sectors must prior-
itize maximizing the health, well-being, and 
full participation of older adults (Sadana, Blas,  
Budhwani, Koller, & Paraje, 2016).

This chapter illustrates the larger theoreti-
cal, environmental, and sociodemographic con-
text within which geriatric care is delivered in 
the United States. We first define the concept of 
healthy aging. We then present an overview of 
current and projected population trends, the so-
cial and economic effects associated with chang-
ing demographics, and disparities in health and 
life expectancy experienced by marginalized 
populations. Finally, we suggest Age-Friendly  
Cities and Communities as a global model 
that can mobilize stakeholders across the pub-
lic and private sectors to promote healthy aging.

 ▸ What Constitutes 
Healthy Aging?

The World Health Organization (WHO) defines 
healthy aging as the “process of developing and 
maintaining the functional ability that enables  
well-being in older age . . . [which] reflects the 
ongoing interaction between individuals and the 
environments they inhabit” (Beard et al., 2016). 
This person–environment relationship begins 
in the prenatal period and continues through-
out the lifespan (Stein & Moritz, 1999). For ex-
ample, evidence shows that fetal under-nutrition 
is associated with negative health outcomes in 

adulthood, such as diabetes, coronary heart dis-
ease, and chronic lung and kidney disease (Fall, 
2013). At every stage of life, personal, interper-
sonal, behavioral, and socioeconomic factors can 
mitigate or exacerbate both normative and patho-
logical age-related changes (Rowe & Kahn, 2015).

The Centers for Disease Control and Pre-
vention (CDC, 2017) has identified 15 key health 
status indicators of older people, including per-
ceived physical and mental health status, loss of 
teeth, disability, consumption of fruits and vege-
tables, obesity, current smoking, physical inactiv-
ity, and receipt of preventive services. Analyzing 
2015 data from the Behavioral Risk Factor Sur-
veillance System (BRFSS), the CDC found that 
among those respondents age 65 and older in the 
United States, 74% reported their health as good, 
very good, or excellent; 25.5% reported their health 
as fair or poor; and 36.3% reported having a dis-
ability. This cohort also reported an average of a 
little more than 5 physically unhealthy days and 
6 days with activity limitations in the past month. 
Successful interventions to support healthy ag-
ing can improve perceptions of well-being, qual-
ity of life, and autonomy; maximize functional 
ability; and minimize activity limitations. These 
interventions require a multipronged approach 
that includes modifying the built environment, 
providing social and technological supports, 
and changing public policies to facilitate ongo-
ing participation of people as they age, even in 
the presence of chronic conditions and disabil-
ity (Tesch-Römer & Wahl, 2017).

 ▸ Current and Projected 
Aging Population 
Growth in the United 
States

The United States experienced significant gains 
in life expectancy at birth from 1975 to 2015 for 
both men (from 68.8 to 76.3 years) and women 
(from 76.6 to 81.2 years) (National Center for 
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Health Statistics, 2017). In 2015, approximately 
15% of the U.S. population was age 65 and older 
(nearly 48 million people), with this propor-
tion projected to increase to 22% by 2050 (He, 
Goodkind, & Kowal, 2016). The largest increase, 
consisting of an additional 18 million people, 
is expected to occur between 2020 and 2030 
(Colby & Ortman, 2015). The United States is 
not, however, among the world’s oldest coun-
tries, ranking 34th of 160 countries on this ba-
sis in 2015, and anticipated to decline to 56th 
by 2050 (He et al., 2016). In Japan, the world’s 
oldest country, more than 26% of the popula-
tion was age 65 and older in 2015, with this pro-
portion projected to increase to 40% by 2050 
(He et al., 2016).

According to the Federal Interagency Fo-
rum on Aging-Related Statistics (2016), by 2060 
the older population will be more racially and 
ethnically diverse than previous generations. 
Within the 65 and older population, the pro-
portion accounted for by those persons iden-
tifying as non-Hispanic white is expected to 
decrease from 78% to 55%, while the proportion 
accounted for by those persons identifying as 
Hispanic or Latino (any race) is expected to in-
crease from 8% to 22%, representing 21.5 million 
people. Projections also indicate that the pro-
portion accounted for by those persons identi-
fying as non-Hispanic black will increase from 
9% to 12%, and the proportion accounted for 
by those persons identifying as non-Hispanic 
Asian will increase from 4% to 9%. Within this 
same time frame, the population age 65 and 
older born outside of the United States is pro-
jected to increase by 300% (Colby & Ortman, 
2015). These demographic changes have impli-
cations for the prevalence of certain conditions 
and the human and financial resources that will 
be required to care for this older population.

In 2014, the state with the largest propor-
tion of residents age 65 and older was Florida 
(more than 19%), followed by Maine, West 
Virginia, Vermont, Montana, Pennsylvania, 
Delaware, Hawaii, and Oregon (16% or more) 
(Federal Interagency Forum on Aging-Related 
Statistics, 2016). While most older people live 
in metropolitan or micropolitan areas, people 
age 65 and older also represent larger propor-
tions of rural populations (Werner, 2011). Of 
the 2013 Medicare-insured population age 65 
and older, 93% lived in traditional community 
settings without services or supports, 3% lived 
in community settings that provided services 
and supports,1 and 4% lived in long-term care 
facilities. Members of the age 85 and older pop-
ulation were more likely to reside in commu-
nity settings with services (8%) and long-term 
care facilities (15%), reflecting the increased 
challenges associated with activities of daily liv-
ing that can accompany advanced age (Federal 
Interagency Forum on Aging-Related Statis-
tics, 2016).

 ▸ Social and Economic 
Capital

Spending and Working
A large older population can stimulate eco-
nomic growth and bring added social capi-
tal to communities and institutions. Holding 
83% of household wealth in the United States, 
the population age 50 and older was responsi-
ble for $5.6 trillion in spending in 2015, rep-
resenting a $7.6 trillion contribution to the 
U.S. gross domestic product (GDP) (AARP & 
Oxford Economics, 2016). This amount includes 

1 A community setting with services and supports includes people who reported living in retirement com-
munities or apartments, senior citizen housing, continuing care retirement facilities, assisted living facili-
ties, staged living communities, board and care facilities/homes, and similar situations and who reported 
they had access to one or more of the following services through their place of residence: meal preparation, 
cleaning or housekeeping services, laundry services, or help with medications. 
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an additional $8 trillion in charitable giving and 
in-kind volunteering (Bank of America Cor-
poration, 2016). Evidence suggests that volun-
teering among older people is associated with 
reduced mortality (Musick, Herzog, & House, 
1999), improved perceptions of well-being 
(Morrow-Howell, Hinterlong, Rozario, & Tang, 
2003), and increased physical, cognitive, and 
social activity (Fried et al., 2004). Research on 
Experience Corps—an intergenerational pro-
gram that places older volunteers in inner-city 
public elementary schools—demonstrated im-
proved mobility and ability to accomplish in-
strumental activities of daily living (IADLs) 
among older volunteers and improved reading 
and classroom behavior among children in par-
ticipating schools (Fried et al., 2013).

 ▸ Disparities in Health 
and Life Expectancy

Age
Longer lives can mean more years in both 
good and poor health. In the United States, as 
in other parts of the world, increases in life ex-
pectancy are associated with increases in years 
with disability (Tesch-Römer & Wahl, 2017). 
Increased age is associated with a higher prev-
alence of chronic conditions and related phys-
ical and cognitive challenges. Based on data 
from the 2006 and 2010 Medical Expenditure 
Panel Survey, the Agency for Healthcare Re-
search and Quality (AHRQ) reported that more 
than 30% of all non-institutionalized Americans 
have multiple chronic conditions, as compared 
to 80% of those age 65 and older (Gerteis et al., 
2014). People with multiple chronic condi-
tions account for 71% of all healthcare spend-
ing (Gerteis et al., 2014).3

$1.8 trillion in federal, state, and local tax reve-
nues and $4.7 trillion in labor income that sup-
ported 61% of American jobs.

According to a 2017 report from the U.S. 
Bureau of Labor Statistics, approximately 40% 
of people age 55 and older participated in the 
U.S. labor force in 2014, and between 2012 and 
2024, the fastest annual labor force growth is 
projected to be among those age 65 to 74 (4.5% 
increase) and age 75 and older (6.4% increase) 
(Toossi & Torpey, 2017). Older workers have 
been found to be more engaged in their work 
than their younger counterparts, and higher 
levels of employee engagement are associated 
with greater revenue growth (Aon Hewitt for 
AARP, 2015).2 Studies have also shown that 
an age-diverse workforce may be more cre-
ative, productive, and better at solving prob-
lems (Paullin, 2014; Pitt-Catsouphes, Mirvis, &  
Berzin, 2013). Older people have higher rates of 
self-employment than younger people (Toossi & 
Torpey, 2017), with people age 55 to 64 making 
up nearly 26% of all new entrepreneurs in the 
United States in 2015 (Fairlie, Morelix, Reedy, &  
Russell, 2015). A 2008 survey found that even 
in the technology field, there were twice as 
many company founders older than age 50 than 
younger than age 25 (Wadhwa, Freeman, & 
Rissing, 2008).

Civic Engagement, Volunteerism, 
and Charitable Giving
Older people are often among the most long-term, 
civically engaged community members. People 
older than age 65 typically have the highest rates 
of voting in general elections (File, 2017), as well 
as high rates of volunteerism and philanthropy. 
A study by Merrill Lynch and Age Wave proj-
ects that as more baby boomers (those born be-
tween 1946 and 1964) retire, they will generate 

2 Engagement is defined as the emotional and intellectual involvement that motivates employees to do 
their best work and contribute to an organization’s success. 

3 Chronic conditions are defined as those lasting or expecting to last 12 or more months and resulting in 
functional limitations and/or the need for ongoing medical care. 
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accessing supportive services in both residen-
tial and community-based settings (Hughes, 
Harold, & Boyer, 2011; National Senior Citizens 
Law Center et al., 2011).

Race and Ethnicity
While life expectancy at birth has increased 
among all racial and ethnic groups, non-Hispanic 
black males and females live 4.5 and 3 fewer 
years, respectively, than their white counter-
parts (National Center for Health Statistics, 
2017). This gap declines with age, yet signifi-
cant health disparities persist in later life. In 
2013, the CDC reported that at age 65, on av-
erage, whites could expect to live an additional 
14.3 healthy years, while blacks could expect to 
live only 11.1 more healthy years.

Illustrating these health discrepancies, 
blacks have higher death rates than whites for 
all types of cancers combined (24% higher for 
males and 14% higher for females) as well as 
for heart disease (26% higher) (American Can-
cer Society, 2016). Black males are more likely 
to experience and die from cancer of the pros-
tate, lung, colon or rectum, kidney, and pan-
creas (American Cancer Society, 2016). Black 
females have a 2% lower incidence rate of breast 
cancer than white females but have a 42% 
higher death rate from this cause (DeSantis, 
Ma, Goding Sauer, Newman, & Jemal, 2017). 
Similarly, while black females are slightly less 
likely to experience uterine cancer, they have 
a 92% higher death rate from this cause com-
pared to white females (American Cancer So-
ciety, 2016). Blacks also have higher rates of 
multiple chronic conditions and disabilities 
(CMS, 2012) and are twice as likely to develop 
dementia compared to whites (Alzheimer’s As-
sociation, 2015).

Hispanics and Latinos have the highest life 
expectancy at birth (National Center for Health 
Statistics, 2017), but they also have high rates of 
multiple chronic conditions and disabilities in 
advanced age (CMS, 2012). Although 35% less 
likely to experience heart disease and 49% less 
likely to experience cancer than whites, Hispanics 

The most common chronic conditions ex-
perienced by people age 65 and older include 
hypertension, high cholesterol levels, arthritis, 
ischemic heart disease, and diabetes (Centers 
for Medicare and Medicaid Services [CMS], 
2012). The evidence suggests that today’s older 
Americans are experiencing more chronic con-
ditions than their counterparts in previous 
generations; for example, an analysis of data 
from the Health and Retirement Study indi-
cated that the prevalence of diabetes increased 
by 37% and arthritis by 41% between 2004 and 
2010 (Beltrán-Sánchez, Jiménez, & Subrama-
nian, 2016). The higher prevalence of certain 
conditions may be related to risk factors such 
as poor nutritional habits, tobacco use, obesity, 
and physical inactivity (University of Michigan 
Institute for Social Research, 2017).

Gender and Sexual Orientation
Women have longer life expectancy than men 
and account for 56% of the population age 65 
and older and two-thirds of the population 
age 85 and older (Federal Interagency Forum 
on Aging-Related Statistics, 2016). However, 
women experience certain conditions at higher 
rates than men, including arthritis, osteoporo-
sis, and hypertension, resulting in higher rates 
of reported physical and cognitive disabilities 
(Henry J. Kaiser Family Foundation, 2013). For 
women, increased disease burden may be related 
to and exacerbated by higher levels of poverty, 
more out-of-pocket medical expenses, and lim-
ited access to resources (Henry J. Kaiser Family 
Foundation, 2013).

Projections indicate that by 2060, the pop-
ulation older than age 50 self-identifying as les-
bian, gay, bisexual, or transgender (LGBT) will 
increase from 2.7 million to more than 5 million 
(Fredriksen-Goldsen, 2016). This population 
has a higher risk of disability, poor physical and 
mental health, and substance abuse compared 
to their non-LGBT peers (Fredriksen-Goldsen, 
Kim, Shui, & Bryan, 2017). LGBT older people 
are also more likely to live in poverty, experience 
social isolation, and face discrimination when 
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disadvantaged communities, which are often 
characterized by lower-quality housing, high 
levels of crime and pollution, and fewer re-
sources, is associated with more chronic health 
conditions, mobility challenges, high levels 
of stress, and earlier death among older res-
idents (Population Reference Bureau, 2017). 
Wight et al. (2006) found that regardless of in-
dividual educational attainment, older people 
in low-education urban communities demon-
strated lower cognitive functioning than those 
in communities with higher levels of educa-
tion. Neighborhood characteristics can facili-
tate or limit access to health-promoting assets 
and influence behavior. For example, economi-
cally disadvantaged neighborhoods may be as-
sociated with reduced physical activity among 
older people who perceive their surroundings 
as unsafe, and who lack access to green space, 
well-lighted and well-maintained streets and side-
walks, and age-inclusive exercise programs (Pop-
ulation Reference Bureau, 2017; Tucker-Seeley, 
Subramanian, Li, & Sorensen, 2009).

Social Network
Evidence suggests that social isolation contrib-
utes to morbidity and mortality from cancer 
and cardiovascular disease (Hawkley, 2003), 
rehospitalization (Mistry, 2001), and depres-
sion and cognitive impairment (Cacioppo & 
Hawkley, 2009). Social isolation is also a risk 
factor for elder abuse (Mysyuk, Westendorp, &  
Lindenberg, 2015), as well as negative health 
outcomes, including death, following emer-
gency events (Goldman, Finkelstein, Schafer, & 
Pugh, 2014; Klinenberg, 2002). Older people at 
higher risk of social isolation include those who 
are divorced, separated, or widowed; have dis-
abilities; live alone; earn less than 100% of the 
federal poverty level; and have limited English 
proficiency (AARP Foundation, 2012). Inade-
quate intergenerational contact has also been 
shown to perpetuate stereotyping and exclusion 
that contribute to the social isolation of older 
people (Hagestad & Uhlenberg, 2005).

and Latinos are 24% more likely to suffer from 
poorly controlled high blood pressure, are 23% 
more likely to be obese, and have a 50% higher 
rate of death from diabetes (CDC, 2015).

Disparities in health and life expectancy 
may be attributable to a complex interplay of 
social, environmental, behavioral, and genetic 
factors. Differences in socioeconomic status, 
stress, perceived discrimination, and neighbor-
hood conditions have been found to influence 
higher levels of functional limitations among 
black men (Brown, Hargrove, & Griffith, 2015). 
Lack of access to high-quality health services 
can contribute to poor health outcomes; for 
example, blacks are less likely to be screened 
for colorectal cancer and more likely to die of 
this disease than whites (CDC, 2015; Williams 
et al., 2016). Finally, while evidence remains in-
conclusive at present, future genomic research 
has the potential to identify increased risks for 
certain conditions among different racial and 
ethnic groups (Peprah, Xu, Tekola-Ayele, & 
Royal, 2015).

Income and Education
Independent of, but often aligned with, patterns 
of race and ethnicity, lower levels of income and 
education have been found to be associated 
with poorer health and lower life expectancy 
(Braveman, Cubbin, Egerter, Williams, & Pamuk, 
2010). A 2016 study published in the Journal of 
the American Medical Association found that 
men and women in the poorest 1% of the pop-
ulation could expect to live 14.6 and 10.1 fewer 
years, respectively, than men and women in the 
wealthiest 1% at age 40; this inequality increased 
over time (Chetty et al., 2016). Blacks and His-
panics and Latinos with higher levels of educa-
tion (16 or more years) have been shown to live 
significantly longer than whites with lower lev-
els of education (less than 12 years) (Olshansky 
et al., 2012).

Other studies have focused on the effects 
of neighborhood socioeconomic conditions 
over the life course. Living in economically 

24 Chapter 3 Demographic Trends: A Success Story 

www.ketabpezeshki.com                                 66485438-66485457



residents to make local resources, institutions, 
services, and amenities more inclusive. When 
viewed through the Active Aging Framework, 
an aging population presents an opportunity 
to make communities more livable for people 
of all ages and abilities. Notably, the provision 
of health care, where most aging-related atten-
tion and investment are directed, is but one of 
eight domains within this framework, which 
suggests that aging must also become a focal 
point for government, architecture and design, 
urban and regional planning, arts and culture, 
education, and business.

Age-Friendly NYC
New York City was one of the first cities to im-
plement the Age-Friendly Cities and Com-
munities model and to join the WHO Global 
Network, which currently includes 500 cities 
and communities across 37 countries (WHO, 
2017). Age-Friendly NYC was founded in 2007 
as a public–private partnership between the New 
York Academy of Medicine (a private nonprofit 
organization), the Mayor’s Office (administra-
tive branch of city government), and the New 
York City Council (legislative branch) to max-
imize the social, physical, and economic partic-
ipation of older people to improve their health 
and well-being and strengthen communities. 
In direct response to concerns expressed by 
older people across the city, but paying special 
attention to those in under-resourced neigh-
borhoods, this partnership has catalyzed new 
programs, legislation, and enhancements to the 
built environment.

For example, a 2006 survey found that 52% 
of New York City residents age 75 and older were 
likely to walk to a destination rather than use 
another form of transportation (Stowell-Ritter, 
Bridges, & Sims, 2006); however, older peo-
ple frequently reported significant barriers to 

 ▸ Age-Friendly Cities 
and Communities:  
A Movement to 
Maximize Participation, 
Reduce Disparities, and 
Improve Quality of Life

Background and Framework
In 2006, WHO launched the Global Age-Friendly 
Cities and Communities project to address the 
converging trends of urbanization and popula-
tion aging using the Active Aging Framework.4 
Grounded in evidence, the Active Aging Frame-
work posits that a person’s disability trajectory 
can be slowed or reversed through increased 
engagement in the community, which is asso-
ciated with better physical and mental health 
(World Health Organization [WHO], 2007). 
The WHO Age-Friendly Cities and Communi-
ties model was created to identify and address 
barriers to engagement faced by older people 
throughout the course of daily life within eight 
domains (WHO, 2007):

1. Outdoor spaces and buildings
2. Transportation
3. Housing
4. Social participation
5. Respect and social inclusion
6. Civic participation and employment
7. Communication and information
8. Community support and health 

services

Through qualitative and quantitative data 
collection methods, feedback from older people 
is solicited across the eight domains and used 
by policymakers, community leaders, and 

4 While the model initially focused on cities, WHO has since expanded the model to include communities 
of all sizes and geographic areas. 
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to many older people and threaten the social fab-
ric of neighborhoods (Buffel & Phillipson, 2016). 
Policies that incentivize affordable housing con-
struction and preservation, promote universal 
design principles, and require community en-
gagement and participatory planning can help 
to mitigate some of these dynamics.

Evaluation of Age-Friendly initiatives 
poses another challenge. Numerous efforts 
have been made to identify indicators of an 
Age-Friendly community using existing data 
tracked over time, including AARP’s Livabil-
ity Index (AARP Public Policy Institute, 2017) 
and the WHO Kobe Center’s Core Indicators 
(WHO, 2015); however, there have been few 
studies of the health outcomes, costs, and ben-
efits associated with the Age-Friendly model, 
which is inherently multifactorial. The funda-
mental goal of Age-Friendly Cities and Com-
munities is to enable older people to remain 
actively and meaningfully engaged where they 
live, but that outcome is very difficult to mea-
sure at a population level given the myriad sys-
temic and environmental variables involved. 
Additional research is needed to demonstrate 
the short- and long-term impacts of living in 
an Age-Friendly locality and to evaluate the 
potential for Age-Friendly interventions to ad-
vance health equity.

 ▸ Conclusion
Significant opportunities are associated with an 
aging, and particularly with an increasingly di-
verse population, that can be realized if people 
can continue to participate in and contribute to 
public life. All too often, health challenges, socio-
economic conditions, and pervasive ageism can 
impede working and volunteering, consuming 
goods and services, socializing, and recreation in 
life’s later years. While most of the chapters 
in this text focus on assessments of the older  
individual, this chapter highlights the physical, 
social, and economic environments of older in-
dividuals that can either compromise or enhance 
their optimal functioning and autonomy. The 

walking, including inadequate street crossing 
times, poorly maintained streets and sidewalks, 
and lack of seating. To address these issues, the 
Department of Transportation installed thou-
sands of newly designed benches; redesigned 
bus shelters to include seating and transparent 
walls; and implemented mitigation measures at 
the most dangerous intersections, such as ex-
tending pedestrian crossing times, constructing 
pedestrian safety islands, widening curbs and 
medians, and installing new stop controls and 
signals. These interventions resulted in a 16% 
decrease in senior pedestrian fatalities citywide, 
from an average of 65 deaths per year between 
1999 and 2007 to an average of 54 deaths be-
tween 2008 and 2016 (New York City Depart-
ment of Transportation, 2017).

Other age-friendly improvements include 
new programs at parks, pools, and cultural in-
stitutions; legal protections under New York 
City Human Rights Law for employees with 
caregiving responsibilities; and a better con-
sumer experience offered by countless local 
businesses (New York City Department for the 
Aging, 2017). Many of these solutions are low 
cost and optimize existing assets that can facil-
itate connections between the generations and 
build social cohesion.

Challenges and Areas for Future 
Growth
While the Age-Friendly model has proved adapt-
able to diverse populations and localities, it is not 
without its challenges. Sustaining the interest and 
commitment of stakeholders across many differ-
ent sectors through political changes, shifting 
priorities, and contractionary fiscal policies re-
quires strong organizational commitments, buy-in 
from local community leaders, and mobilization 
of consumers. Macro-level social and economic 
forces often underlie and compound these diffi-
culties. In global cities such as New York, uncon-
strained development, the privatization of public 
space, and foreign investment in real estate may 
make housing and other resources unaffordable 
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Age-Friendly Cities and Communities model is 
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Age-Friendly Health Systems
Kedar S. Mate, Leslie Pelton, Amy Berman, and Terry Fulmer
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ChapTer ObjeCTives

1. Describe the aims, purpose, and expected benefits addressed by Age-Friendly Health Systems.
2. Identify core content principles underlying an Age-Friendly Health System.

 ▸ Introduction
The population of older adults with complex 
needs in the United States is growing rapidly. 
The age 65 and older population increased 
15.1% between 2000 and 2010, compared with a 
9.7% increase for the total U.S. population over 
the same period (West, Cole, Goodkind, & He, 
2014). Individuals age 65 and older now make 
up 13% of the total U.S. population, compared 
with 12.4% in 2000 and 4.1% in 1900. Coupled 
with this increase in the number of older adults 
is their greater projected needs for health care 

and long-term services and supports: The U.S. 
Department of Health and Human Services es-
timates that 70% of people older than age 65 will 
need long-term care at some point in their lives 
(Chernof & Warshawsky, 2014).

Safe and effective care of older adults (the 
Triple Aim) is actually a pressing need on a global 
scale, given the rapid growth of the aging popu-
lation in many countries around the world. Cur-
rent healthcare delivery systems are not, and have 
never been, adequately prepared to support these 
complex needs, and care systems often fall short 
in this area (Coleman, 2013; Coleman & Boult, 
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2003; Knight, 2013; Levison, 2010; Pham, O’Mal-
ley, Bach, Saiontz-Martinez, & Schrag, 2009). 
These shortcomings are not for lack of substan-
tial, creditworthy effort. Dozens of models to 
improve care for older adults have been shown 
to lead to improved outcomes in different care 
settings, but the spread and scale of these mod-
els have been limited (Fulmer et al., 2002; Hirth, 
Baskins, & Dever-Bumba, 2009; Malone, Capezuti, 
& Palmer, 2015; Mezey, Fulmer, & Fletcher, 2002; 
SteelFisher, Martin, Dowal, & Inouye, 2011). In 
the United States, the policy and payment envi-
ronment continues to evolve toward value-based 
care, which may offer long-sought incentives and 
opportunities to improve the care of older adults 
(Institute of Medicine et al., 2010).

This chapter describes the concept design 
for an Age-Friendly Health System—a model 
that is long overdue, but just might be possi-
ble to implement in today’s healthcare environ-
ment (Mate, Berman, Laderman, Kabcenell, & 
Fulmer, 2017). An Age-Friendly Health System 
is clearly defined, and its aims, purpose, and 
expected benefits elaborated. The core content 
principles underlying an Age-Friendly Health 
System are described, including how they were 
derived. The chapter concludes with a descrip-
tion of how the concept of an Age-Friendly 
Health System is being tested today and how 
it will spread and scale rapidly throughout the 
United States in the coming years.

 ▸ Defining Age-Friendly 
Health Systems

Much is known about what older adults need 
to be healthy and to improve their health when 
illness strikes. Evidence-based models to im-
prove care and outcomes for older adults exist 
across both clinical and nonclinical settings, 
including the home and community settings 
(Malone et al., 2015). Every day across the United 
States, excellent care is delivered to older adults 
in hospitals, skilled nursing facilities, physician 

offices, and community-based settings by lever-
aging these evidence-based models and apply-
ing them with empathy and compassion. And 
yet, every day across the United States, some 
older adults “fall through the cracks” in hospi-
tals, as they transition from hospital to home, 
and in their homes and communities. In hos-
pitals, despite our best intentions, some older 
adults are given medications that are known to 
cause harm (Field et al., 2005), delirium is dis-
regarded as “understandable confusion,” and 
there is inadequate attention to mobility and 
home safety (Kosar, Thomas, Inouye, & Mor, 
2017; Oh, Fong, Hshieh, & Inouye, 2017). Across  
all settings, it remains a rare event to invite 
patients into a dialogue about what truly mat-
ters to them as they transit through the health 
system (Fulmer, Mate, & Berman, 2017).

There is a gap between the evidence-based 
models of health care for older adults and the 
care that our health systems put into practice 
at every touch point that older adults experience 
with those health systems. This is the “know–do” 
gap: We “know” the right way to care for older 
adults, yet our practices have not been able to 
consistently “do” it every day for every patient.

There are two distinguishing characteris-
tics of Age-Friendly Health Systems: They elim-
inate that knowledge to action gap, and they 
ensure that the gap is closed for every patient, 
every day, and at every touch point. Age-
Friendly Health Systems “do” what they “know” 
is best with older adults through implementa-
tion of evidence-based interventions that im-
prove the building blocks of Age-Friendly care 
(defined further in “Methods” section). Fur-
ther, Age-Friendly Health Systems commit to 
system-level outcome measures that are stratified 
by age. They also commit to leadership engage-
ment in issues of aging and align their strategic 
priorities with Age-Friendly care. These com-
mitments ensure that interdisciplinary teams 
in all care settings are enabled and expected to 
deliver Age-Friendly care.
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 ▸ The Challenge
Health care historically has focused on the 
cure of acute disease, with the hospital seen as 
the primary entity within the healthcare deliv-
ery system. While hospitals remain critical to 
communities and serve as financial hubs for 
healthcare delivery, the population of both the 
United States and the world has aged—a factor 
that means care today is primarily devoted to 
the management of chronic disease. The goal 
of healthcare delivery in the face of this demo-
graphic shift and the rise of chronicity is the 
management of multimorbidity to prevent senti-
nel hospital admissions, which are largely acute 
exacerbations of chronic conditions, and subse-
quent hospital readmissions.

As health care moves from an emphasis on 
volume to a focus on value, the older adult pop-
ulation offers one of the greatest opportunities 
to improve care, health outcomes, and costs of 
care by deploying the existing strong evidence 
base for geriatric care. Healthcare systems are 
slowly awakening to the need to address popu-
lation health. All too often, though, health sys-
tem leaders have not sufficiently addressed the 
unique needs of older adults—despite the real-
ity that this is the largest population segment 
they serve, and a group associated with dispro-
portionately poor cost and quality outcomes. 
Avoidable harms in older adult patients include 
medication errors, falls, pressure ulcers, and de-
lirium. A set of equally insidious harms are expe-
rienced when healthcare providers and systems 
either fail to identify and respect the wishes of 
older adults or do not address the supports and 
services needed by vulnerable elders to live in-
dependently in the community.

The John A. Hartford Foundation, in part-
nership with the Institute for Healthcare Im-
provement, established Age-Friendly Health 
Systems as a way to address two goals: (1) con-
sistently address preventable harms across the 
continuum of care and (2) fundamentally shift 
the culture of care by laying a foundation con-
sisting of essential evidence-based elements of 

care that are known to improve health and cost 
outcomes while focusing on what matters most 
to older adults.

 ▸ Aim, Purpose, and 
Expected Benefits

The healthcare delivery environment is rap-
idly changing, offering a new set of opportuni-
ties to improve the care of older adults. In this 
age of concerns about population health and 
financial risk beyond the hospital stay, hospi-
tals are consolidating into health systems that 
incorporate a wide but inconsistent array of 
services—ranging from home health care, hos-
pice, post-acute rehabilitation, primary care, 
Programs of All-Inclusive Care for the Elderly 
(PACE), and palliative care, to contracts with 
social services agencies. This consolidation and 
integration of disparate services offers health sys-
tems an opportunity to better deploy their ex-
isting resources and introduce evidence-based 
strategies that can improve the quality of care 
for older adults, drawing upon the John A. 
Hartford Foundation’s investment in geriatric 
experts and models of care.

The Age-Friendly Health Systems initia-
tive aims to ensure that the fundamentals of 
evidence-based geriatric care are consistently 
implemented across the continuum of care, from 
inpatient settings to care in the community. It 
targets common failures of health systems by fo-
cusing on essential elements of care as markers 
aimed at improving the health of older adults 
and value for the health system.

The Age-Friendly Health Systems initiative 
has been co-designed by geriatric care experts, 
health systems leaders, and experts in improve-
ment science and dissemination. Building on 
these core strengths, the effort is taking the best 
of what we know of good geriatric care and cou-
pling it with what is feasible in healthcare delivery 
systems to build with spread and scale in mind. 
This co-design effort is testing and validating a 
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that served as the design basis for a prototype 
model of Age-Friendly Health Care.

IHI then engaged health systems in the next 
step of the prototype development and encour-
aged them to engage with geriatric research ex-
perts. Researchers, clinical geriatric specialists, 
and health system leaders convened in an expert 
meeting to further refine the core features and 
select four or five features that would form the 
basis for the Age-Friendly model of care. The in-
tegration of health systems with the researchers 
at this step in the development of the prototype 
was itself a narrowing of the “know–do” gap. 
The outcome was the set of core features of the 
Age-Friendly Prototype, known as the “4M’s”:

1. What Matters: Know and act on each 
patient’s specific health outcome goals 
and care preferences.

2. Mobility: Maintain mobility and 
function and prevent/treat compli-
cations of immobility.

3. Medication: Optimize use to reduce 
harm and burden, focusing on medi-
cations affecting mobility, mentation, 
and what matters.

4. Mentation: Focus on delirium and 
dementia and depression.

The next step was to build out the Age-Friendly 
core features with descriptions of what would be 
included in each of the 4M’s. To further develop 
the core features, IHI and the John A. Hartford 
Foundation engaged a group of nine geriatric ex-
perts to further map out the high-level interven-
tions that would occur within each of the 4M’s. 
Five health systems were enlisted to serve as a 
testing community to investigate locally devel-
oped implementation ideas to reliably execute 
each of these high-level interventions (Table 4-1).

Testing of the Age-Friendly 
Prototype Model by Innovator 
Health Systems
Applying Everett Rogers’s diffusion of inno-
vations theory, IHI and The John A. Hartford 

health-system-wide approach to care for older 
adults, measuring the impact on health systems 
that embrace this perspective as compared with 
those lacking such an approach. The Age-Friendly 
Health Systems model is designed to measurably 
improve the quality of care for older adults and 
optimize value for health systems.

In November 2015, the John A. Hartford 
Foundation adopted the bold and important aim 
of establishing an Age-Friendly Health Systems 
approach to measurably improve the quality of 
care for the growing older adult population and 
optimize value for health systems. The goal is 
to reach 20% of U.S. hospitals and health sys-
tems by December 2020 with the Age-Friendly 
Health Systems model of care.

 ▸ Methods
Eliminating the knowledge to action gap in more 
than 20% of U.S. hospitals requires implemen-
tation of a rigorous methodology. In June 2016, 
the John A. Hartford Foundation engaged with 
the Institute for Healthcare Improvement (IHI) 
to apply its expertise in innovation, improve-
ment science, and health-related campaigns to 
create Age-Friendly Health Systems.

Creating an Age-Friendly 
Prototype Model for Testing by 
Early-Adopter Health Systems
Given the breadth and depth of evidence-based 
models of care with older adults, IHI’s first step 
was to synthesize the knowledge on the “know” 
side of the gap. The Research & Development 
team at IHI analyzed 17 evidence-based geri-
atric care models and programs serving older 
adults for common elements: Which popu-
lation is served? Which outcomes have been 
achieved? What are the core features of the in-
tervention? More than 90 core features of these 
17 programs were identified, though there was 
considerable overlap in the features. Ultimately, 
they were clustered into 13 distinct core features 
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Table 4-1 the 4Ms: Interventions and actions

High-level Interventions

What Matters 1 Know what matters: health outcome goals and care preferences  
for current and future care, including end-of-life care

2 Act on what matters for current and future care, including  
end-of-life care

Mobility 3 Implement an individualized mobility plan

4 Create an environment that enables mobility

Medication 5 Implement a standard process for Age-Friendly medication 
reconciliation

6 De-prescribe and adjust doses to be Age-Friendly

Mentation 7 Ensure adequate nutrition and hydration, sleep, and comfort

8 Engage and orient to maximize independence and dignity

9 Identify, treat, and manage dementia, delirium, and depression

Foundation identified five innovator health 
systems that began testing the specific imple-
mentation ideas. The health system teams were 
able to move forward with creativity and navi-
gate the inevitable ambiguity of a testing phase; 
they were inspired by starting something new 
and being in on the ground floor of its devel-
opment, and were motivated through relation-
ships with other early-adopter health systems 
and experts and geriatrics (FIgure 4-1).

The prototype health system senior spon-
sors selected team leaders, microsystems for 
testing, and front-line teams. The leaders and 
teams were convened into a learning system 
for two-way sharing: (1) the teams learned 
a model for iterative testing and learning 
from IHI (see the nearby box) and (2) IHI 
captured the teams’ experiences testing the 
Age-Friendly prototype and plans to illus-
trate the Age-Friendly model with practical 

implementation ideas that will be collated 
into “how-to” guides and other implementa-
tion support materials.

THE MoDEl For IMProvEMEnT

To apply changes in their local settings,  
Age-Friendly Health Systems participants learn 
an approach for organizing and carrying out 
their improvement work, called the Model 
for Improvement. This model, developed by 
Associates in Process Improvement, identifies 
four key elements of successful process 
improvement: specific and measurable aims, 
measures of improvement that are tracked 
over time, key changes that will result in the 
desired improvement, and a series of testing 
“cycles” during which teams learn how to apply 
key change ideas to their own organizations.
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FIgure 4-1 Rogers’ Diffusion of Innovation.
reproduced from rogers, e.M. (2010). Diffusion of innovations (5th ed.). New York, NY: the Free press. Copyright © 1995, 2003 by everett M. rogers. Copyright © 1962, 1971, 1983 by Free press. reprinted with the 
permission of the Free press, a division of Simon & Schuster, Inc. all rights reserved.
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 ▸ Scale-Up Design and 
Social Movement

Spreading use of the model from the five inno-
vator health systems to the early adopters and 
early majority was an intentional part of the work 
of the Age-Friendly Health Systems initiative. 
That intentionality included four components:

 ■ Establish an aim for the scale-up by answer-
ing the following question: How many care 
delivery organizations did the Age-Friendly 
Health Systems initiative want to include?

 ■ Define what will be spread and scaled up 
by answering the following question: What 
is an Age-Friendly Health System?

 ■ Create demand and capacity among health-
care delivery organizations for becoming an 
Age-Friendly Health System.

 ■ Build or utilize distribution channels for 
healthcare delivery organizations to become 
Age-Friendly Health Systems.
The goal of 1000 healthcare organizations 

becoming Age-Friendly by December 2020 was 
the bold and explicit aim established at the start 

Measurement
Concurrent to the development of the Age-Friendly 
prototype model, IHI engaged health system 
leaders, clinical geriatric experts, and its own 
improvement experts to develop a set of mea-
sures at the system level and for each of the 
4M’s. The approach was consistent with the 
development of the prototype model, in that 
it sought to narrow the “know–do” gap. For 
example, researchers and clinicians “know” 
that ambulation is critically important to the 
health of older adults, but there is a gap in 
what health systems consistently “do” with this 
knowledge. Health systems measure the num-
ber of falls among this population and, there-
fore, may inadvertently reduce the mobility 
of older adults to improve the reported mea-
sures. IHI applied the same two approaches to 
narrow the “know–do” gap with measures as 
it did when building the prototype: (1) bring 
geriatric experts together with health system 
leaders and (2) use the Model of Improvement, 
by testing the measures first on a small scale 
and then on a larger scale as confidence in the 
measures increased.
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social movement. Social movement theory and 
practices, particularly those advocated by Mar-
shall Ganz, senior lecturer in public policy at 
the Kennedy School of Government at Harvard 
University, were integrated into the design and 
development of the Age-Friendly initiative (see 
the nearby box) (Ganz, 2010). Ganz has written:

. . . [S]ocial movements emerge from 
the efforts of purposeful actors, indi-
viduals or organizations, to respond 
to changes, to conditions experienced 
as unjust—not just inconvenient, but 
unjust—so as to assert new public values, 
form new relationships, and mobilize 
political, economic, and cultural power 
to translate those values into action. . . . 
The aim of such movements is not 
simply to reallocate goods, or “win 
the game,” but instead to change the 
game’s rules. (Roundtable on Population 
Health Improvement, Roundtable on 
the Promotion of Health Equity and 
the Elimination of Health Dispari-
ties, Board on Population Health and 
Public Health Practice, & Institute of 
Medicine, 2014)

of the initiative. This goal guided the design of 
each phase of the work. Following the initial 
testing phase (described earlier), the five ini-
tial health systems participants began a test of 
scale-up within their systems, with the eventual 
goal of spreading the Age-Friendly practices to 
all care sites within these five systems by the end 
of 2020. Beginning in 2019, new health systems 
will be recruited to join the initiative. These sys-
tems will adapt a well-established set of inter-
ventions to their local environments.

Spread of the Age-Friendly Health System 
model is dependent upon Age-Friendliness be-
ing adopted by initially tens, then hundreds, and 
then a thousand organizations. The design for 
its distribution is based on Rogers’s (2010) diffu-
sion of innovation theory. To be adopted widely, 
however, becoming an Age-Friendly Health Sys-
tem must convey a relative advantage to the or-
ganization, it needs to be compatible with the 
organizations’ priorities, and its design needs to 
be simple, trial-able, and observable.

Recognizing that creating Age-Friendly 
Health Systems would require methods beyond 
the traditional quality improvement effort, Dr. 
Terry Fulmer, President of The John A. Hart-
ford Foundation, characterized the work as a 

THE MoDEl For IMProvEMEnT

The Model for Improvement is a simple but powerful tool for accelerating change that has been used 
successfully by thousands of organizations to improve many different aspects of health care. This 
model has three components (FIgure 4-2):

 ■ Aim: What are we trying to accomplish? Here, participants determine which specific outcomes they 
are trying to change through their work.

 ■ Measures: How will we know that a change is an improvement? Here, team members identify 
appropriate measures to track their success.

 ■ Changes: Which changes can we make that will result in improvement? Here, teams identify key 
changes that they will actually test.

Once these components are in place, key changes are implemented in a cyclical fashion: Teams 
thoroughly plan to test the change, taking into account cultural and organizational characteristics; 
they do the work to make the change in their standard procedures, tracking their progress using 
quantitative measures; they closely study the results of their work for insights on how to do better; and 
they act to make the successful changes permanent or to adjust the changes that need more work. 
This process continues serially over time and refinement is added with each cycle; these are known as 
“plan–do–study–act” (PDSA) cycles of learning.
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 ▸ Expected next Steps
At the end of year one of the work on creating 
Age-Friendly Health Systems, we have a clear 
operational definition of an Age-Friendly Health 
System with an attendant set of measures that will 
guide us, a set of high-leverage principle changes 
(the 4M’s) for the content of what it will take 
to become Age-Friendly, and a group of initial 
health systems testing and learning about how 
to reliably execute those four principles across 
care settings. The next phase of the work will in-
volve spreading and scaling across the five ini-
tial health systems. This will require clear and 
concise descriptions of the 4M’s, how they inter-
act, and how to implement them across various 
practice environments. Concrete guidance and 
implementation advice will come from the spe-
cific experiments that the participating health 
systems have led to date. The 4M’s will be de-
ployed by the five participating health systems 
employing various specific strategies. In some 
settings, the 4M’s will be embedded condition 
by condition (starting with the most common 
conditions among older adults); in others, they 
will be embedded as part of strategic initiatives 
to partner with patients and engage families 
more routinely.

In all cases, the spread and scale-up of the 
4M’s and the Age-Friendly Health System will 
require a complex set of supporting changes that 
reach well beyond the specific technical changes. 
FIgure 4-3 identifies the primary changes that 
we now recognize to be essential to getting 
unstuck—that is, to moving beyond the pilot 
phase and toward large-scale change. The com-
munity of geriatric experts, in conjunction with 
the health system leaders, have set bold, inspiring 
aims and sourced a set of evidence-based prac-
tice changes. The five prototype testing health 
systems have developed dozens of practical im-
plementation tactics, and The John A. Hartford/
IHI team has begun the work of communicat-
ing the concept of an Age-Friendly Health Sys-
tem to key stakeholders.

FIgure 4-2 The Model for Improvement.

What are we trying
to accomplish?

How will we know that the
change is an improvement?

What changes can we make that will
result in improvement?

Act Study

Plan Do

The core elements of nurturing and devel-
oping a social movement were integrated into 
each stage of the Age-Friendly Health System. 
For example, in the first stage, the innovator 
teams built relationships with one another and 
articulated first the narrative of why this work 
was important to each individual, why it was 
important to each team, and, finally, why it was 
important to their health systems. In addition 
to relationship building and narrative develop-
ment, the Age-Friendly Health Systems initiative 
has developed strategies for engaging others in 
specific actions that will improve care for older 
adults. On this score, the American Hospital As-
sociation, with its state chapters and far reach 
into all or most U.S. hospitals, and the Cath-
olic Health Association, with its well-devel-
opment membership structure, were engaged 
early to help disseminate the Age-Friendly ef-
forts. Others are planned to join in subsequent 
stages of the effort. At all points, the backbone 
supporting infrastructure of IHI and The John 
A. Hartford Foundation will be further devel-
oped to ensure execution of a well-organized 
campaign (Roundtable on Population Health 
Improvement et al., 2014).
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More remains to be done to develop the 
partnerships needed to ensure that Age-Friendly 
Health Systems will thrive. Early partners have 
included the American Hospital Association, 
the Catholic Health Association, and The Joint 
Commission. Other professional societies, mem-
bership organizations, and government (federal 
and state) agencies, including local area Depart-
ments of Aging, are beginning to take notice, and 
the next phase of this work will include consid-
erable effort at building collaborations to create 
the financial, regulatory, and payment condi-
tions that will allow Age-Friendly Health Sys-
tems to thrive.

Finally, the supporting infrastructure for 
a national campaign to improve care for older 
adults will need to be cultivated. Distribution 
“nodes” from hospitals to home care agencies 
will need to be developed and nurtured. Candi-
dates from the first five health systems and others 
that voluntarily began the process of transfor-
mation into Age-Friendly systems will be ac-
tively sought and cultivated as potential change 
agents that can help with the transformation of 
others during the efforts to reach national scale.

 ▸ Summary
Among all patient groups, older adults are at 
greatest risk for preventable harms and death 

caused by their healthcare experience. The 
Age-Friendly Health Systems initiative targets 
common failures of health systems by focusing 
on essential elements of care that will lead to 
better outcomes across the continuum of care. 
These essential elements of care, known as the 
4M’s, set the stage for a broader culture shift 
within healthcare delivery to address the needs 
of an aging population.
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Payment Reform, Health 
System Transformation, and 
the Impact on Older Adults
Anna C. Davis, Ronald Navarro, Lynn M. Garofalo-Wright, Kate E. Koplan, and 
Nirav R. Shah

Key Terms

Payment reform Shared savings/shared risk Triple Aim

ChapTer ObjeCTives

1. Understand key concepts in payment reform and financial incentives in health care.
2. Describe the rationale for payment reform.
3. Explain how payment reform may impact older adults.

 ▸ Introduction
In 2008, Don Berwick established the vision 
of the “Triple Aim”—that is, better care and 
improved health at a lower cost (Berwick, Nolan, 
& Whittingon, 2008). Since that time, the vision 
of higher-value care for the United States has 

proliferated, and acceptance of the importance 
of Triple Aim outcomes has become widespread.

Historically, health care in the United States 
was financed through a “fee for service” (FFS) 
mechanism in which providers were paid a fixed 
price for units of service delivered to patients. 
Such a “retail” approach is relatively simple to 
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administer, but creates financial incentives for 
providers to deliver more care and more expen-
sive care—sometimes called a “volume over 
value” or “heads in beds” mindset. Although 
academicians have long debated the existence 
of “induced demand” (i.e., utilization driven by 
the FFS incentives felt by providers to deliver 
more care; Evans, 1974), there is little disagree-
ment now that reframing healthcare incentives 
to align with the Triple Aim goals of care, health, 
and value is the right path ahead (Porter, 2009).

The field of behavioral economics can shed 
much light on the incentives experienced by 
both providers and patients. Thoughtful ben-
efit designs and payment systems can “nudge” 
both producers and consumers in the economic 
equation to act in a manner that promotes over-
all welfare and well-being (Thaler & Sunstein, 
2009). Delivery system and payment reform 
initiatives use economic principles to create 
financial incentives that can be fine-tuned to 
tap into intrinsic and extrinsic motivators and 
help people do the right thing, whether that is 
to get recommended screenings and preven-
tive care, avoid unnecessary or goal-discor-
dant procedures, or attend well-child visits. We 
believe that these payment and delivery system 
reforms are the key to achieving the Triple Aim, 

and hold the promise of better value in a truly 
attainable light.

This chapter first reviews concepts in pay-
ment and care transformation, and defines risk, 
savings, and bundling. We then describe the 
evolution of total joint replacement procedures 
over the last decade as a teaching example of the 
powerful effect of payment reform and deliv-
ery system transformation. Finally, we discuss 
how payment reform and system transforma-
tion may impact older adults, and conclude by 
describing barriers on the path to comprehen-
sive payment reform.

 ▸ Bigger Bundles  
Are Better

In general, payment reform involves the “bun-
dling” of reimbursement into aggregated groups 
of (1) services, (2) patients, or (3) time. As illus-
trated in Figure 5-1, we can conceptualize a 
continuum of payment reforms, which move 
from the fee-for-service system to increasingly 
aggregated payment models, including bundled 
payments, partial or full capitation, and global 
budgets. As bundles get bigger, they wrap in 

Figure 5-1 Payment bundling incentivizes quality, value, and flexibility by introducing risk.
Courtesy of Dana Barnes Mph, Kaiser permanente.

Low incentive for quality and value
Low provider risk (downside and upside)

Organized around billable physician services

High incentive for quality and value 
High provider risk (downside and upside)
More �exibility in service, provider, setting

Itemized
Fragmented

Bundled
Aggregated

Each service for each person
is paid  piecemeal

Sets of related services
or episodes of care are
bundled into one payment 

All care for each individual
over a set time period is
covered under one payment

All care for a set population
and time period is covered
under one payment

Fee For Service Bundled Payment Partial or Full Capitation Global Budget
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more services and can be defined to include 
both upside and downside risk for providers 
(commonly called shared savings and shared 
risk) (Burke, 2013; Delbanco, Anderson, Major, 
Kiser, & Toner, 2011).

The following basic definitions of payment 
models are drawn from the work of Davis and 
Long (2013):

 ■ Bundled payment: Grouped reimbursements 
for all services used by a patient within a 
single episode of care related to a specific 
medical treatment or event (e.g., total knee 
replacement).

 ■ Partial or full capitation: Prospective pay-
ments for the total cost of care per person 
across settings and for a defined time 
period; can be specific to care related to a 
single condition (e.g., diabetes) or a cluster 
of conditions.

 ■ Global budget: A total fixed budget, pro-
spectively defined for the care of a specific 
population (e.g., based on geography) or 
organization (e.g., a hospital) over a defined 
period of time.

These core payment models can be supplemented 
by strategies layered on to fine-tune incentives 
for quality and value:

 ■ Pay for performance: Financial rewards 
or penalties tied to provider or system 
performance, which are typically based on 
quality-of-care benchmarks.

 ■ Shared savings/shared risk: An arrangement 
in which providers are offered a portion of 
savings (or take on a portion of risk) for a 
population. Agreements can be one-sided 
or two-sided, and include upside risk, 
downside risk, or both. In shared risk ar-
rangements, providers are accountable for 
excess expenditures, so they accept some 
risk that has traditionally been held by the 
purchaser or the payer.

In 2015, the Centers for Medicare and Med-
icaid Services (CMS) set a goal of tying 50% of 
its reimbursement to quality or value through 
alternative payment models by 2018 (Burwell, 

2015; Ginsburg & Patel, 2017). Waves of pay-
ment reform demonstrations have come from 
CMS over the last decade, including the Bundled 
Payment for Care Improvements (BPCI) Model 
(CMS, 2017) and the Comprehensive Care for 
Joint Replacement (CJR) Model (CMS, 2015). 
This ongoing shift has already transformed 
the organization of care, as providers increas-
ingly move from solo practice to larger orga-
nizational structures that have the capacity to 
accept bundled payments and manage the risk 
that accompanies them (Burke, 2013). The rise 
in Accountable Care Organizations (ACOs) is 
one example of an organizational structure that 
supports value-based payment.

In concert with efforts to bundle an increas-
ing share of payments and shift provider-side 
incentives, payers can also work to rationalize 
the incentives faced by consumers (Loewen-
stein, Asch, & Volpp, 2013). Adjusting copay-
ment and coinsurance algorithms to encourage 
health maintenance activities is one clear oppor-
tunity. The removal of patient cost-sharing for 
preventive services under the Affordable Care 
Act was one example of such a policy (Koh & 
Sebelius, 2010).

 ▸ Total Joints: Yesterday, 
Today, and Tomorrow

More than 1 million total hip and knee replace-
ment procedures are done each year in the United 
States (Kremers et al., 2015). Total joint replace-
ment (TJR) procedures can alter the life-course 
of patients who receive them, granting contin-
ued independence and dignity, easing pain, and 
enabling mobility even in patients with advanced 
arthritis. With the aging of the U.S. population, 
total hip and knee replacements are projected 
to become the most common elective surgi-
cal procedures (Kremers et al., 2015). TJRs are 
regarded as safe and highly effective, although 
elderly patients receiving a TJR may experience 
a higher risk of potential complications (Talmo, 
Aghazadeh, & Bono, 2012).
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(Ibrahim, Alazzawi, Nizam, & Haddad, 2013; 
Proudfoot, Bennett, Duff, & Palmer, 2017), 
which are becoming the new standard for TJR 
in a framework of bundled payments that incen-
tivizes this approach.

In Kaiser Permanente Southern California, 
orthopedic surgeons perform approximately 3600 
elective hip surgeries and 8000 elective knee 
 surgeries each year. Most recently, about 20% 
of our hip and knee patients recovered at home 
with no hospital stay. By the end of 2018, we hope 
to grow that percentage to 50% (Shah, Garofa-
lo-Wright, Navarro, & Kanter, 2017). Orthope-
dic teams in Kaiser Permanente regions across 
the country are building and spreading similar 
programs. This shift respects each patient’s pre-
ferred pathway through shared decision mak-
ing, and reflects the recognition that patient 
preference is frequently for recovery at home.

These patients receive preoperative and 
postoperative supportive care at home to ensure 
successful recovery (Figure 5-2). Patients in 
this care pathway get what they want: recovery 
at home where they can sleep better, they have 
total control over visiting hours, and they can 
access all the comforts of home. Our data show 
that the readmission rate for our patients who 
go home immediately after surgery is as good as 
or better than the rate for patients who recover 
in the hospital.

We achieve this ambitious model through a 
standardized and multidisciplinary workflow that 
begins four to eight weeks before the procedure. 
What happens before surgery is foundational  
and important: the patient and family receive 
education on what to expect from a total joint 
care coordinator in a group class or by phone; the 
correct-sized walkers or canes are delivered; in 
some cases, a physical therapist visits the patient’s 
home to conduct a safety evaluation and basic 
accessibility in the home is addressed, such as 
by moving the patient’s bed to the ground floor 
or setting up sleeping arrangements to accom-
modate this state. This preparation sets expecta-
tions for “normal” during the subsequent home 
recovery, and introduces important members of 
the care team to the patient and family.

Yesterday
Yesterday’s TJR might be characterized by frag-
mentation and just-in-time management. In the 
fee-for-service paradigm, there are few incen-
tives for providers to coordinate care or mini-
mize inpatient days and days spent in a skilled 
nursing facility (SNF), and some payment 
arrangements actually dis-incentivize shortened  
stays. Despite the promise of improved quality of  
life for older adults who receive a TJR, the period 
of recovery can be extended. During the aver-
age hip replacement surgery, for example, the 
patient receives general anesthesia, delaying 
postoperative mobilization and making recov-
ery time slower. After a three-day stay in the 
hospital, the patient is discharged to a SNF for 
rehabilitation prior to recovery at home. Too 
many patients are readmitted for inadequate 
pain control or other challenges during the 
period of recovery. Some frail patients experi-
ence cascading decline linked to postoperative 
events (e.g., delirium, blood clots, pneumonia) 
that might have been preventable with adequate 
preoperative planning and postoperative man-
agement (Talmo et al., 2012).

In many cases, the patient receives little 
information about what to expect prior to the 
surgery. Shared decision making is limited, with 
patient preferences regarding pursuit of surgery 
(versus more conservative choices) and preferred 
location of recovery largely unknown or ignored. 
Care is organized to optimize efficiency and con-
venience for surgeons. Taken together, patients 
receive narrow preoperative and postoperative 
management, ultimately leading to greater costs 
and worse outcomes. Fee-for-service reimburse-
ment establishes few incentives for providers to 
reorganize or reframe TJR processes.

Today
Patients needing a TJR today in many systems 
have a phenomenally better experience than the 
traditional FFS-based experience. A growing 
body of literature recognizes the improvement 
potential of enhanced recovery interventions 
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health record and, if necessary, makes changes 
to the care regimen. Approximately two weeks  
later, there is an appointment in the ortho-
pedic surgeon’s outpatient office, closing the 
traditional loop.

This is reliably excellent care with multiple 
safety nets. Every workflow is created for and 
with patients, to empower caregivers and pro-
mote healing at home instead of decondition-
ing in the hospital. This careful choreography 
works only if the care team is highly function-
ing and all parties adhere to the appropriate 
standards and protocols, but an important part 
of the work is customization—to the import-
ant preferences and expectations of the patient 
and family, and to the local needs of the surgi-
cal and clinical care teams.

In Kaiser Permanente, we continue to work 
to standardize and optimize this process across 
our national footprint. Kaiser Permanente is not 
alone in pursuing this approach. Other systems 
have radically rethought care processes for TJRs, 
made possible by the shift to bundled payments 
and the resulting changes in provider and sys-
tem incentives (Mouille, Higuer, Woicehovich, 
& Deadwiler, 2016; Navathe et al., 2017). The 
bundled payment allows health systems to spend 
funds on home-based services that might not 
have been feasible in a FFS framework.

On the day of the surgery, the patient receives 
a regional anesthesia protocol (e.g. periarticu-
lar injections, regional block) and the orthope-
dic surgeon uses an anterior approach in many 
cases (innovative for a hip replacement). Such 
an approach reduces the pain of surgery and 
recovery, and together with the avoidance of 
general anesthesia, allows the patient to walk 
almost immediately after the operation. Oper-
ating room teams are highly functioning, and 
use a standard set of implant devices and surgi-
cal tools, enabling protocolized workflows and 
better safety practices for nurses and operating 
room technicians.

After surgery and recovery, the patient 
demonstrates walking safely at least 50 feet and 
goes home within a few hours of leaving the 
operating room—by lunch time for the first case 
of the day. The post-discharge pathway varies  
somewhat, but might typically include the  
following: On the following morning, a physical  
therapist arrives at the patient’s home to begin 
the first of several physical therapy sessions. The 
care coordinator calls to check in and makes 
certain the patient has the care coordinator’s 
phone number should the patient or family 
have any questions or concerns. A nurse may 
arrive to take vital signs if clinically necessary. 
A physician assistant reviews the electronic 

Figure 5-2 Total joint replacement at Kaiser Permanente today entails maximum time at home—and 
minimal time in the intensive, expensive hospital setting.
Courtesy of Dana Barnes Mph, Kaiser permanente.
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will be equipped to recognize early indicators of  
vulnerability and risk, and will support the health-
care team in responding to patient needs across 
the spectrum of total health. Using a shared 
decision-making framework, they will know 
the patient and understand what matters most 
to them, and care will be approached with the 
patient’s goals in the center. For patients under-
going TJR, this approach may prevent months 
or years of unnecessary pain and other need-
less suffering.

To support this vision of tomorrow, payment 
bundles will be expansive, enabling flexibility in 
services, provider, and setting. Providers and sys-
tems will experience incentives that align so as to 
encourage them to keep people well throughout 
the context of their life, rather than only when 
they enter the healthcare system (Westphal,  
Alkema, Seidel, & Chernof, 2016). Hospital rate 
setting as established in Maryland (Murray,  
2009) and global budgets as tested in the Alter-
native Quality Contract (Song et al., 2012) are 
examples of payment arrangements that incen-
tivize such approaches. Their aggregated nature 
encourages systems to deliver more proactive, 
preventive, and high-value care.

As we move toward increasing use of bun-
dled payments, providers will require strategies 
for targeting specialized or customized services to 
patients with greater needs to realize the promise 
of shared savings (Kelley et al., 2017). As shown in 
Figure 5-3, patient segmentation methods could 

Tomorrow
In a future where payment models support 
high-value approaches, incentives are aligned, 
and systems have the necessary supports (e.g., 
infrastructure, health information technology, 
workforce), all patients will experience a robust 
shared decision-making process prior to choos-
ing to receive a TJR. Within a model such as 
the perioperative surgical home (Chimento & 
Thomas, 2017), patient preferences alongside 
necessary safety criteria will guide the place of 
surgery (ambulatory surgical center or hospital) 
and recovery pathway, with many being offered 
the option to recover at home. Regardless of the 
place of recovery, all patients will mobilize on 
postoperative day zero to speed the pace of re-
covery and to minimize the risk of postoperative 
complications. Providers will plan and conduct 
these procedures with the goal of same-day mo-
bilization above physician- or facility-oriented 
productivity goals.

Moreover, this approach to care planning 
and execution will be translated to other services 
wherever safe and effective. Care pathways will 
focus on optimizing patient-centered outcomes. 
Bundled payments will flow to the providers 
or systems that can deliver the best quality and 
value for specific conditions or services (Porter & 
Lee, 2013). The window of the bundle will grow  
longer, extending further back in time.

Multidisciplinary “premanagement” will max-
imize quality of life, and will ensure “right-place 
and right-time” care for each patient, rather than  
waiting until the patient presents with a pressing 
need. Predictive analytics, population segmen-
tation, and early assessment will help iden-
tify patients on a trajectory toward an event. 
Dedicated workflows will maintain optimal func-
tioning for each patient as long as possible. The 
healthcare workforce will be cross-trained, just 
as some systems are already testing (Offord, 
Harriman, & Downes, 2017). In this frame-
work, older adults receive assessment in their 
homes by a single “geriatric assessor” rather 
than individual physical therapy, occupational 
therapy, speech therapy, social needs, and nutri-
tion specialists. These midlevel multispecialists 

Figure 5-3 Mass customization of care for the 
needs of older adults—enabled by bundled 
payment systems—can be achieved through 
segmentation.
Courtesy of Dana Barnes Mph, Kaiser permanente.
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will require careful design with adequate risk 
adjustment to protect against these issues 
(Hood, 2007). Payers—and patients—will also 
face changing roles and responsibilities (Burke, 
2013). Despite the depth of change that will 
be needed to realize the value equation, we 
believe that it is not only necessary but also 
possible. Other industries have embraced a 
value-delivery framework, leveraging a deep 
understanding of individuals’ needs and habits 
to shape customized offerings and deliver con-
venient and customer-centered experiences. 
Health care is at the edge of this reform, and 
a cascade of services will be transformed in 
the model of the TJR evolution in the decade 
to come.
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CHAPTER OBJECTIVES

1. Illustrate the overall enrollment growth in the Veterans Health Administration.
2. Describe the early integration of geriatric evaluation in Veterans Affairs care, and review its 

impact on older adults.
3. Review current sites in which geriatric evaluation is provided and examine its mainstream 

development and implementation.

 ▸ Introduction
The U.S. Department of Veterans Affairs (VA) 
began as a National Asylum in 1865 at the order 
of President Abraham Lincoln “to care for Dis-
abled Volunteer Soldiers”; it evolved to be called 
the Veterans Bureau, and then was consolidated 
into the Veterans Administration by President 

Herbert Hoover in 1930. President George  
H. W. Bush established the Cabinet-level 
 Department of Veterans Affairs in 1989.

In World War II, over the years 1941 through 
1945, nearly 16 million Americans, mostly 
male, were inducted into military service. Fol-
lowing the German and Japanese surrenders 
in the  European and Asian-Pacific theaters, 
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respectively, the system of care for veterans— 
which had developed in the early 1930s in 
 response to demands for health and support ser-
vices by veterans of the Spanish–American War 
and World War I—was initially incapable of ad-
dressing the needs presented by the  expansion 
of the veteran population from about 5 million 
to more than 20 million former soldiers,  sailors, 
marines, and airmen.

In response, President Harry S. Truman 
signed Public Law 79-293 into law on Decem-
ber 7, 1945. It transitioned the VA’s Medical 
Service into the Department of Medicine and 
Surgery and initiated a 10-year plan to increase 
the number of VA medical facilities and beds by 
50% (from 91 to 137 hospitals; from 82,000 to 
120,000 beds) (Adkins, 1967, pp. 210–214). To 
help increase the number of physicians staffing 
both the existing and newly built facilities, VA 
physicians were exempted from many obstruc-
tive civil service hiring regulations and salary 
caps. The legislation also established authority 
for medical schools and VA hospitals to enter 
into partnerships under which VA would sup-
port thousands of medical residency positions, 
with those whose training had been interrupted 
by military service receiving preferential selec-
tion. The medical faculty supervising the resi-
dents further supplemented the VA physician 
workforce in exchange for access to resources 
for conducting biomedical research. As a result 
of these measures, the number of full-time phy-
sicians employed by VA grew from about 2500 
on June 30, 1945, to nearly 4000 one year later 
(Adkins, 1967, pp. 218–219).

As early as the late 1950s, VA leaders rec-
ognized that the aging of the surviving veter-
ans of World War II, combined with the 20th 
century’s dramatic increase in life expectancy, 
would, by the end of the 1970s and thereaf-
ter, challenge their system with an unpreced-
ented predominance of demand for health care  
and services encountered among people of ad-
vanced age (Adkins, 1967, p. 263). As an exam-
ple, in 1980, 10.5% of the 28.6 million veterans 
in  America were age 65 or older; by 2000, 37% 
of the 24.3 million veterans were age 65 or older;  

and by 2017, 46% of the 20.0 million veterans 
were in that age group. While only 839,000 vet-
erans were age 75 or older in 1980 (Veterans Ad-
ministration, 1984, pp. 3–5), veterans in that age 
group numbered more than 4 million by 2017.

To prepare for these changes, beginning in 
1976 VA developed, and in 1980 Congress au-
thorized the establishment of, a system of Geri-
atric Research, Education, and Clinical Centers 
(GRECCs) to investigate the causes and potential 
management strategies for aging and the diseases 
associated with it, and to share lessons learned 
with the clinical workforce and those training in 
VA. From an initial cadre of 6 GRECCs in 1976, 
the number of GRECCs expanded to 20 by the 
beginning of the current millennium.

Today, the Veterans Health Administra-
tion (VHA) is the largest integrated healthcare 
system in the United States, providing care at 
1243 healthcare facilities, including 170 medical 
centers and 1063 outpatient sites of care. Care 
sites include 134 VA community living centers.  
Geriatric evaluation is offered in outpatient, 
inpatient, and home- and community-based 
settings across the system.

Approximately 9 million people, representing 
approximately 40% of all veterans, are enrolled 
in VHA each year. Nearly half of the enrolled 
veterans are age 65 years or older. VHA antici-
pates that the number of veterans enrolled from 
this age group will continue to exceed 4 million 
for at least the next 20 years, and the number of 
enrollees age 75 or older is projected to increase 
36% from 1.9 million in 2016 to 2.6 million   
veterans in 2037.

The Rise, Fall, and Integration 
of Geriatric Evaluation in VA
One early and visible GRECC contribution to 
clinical geriatric practice was described in the 
New England Journal of Medicine by Rubenstein 
et al. in 1984. Adapted from an approach that 
had been developed by Dr. Marjory Warren in 
“geriatric hospitals” in Great Britain in the early 
1940s (Warren, 1946), investigators working at 
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the Sepulveda (California) GRECC reported 
on a trial of a “geriatric evaluation unit” (GEU) 
among older veterans. After one year of follow-up,  
patients randomized to the GEU had lower mor-
tality (23.8% versus 48.3%) and were less likely  
to be discharged to a nursing home (12.7% 
 versus 30.0%) or to have spent any time in a 
nursing home (26.9% versus 46.7%). Moreover, 
patients in the geriatric unit were significantly 
more likely to have improvement in functional 
status and morale than controls.

All of the first GRECCs developed GEUs, 
and by 1984 an equal number of non-GRECC 
programs were in operation as well. VA had ini-
tiated Interdisciplinary Team Training in Geri-
atrics (ITTG) programs in 1979, and by 1984, 
there were 12 in existence, 3 of which were co- 
located with GRECCs (Veterans Administration, 
1984, pp. 51–52). ITTGs were responsible for 
locally, regionally, and nationally providing VA 
staff with on-site training in the team building, 
interdisciplinary dialogue, and care planning 
that characterized GEUs. In 1990, VA secured 
Congressional funding to implement Geriat-
ric Evaluation and Management (GEM) pro-
grams at approximately 50 self-selected sites, 
with funds distributed to underwrite 50% of 
the first 2 years’ support of one physician, one 
social worker, and one nurse per site. Programs 
were administratively and geographically located 
within nursing home care, acute care, interme-
diate care, inpatient psychiatry, and rehabilita-
tion units, and as an outpatient service.

After the initial period of funding, however, 
many GEM and ITTG programs gradually lost 
staff and disappeared—a fate largely attributable 
to three factors: new internal accounting rules 
within VA that served as powerful disincentives 
to providing nursing home care in general and 
to implementing interdisciplinary team meet-
ings specifically; adoption across all long-term 
care settings of standardized data sets that dic-
tated details of care planning and resource al-
location; and a diminishing supply of clinicians 
with advanced trained in geriatric care.

In November 1999, the Veterans Millen-
nium Benefits Act, Public Law 106-180 (the 

“Mill Act”), was signed into law by President 
Bill Clinton. A sweeping endorsement for VA 
providing long-term care to veterans in need 
of such services, the Mill Act committed VA to 
providing or purchasing nursing home care to 
a particular subset of veterans who had been 
deemed disabled above a particular threshold; 
it also committed VA to make available, to all 
veterans who would stand to benefit from them, 
several non-institutional extended care services 
for supporting frail and dependent elders who 
sought to remain in their homes with optimal 
health, safety, and independence. These services 
included geriatric evaluation, adult day health 
care, homemakers/home health aides, respite 
care, and home-based primary care (HBPC) 
 (Congress of the United States, 1999). Three years 
later, the General Accountability Office (GAO) 
observed that many VA sites were still not pro-
viding all of the required non-institutional ser-
vices, and recommended that VA institute means 
for compelling and tracking adherence to the 
Mill Act. Because geriatric evaluation was not 
exclusively provided in an eponymous program 
and, therefore, was more challenging for GAO 
to document in its survey, the recommendation 
did not address activity in geriatric evaluation.

Anticipating that such guidance would 
eventually be forthcoming, VA instituted a 
means for recording geriatric evaluation work-
load, regardless of the clinical setting in which 
it was provided. Included in that workload was 
every new HBPC patient, because of the inter-
disciplinary assessment-based care that is the 
mainstay of that program. Geriatric evalua-
tion tracking reflected that the service was be-
ing provided, but at a rate less than 10% of what 
would be expected, based on several studies. 
An American study (Saliba, 2001) and an Irish 
study (McGee, 2008) found strikingly similar 
rates (32–33%) of indication for geriatric evalu-
ation among community-dwelling elders older 
than age 75 using the Vulnerable Elder Survey 
VES-13 screening instrument. Based on those 
rates, more than 335,000 veterans age 75 years 
and older should be receiving geriatric evalua-
tion on an annual basis, but the actual numbers 
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care, and team-based function. In an unintended 
twist, the rollout of this approach did not obvi-
ate the need for GPC; in fact, the growing work-
load expectations for primary care teams put at 
elevated risk for poor outcomes the complex, 
frail, and cognitively impaired elderly patients 
whose extensive medical histories and multiple 
interacting chronic conditions were nearly im-
possible to review and addressed in the course 
of a 30-minute appointment.

In 2012, VA deemed that all primary care 
services should conform to the PACT model and 
GPC was renamed “GeriPACT.” GeriPACT is pres-
ently offered at more than half of VA’s medical 
centers and a growing number of freestanding 
outpatient clinics, where GeriPACT represents a 
“safety valve” to PACTs struggling to meet  access 
needs for patients in a timely manner.

 ▸ Present State 
of Geriatric 
Evaluation in VA

The dominant provider of geriatric evaluation 
conducted in VA is GeriPACT, which targets the 
most complex and frail 1–3% of PACT-covered 
patients at the more than 80 sites where it is 
presently offered. Between October 2016 and 
 September 2017, nearly 60,000 veterans had 
158,870 visits to GeriPACT—an average of 2.77 
visits per individual. Geriatric evaluation is likely 
completed for most of these veterans, suggest-
ing that the frequency of geriatric evaluation in 
VHA is under-reported since, as noted earlier, 
current administrative data suggest that only 
approximately 35,000 veterans receive geriat-
ric evaluations annually.

The benefits of GeriPACT to patients, as 
well as to the healthcare system, are still be-
ing characterized and analyzed, but a recent 
retrospective analysis of data from 2012–
2013 compared VA and Centers for  Medicare 
and Medicaid Services (CMS) expenses of 
care for more than 2,000 GeriPACT-treated 

remains less than 35,000. Most of that activity 
occurs in outpatient clinic settings—an obser-
vation that provided some of the impetus for a 
multisite VA comparison of inpatient to out-
patient geriatric evaluation; this review found 
diminished impact of geriatric evaluation when 
provided for an outpatient cohort (Cohen, 2002). 
One interpretation of this finding was that, in 
outpatient settings, the interdisciplinary teams’ 
recommendations were left to be fulfilled by pri-
mary care teams who were unable or unwilling 
to follow the geriatricians’ recommendations.

A recent evidence review of the impact of 
geriatricians on the outcomes of older adults 
showed that patients receiving care in special 
geriatric units where geriatric evaluations were  
conducted by a team including a geriatrician 
have better function at discharge and are more 
likely to be discharged to home than patients 
receiving standard hospital care. Including a 
geriatrician in inpatient evaluations and reha-
bilitation resulted in lower nursing home admis-
sions, improved function, and lower mortality 
after up to 1 year of follow-up compared to usual 
care. In the outpatient settings, interventions in 
which geriatricians have direct patient contact 
are more likely to result in better outcomes than 
interventions where the interaction is limited to 
supporting other clinicians. Moreover, geriatri-
cians as primary care providers provide more 
effective medication management than other 
clinicians (Totten et al., 2012).

In response, many outpatient GEM pro-
grams began to offer continuity care in addi-
tion to filling their assessment and care planning 
roles, so as to ensure that the gains accruing to 
the comprehensive geriatric assessment would 
not be lost. When VA’s copayment structure for 
primary and specialty cares levied a higher rate 
for “GEM clinic” care, sites renamed the service 
“geriatric primary care” (GPC).

VA implemented the patient-centered med-
ical home model of primary care in 2010, under 
the name “Patient-Aligned Care Teams” (PACT), 
and undertook a system-wide reeducation of pri-
mary care teams in care management, integra-
tion with community resources, patient-centered 
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The strong success of VA’s HBPC as a model 
of interdisciplinary geriatric evaluation and man-
agement for a population with arduous access 
challenges contributed substantially to the de-
velopment and implementation of Medicare’s 
HBPC demonstration program. Lessons from 
VA’s HBPC experience were applied to shape the 
program characteristics, standards, target popu-
lation, clinical outcome measures, and economic 
structure that was envisioned as sustainable in 
Medicare. VA’s demonstration that enrollment 
in its HBPC program resulted in significant re-
ductions in hospital days and in total costs of 
care, both in VA and in Medicare, led to strong 
Congressional support for this model and ap-
proval of the Independence at Home demon-
stration project in 2010. Corroborating the VA 
experience, this Medicare HBPC demonstra-
tion program, which was based on the princi-
ples of geriatric evaluation, improved access to 
higher-quality care while reducing the total cost 
of care by more than $2000 per patient per year.

The third most common site in which 
geriatric evaluation is provided is VA’s nursing 
homes, which are termed community living 
centers (CLCs). The CLC daily census in VA 
is approximately 10,000, although the number 
of veterans receiving such care in a given year 
is approximately triple that number. An over-
arching theme of the extended care programs 
in VA is that individuals should be able to re-
side in the least-restrictive setting that is safe 
for them. As such, a significant amount of ef-
fort in CLC is devoted not only to addressing a 
resident’s daily care needs, but also to identify-
ing and implementing management strategies 
to optimize function and well-being. For many 
veterans, CLCs play an integral role in the safe 
and effective transition from hospital to home. 
At heart, this was the original motivation behind 
geriatric evaluation. As long-term care practice 
has migrated from a custodial to a life optimiza-
tion function, geriatric evaluation has become 
mainstreamed in the development and imple-
mentation of care plans. Although some sites 
include specific subunits within CLC that are 
devoted expressly to geriatric evaluation, much 

patients. These were contrasted to expenses for 
 propensity-matched counterparts cared for in 
PACT (Shay et al., 2017). Costs of care for rel-
atively high-functioning patients—those with 
Jen Frailty Index [JFI] scores of 0 to 2—were 
equivalent for PACT and GeriPACT, as they 
were for those highly impaired veterans with 
JFI scores of 6 or greater. For the moderately 
impaired (i.e., those with JFI scores of 3 to 5), 
however, GeriPACT management was asso-
ciated with an overall annual total healthcare 
cost of $6000 to $6800 less than required for 
the similarly impaired PACT-covered patients.

Another frequent provider of geriatric eval-
uations in the VA is home-based primary care 
(HBPC), which was introduced to VA in the 
late 1970s. HBPC became part of the suite of 
services that all VA facilities were obligated to 
provide to eligible veterans under the Mill Act. 
HBPC is presently offered through all VA med-
ical centers and approximately 300 of the more 
than 1000 community-based outpatient clinics 
operated by VA. HBPC provides comprehensive  
longitudinal care in the home not only for 
home-bound individuals, but also for home-dwell-
ing veterans whose physical status and medical 
fragility are not effectively managed without 
providing comprehensive care directly in the 
home. HBPC is provided by a physician-directed 
 interdisciplinary team that includes nurses, nurse 
practitioners or physician assistants, social work-
ers, mental health professionals, dietitians, re-
habilitation therapists, and pharmacists, all of 
whom meet as a team and create a single unified 
care plan for the patient. Home visits are made 
by individual team members depending on the 
specific needs of each veteran. Nearly 60,000 vet-
erans received HBPC services between October 
2016 and September 2017. Analysis of several 
different patient cohorts both in and beyond VA, 
covering the period from 2011 to the present, 
has consistently demonstrated approximately a 
15% net cost savings with HBPC compared to 
usual care among high-risk veterans as well as 
a significant reduction in hospital admissions, 
readmission after discharge, and use of emer-
gency departments (Edes et al., 2014).
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as occurred in the original GEMs, the amount 
of actual activity in CLCs devoted to that end is 
unquestionably far greater than is reflected in 
the geriatric evaluation workload figures.

 ▸ Summary
VA geriatric evaluation has made significant ad-
vances in care for persons facing the challenges 
of aging, disability, and serious chronic disease, 
but there remain tremendous opportunities to 
expand access to geriatric evaluation. Early clin-
ical geriatric evaluation investigations were suf-
ficiently promising that deliberate efforts were 
undertaken to disseminate geriatric evaluation 
system-wide. As incentives driving choices and 
sites of care have changed, geriatric evaluation 
has changed as well, going from a service offered 
in a limited number of settings to one that has 
become infused throughout all settings of care. 
Although workload numbers reflect relatively 
limited provision of geriatric evaluation in VA, 
its underlying principles of interdisciplinary 
team-based care are well integrated into VA’s 
nursing home and home care approaches. Nearly 
a decade of experience with the expanding Geri-
PACT program, in which nearly all patients new 
to the program do, in fact, receive assessment 
and care planning consistent with “comprehen-
sive geriatric assessment,” suggests that the geri-
atric evaluation workload as reported in that 
program is a significant under-representation of 
actual services provided and needed. The inter-
disciplinary models of geriatric evaluation not 
only improve health and function for those in-
dividuals who receive their care through these 
models, but also provide unique interdisciplin-
ary training experiences that will be needed for 
the future healthcare workforce in all disciplines 
to meet the care needs of the expanding popu-
lation of older Americans.
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Following the Assessment 
Data—Whose Data Is It: 
Open Notes in Real Time
C. T. Lin

KEY TERMS

Electronic health record
Online patient portal

Open Notes Physician–patient 
communication

CHAPTER OBJECTIVES

1. Describe the rapidly growing demographic of geriatric patients who have access to an 
electronic health records patient portal.

2. Describe the available tools for geriatric patients and their caregivers within patient portals.
3. Describe the concept of Open Notes, and the potential risks and benefits for geriatric patients 

with this tool.

 ▸ Introduction
The use of the Internet for direct patient care 
dates back to the 1970s, when patients and 
physicians would occasionally send email to 

each other. The emergence of this means of 
communication prompted the development 
of patient and physician guidelines for the use 
of email (Kane & Sands, 1998). Over the past  
30 years, online tools have matured substantially. 
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Patient portals, with secure communication 
tools, were developed in the 1990s. Many were 
not linked to a healthcare provider’s electronic  
health record, such as Google’s Personal 
Health Record (PHR) (Google Health, 2017) 
or Microsoft’s HealthVault (2017), among  
others (Archer, Fevrier-Thomas, Lokker,  
McKibbon, & Straus, 2011). Since then, a grow-
ing number of patient portals have been intro-
duced as built-in modules within a specific 
healthcare provider’s electronic health record 
(EHR) system (Archer et al., 2011). Many pa-
tients can now see their own demographic in-
formation, insurance information, diagnoses, 
medications, medical allergies, and immuni-
zations (Archer et al., 2011). Increasingly, pa-
tients can see their own test results, including 
laboratory tests, radiology tests, and pathol-
ogy reports (Archer et al., 2011).

In the past 15 years, a growing movement 
has sought to give patients access to progress 
notes written by their physician (Open Notes, 
2017; Ross et al., 2005). Despite a substantial 
cultural pushback from physicians, who tend 
to see the patient’s medical record as the ex-
clusive purview of clinicians, the Open Notes 
movement has succeeded in giving more than 
15 million patients access to their Open Notes 
medical records (Open Notes, 2017).

Open Notes is not a commercial prod-
uct, but rather a cultural agreement about in-
formation transparency with patients with the 
goal of improving communication, patient sat-
isfaction, and clinical outcomes. Although most 
EHRs have a patient portal setting to “turn on” 
Open Notes, the details of how that is done are 
crucial. When done well, patient trust, adher-
ence to therapy, empowerment, and satisfaction 
can improve, while nurse and clinician impacts 
are minimal to none. Open Notes thus lays the 
foundation for further innovative care and in-
formation transparency with patients.

This chapter describes the importance, best 
practices, and challenges of opening up the pa-
tient’s medical record via Open Notes for the use 
of patients, including geriatric patients.

 ▸ Trends in Geriatric 
Access to Electronic 
Patient Portals

Older adults, defined as those older than age 65, 
are the fastest-growing demographic among pa-
tients using electronic patient portals. Twenty 
percent of patients age 60 or older have experi-
ence with using an online patient portal, and 
this percentage is expected to increase in the 
future (Lober et al., 2006; Turner et al., 2015).

Geriatric patients often have difficulty with 
mobility, hearing, remembering conversations 
with their physician, and remembering the 
 importance of their medications and treatments. 
The patient portal allows for convenient, asyn-
chronous communication among patients and 
their clinicians (e.g., physicians, nurses). Tradi-
tional telephone calls may be hard to hear, and 
travel to and from the clinic can impose a hard-
ship on some older patients. Those who do not 
have a good memory can use the patient portal 
to review content such as their diagnoses, med-
ications, and allergies.

Some organizations have added other tools 
to the patient portal. Many organizations re-
lease test results to patients online (Centers for 
Medicare and Medicaid Services, 2016; Irizarry,  
DeVito, & Curran, 2015). Our organization, the 
University of Colorado Health system, uses the 
following rules to release results: All blood and 
urine laboratory tests are released to patients 
immediately (no delay), which means that in 
some cases patients will see the results before 
their clinician does. Despite initial fears by cli-
nicians, research and experience have shown 
that such “immediate release policies” improve 
patient trust and are not anxiety-provoking for 
patients (Ball & Lillis, 2001; Earnest, Ross, Wit-
tevrongel, Moore, & Lin, 2004; Pillemer et al., 
2016; Ross, Moore, Earnest, Wittevrongel, & 
Lin, 2004; Tang et al., 2003). Similarly, our or-
ganization releases plain-film radiology, ul-
trasound, mammogram, and echocardiogram 
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any items they had not understood or had not 
heard properly (Earnest et al., 2004).

Coordination with Caregivers  
and Family Members
Often family members cannot travel to attend 
conversations between patients and physicians. 
This is partly why the use of proxy access to the 
patient portal is high in the geriatrics clinic at 
our organization. Proxy access allows a family 
member or caregiver to access the online pa-
tient portal on behalf of the patient and com-
municate with the clinic, as well as to view test 
results and Open Notes. Some family members 
reside out of state, so sharing such information 
such as Open Notes can help with coordinat-
ing care and ensuring all care team members 
are well informed.

Coordination Between  
Physicians Using Different EHRs
Older patients often have primary care physi-
cians and specialists who use disparate EHRs 
or paper medical record systems. Notes from 
one clinician often do not reach the next clini-
cian in time to impact the patient’s care. Patients 
and their caregivers with access to Open Notes 
can serve a crucial role by delivering clinician 
notes in these cases, and can improve the coor-
dination of their own care (Earnest et al., 2004).

Patient Satisfaction Measures
Use of Open Notes can effect a significant change 
in clinical practice, in that patients are more likely 
to report that doctors did a good job of listen-
ing to their concerns and questions (Ross et al., 
2004). In one case, a patient stated:

I told my doctor that I could no longer 
cross-country ski because of my heart 
failure symptoms. Instead of responding, 
he went on to ask additional questions 

results immediately. Complex radiology results, 
such as those involving computed tomography 
(CT) scan, magnetic resonance imaging (MRI), 
and positron electron tomography (PET) scans  
are delayed for 7 days and pathology/biopsy 
 results are delayed for 14 days to allow clinicians 
to prepare treatment plans, if needed, for new 
cancer diagnosis (Sprague, Pell, & Lin, 2013).

More recently, some organizations have 
expanded the scope of what patients can see in 
their patient portal. Those patients who have a 
patient portal that incorporates Open Notes can 
view their clinicians’ progress notes and recom-
mendations, and recall conversations with their 
clinician. In one study among patients age 65 
and older, as much as 50% of the information 
imparted to a patient at hospital discharge was 
forgotten by the patient within 5 days. Further-
more, family members of geriatric patients are 
often not immediately available either in per-
son or by phone to hear the advice of clinicians 
 (Albrecht et al., 2014; Earnest et al., 2004; Flacker, 
Park, & Sims, 2007), so such Open Notes ac-
cess enables them to review this information at 
their convenience.

 ▸ Current Best Practices
In clinics and healthcare facilities that effect-
ively use EHRs and patient portals with Open 
Notes, physicians routinely invite all patients, 
including geriatric patients, to sign up for, and 
communicate using, the patient portal. Some 
examples follow.

Presbycusis
Older patients who are hard of hearing can eas-
ily ask questions online. In our otolaryngology 
clinic for patients with sensorineural hearing 
loss (a common condition among older adults), 
use of the portal is quite popular and typically 
replaces telephone calls. Additionally, seeing 
Open Notes allows patients to review the pro-
gress note written by their physician and recall 

Current Best Practices 57

www.ketabpezeshki.com                                 66485438-66485457



Notes, cardiology patients would call primarily to 
get the results of their most recent echocardiogram 
(heart imaging study), and find out their ejection 
fraction result. A detailed telephone discussion 
of what that meant would then follow.  After they 
gained access to Open Notes, cardiology patients 
would look up their own echocardiogram results, 
study the ejection fraction, do additional reading 
online about heart failure medicines and treat-
ments, and then call the nurse with a more so-
phisticated question: “So, I see that my ejection 
fraction has increased. Is that due to my digoxin 
(heart medicine)?”  (Earnest et al., 2004).

 ▸ Future Possibilities
OurNotes is a grant-funded initiative at Beth 
Israel Deaconess Medical Center (2015) that 
seeks to include patients in the shared docu-
mentation of clinical notes—namely, review-
ing their most recent Open Notes prior to the 
next appointment, and adding a list of topics 
or questions they would like to discuss at their 
 upcoming appointment. This could further 
 improve  physician–patient communication, 
 engagement, and possibly shared decision mak-
ing and outcomes (Open Notes, 2017).

Patient-reported outcome measures (PROMs) 
allow patients to document blood sugars, vital 
signs, pedometer steps, and symptom scores. 
Patients could contribute these data to the EHR 
by automated device readings as well as through 
manual entry. Many treatments and medica-
tion combinations have unknown symptoms 
and outcomes, especially among older patients 
who have multiple conditions and are taking 
multiple medications. Having patients record 
and report blood sugars for diabetes monitor-
ing, blood pressure for hypertension monitoring, 
weights for patients with congestive heart fail-
ure or respiratory failure, and pedometer steps 
to track activity in patients with heart disease, 
lung disease, and diabetes or other metabolic 
illnesses, can all be ways that patients can con-
tribute knowledge to their own care. Imagine a 
diverse population of patients regularly reporting 

about my symptoms. Later, when I read 
his notes about our visit, he wrote that 
“what is important to the patient is her 
inability to cross-country ski, and this 
will be a goal of our treatment.” I have 
never felt closer to my doctor than at 
that moment.

Patient-Friendly Terminology
In one study, some patients liked the idea of a 
special patient-friendly form of the record, but 
all preferred that the official, untranslated med-
ical record be available to them (Earnest et al., 
2004). One patient stated:

I would rather have the doctors just 
write what they write and me work 
to understand it, than them writing it 
for me and leaving something out that  
I would like to know.

Other Patient Perceptions
In one study, focus groups of patients benefited 
from (1) learning more about their condition, 
(2) learning about medical decision making,  
(3) increasing patient participation in medical 
care, and (4) confirming normal results and ac-
curacy of the record (Earnest et al., 2004). One 
patient noted: “My doctor works very hard on 
my behalf; I had no idea.” Another noted: “I don’t 
always read my doctors’ notes, but the fact that 
you offer it means I can trust you.”

Improved Adherence 
to Treatment
Patients with access to Open Notes tend to re-
new their prescriptions at a higher rate than 
control patients (Wright et al., 2015).

Obtaining Test Results
Nurses have noted that patients ask better ques-
tions when they have access to Open Notes. In 
one study, prior to the implementation of Open 
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Overcoming this resistance will require a com-
bination of visionary leadership, strong commu-
nication, and committed support from executive 
and clinical leaders. It is important that clini-
cally respected leaders are visible champions 
for this cause. Only then will the display of re-
search reports as well as local trials of Open 
Notes help prove that such access does not cause 
unexpected disruptions in patients’ care or in 
clinicians’ lives.

Technical Savvy
Geriatric patients often are not comfortable us-
ing computers (Turner et al., 2015). Although 
the percentage of older patients who are not 
comfortable with computers is declining, which 
may be a cohort effect, there persists a signif-
icant fraction of patients who are not “online” 
(Lober et al., 2006). Nevertheless, many older 
patients have children or grandchildren who 
can set up computers or access online resources 
on their behalf.

Communication Problems
Some patients, regardless of age, do not under-
stand the limitations of using an online por-
tal for messages. Very infrequently (less than 
once a month, among 250,000 patients using 
the  patient portal for the University of Colorado 
Health system), patients may send inappropri-
ately  urgent messages. There are disclaimers on 
the site  indicating that users who send messages 
may not receive a response for 2 business days, 
and  advising them to make a phone call, schedule 
an urgent appointment, or go to an urgent care 
or emergency department if the question is ur-
gent. Our website requires the patient to answer 
a question: When would you like a response to 
this question? Options are “Sooner than 2 busi-
ness days” or “Two or more business days.” If the 
patient chooses the former, the only option that 
follows is “Please call us at XXX phone num-
ber.” In contrast, if they choose “Two or more 
business days,” the system permits them to ask 
their question online.

symptoms, activities, and vital signs. This rich 
source of data could be searched for effective 
medication combinations and relatively inef-
fective treatments (Black, 2013; Wagle, 2016).

At the moment, EHRs are still in their in-
fancy. As we learn how to best capture data 
from clinicians as well as patients, we will have 
an increasingly robust data set that can be ex-
plored to find patterns among symptoms, diag-
noses, treatments, and outcomes. Not only can 
clinicians access these data, but patients should 
have access to the data as well. At present, data 
sharing with patients is primarily in the format 
of narrative text, but some patients are now re-
questing their data in codified reports. Newer 
data- exchange formats such as FHIR (fast health-
care interoperable resources; Mandel, Kreda, 
Mandl,  Kohane, & Ramoni, 2016) and health 
information  exchange organizations (Walker 
et al., 2005) may eventually enable clinicians 
and patients to send and receive data between 
organizations, between websites, and perhaps 
via smartphone applications. Imagine patients 
exporting their codified health data (diagno-
ses, medications, medical allergies, past medi-
cal history, family history, vital signs, lab results, 
and radiology results) and being able to share 
those data with an app from another organiza-
tion. The availability of such data could allow 
patients to shop for the lowest-cost pharmacy 
for their medications or find the least expen-
sive health insurance plan tailored to the type of 
care they need. It could also allow patients to see 
whether the American Heart Association has rec-
ommendations for the “best practice treatment” 
for their heart condition, or enable patients to 
search national databases for the best “clinical 
trial” to treat a rare disease (deBronkart, 2013).

 ▸ Challenges
Physician Resistance
Physician resistance to Open Notes has been 
well documented (Earnest et al., 2004; Leventhal,  
2017; Miliard, 2015; Ross et al., 2004, 2005). 

Challenges 59

www.ketabpezeshki.com                                 66485438-66485457



I was able to ask questions of the medical 
people I have in my family, and when I 
didn’t, I was able to go on the Internet 
and type in what I didn’t understand, 
and then probably find out more than 
I ever wanted to know. So, with a little 
research I was able to understand. 
(Earnest et al., 2004)

Still others noted that they valued being able 
to take their clinician’s notes to the next pro-
vider of care, and being the conduit and man-
ager of their own medical information. One 
patient stated:

I lost my medications in my airline 
luggage on a trip. Do you know how 
difficult it is to convince an urgent care 
physician that you REALLY DO take 
Vicodin? Imagine instead, walking 
into that office and saying, “If you 
have a web browser, I can give you 
my medical record. Could I have a 
prescription for 3 days of my pills?” 
It is a very different conversation. 
(Earnest et al., 2004)

Most physicians do not need to change their 
documentation at all for Open Notes. How-
ever, white paper with guidelines by this chap-
ter’s author (Lin, 2016) offers suggestions on 
how physicians can improve their documenta-
tion in progress notes. A psychiatrist best de-
scribes the goals for Open Notes documentation 
by physicians:

When we think about our patients in  
a kind of language that WE deem in-
appropriate or potentially offensive to 
the uninitiated, who is to say that our 
own attitudes toward our patients are 
not affected by that language? Wouldn’t 
we be closer to our patients’ experience 
if we got into the habit of thinking 
about them in language they would 
find meaningful and useful? (Cassandra 
Cook, cited in Kahn, Bell, Walker, & 
Delbanco, 2014)

Understanding Terminology
Both clinicians and patients have been con-
cerned about the ability of patients to under-
stand medical terminology. They have voiced 
fears that use of medical terms in EHRs would 
lead to confusion or, even worse, to anxiety and 
misunderstanding. Nevertheless, in 2017, de-
spite most physician offices having an online 
patient portal, a small but growing minority of 
patients have access to physician- written re-
ports and documentation (Open Notes, 2017).

Traditionally, paper medical records were 
stored in locked archives in physician offices. 
Access to and viewing of these charts was 
highly restricted. Additionally, fewer than 1% 
of patients request their paper records, possi-
bly due to the cost (dozens of dollars), the time 
delay (up to a month), and the inconvenience 
(having to visit a separate office and sign a re-
lease form for each request) associated with this 
process (K. Adams, personal communication,  
July 15, 2017). As a result, clinicians have typi-
cally expected that the audience for their writing 
in paper medical records was almost exclusively 
other clinicians.

With Open Notes, clinicians have antici-
pated that they might face more patient phone 
calls, more anxious patients, and lawsuits about 
use of pejorative terms in records. At worst, 
they have worried that clinicians would hide 
important facts because they feared patients 
reading and misunderstanding the notes. The 
medical terms used in EHRs can be difficult to 
 understand—for example, “venous thrombo-
embolism” and “diastolic dysfunction.” Other 
terms could be medically useful, yet considered 
pejorative: “obese patient,” “noncompliant pa-
tient,” “smelling of alcohol,” or “drug-abuser” 
(Earnest et al., 2004). Clinicians feared that ex-
posing patients to such documentation could 
result in litigation.

In reality, research findings have largely al-
layed these fears (Delbanco et al., 2012; Earnest 
et al., 2004; Ross et al., 2004). The vast major-
ity of patients have no issue with Open Notes. 
One stated:
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electronic medical records, such as encryption 
and firewalls, are strong and improving. Nev-
ertheless, recent ransomware and other attacks 
from cybercriminals (Perlroth, 2017; Sanger, 
Chan, & Scott, 2017) continue to worry patients. 
This applies to all EHRs, regardless of an orga-
nization’s stance on Open Notes. Despite such 
concerns, the further spread of EHRs and efforts 
toward improving information transparency for 
patients are unlikely to be affected.

 ▸ Practical Application
The deployment of Open Notes, like with any 
major change in policy and culture at a large 
organization, requires leadership, communi-
cation, and persistence (Leventhal, 2017). Hav-
ing the unanimous support of the chief medical 
officers and all other clinical leaders is crucial 
to the successful deployment of this technol-
ogy change. It is far easier to make technology 
changes than it is to effect the cultural accep-
tance required for such initiatives.

In our organization, some clinical depart-
ments had major reservations and objections to 
the Open Notes policy. They indicated that their 
patient populations were particularly challeng-
ing. From a leadership perspective, we agreed 
to revisit each of the concerned departments a 
month after the go-live point in case there were 
substantial complaints from patients and/or cli-
nicians. No significant issues have since been 
raised. Aside from excluding 6 out of 8 psychia-
try practices from Open Notes at go-live, no other 
departments have since opted out. The remain-
der of all specialties throughout our 400-clinic,  
21-emergency-department, 7-hospital organi-
zation agreed to use Open Notes and have been 
successfully sharing notes with patients since 
May 2016.

 ▸ Summary
Open Notes is a cultural agreement between 
clinicians and patients, in which patients are 

Psychiatry/Behavioral  
Health Issues
In some cases, physicians may be reluctant to 
share Open Notes with older patients who are 
threatening, who disagree about treatment, who 
are opiate-seeking, who have a psychiatric ill-
ness, and who have strained family relationships, 
or at other visits where the conversation is diffi-
cult. Clinicians, when writing about such chal-
lenging interactions, could still be respectful:

The patient and I disagreed about how 
best to reach the goal of pain control; he 
would like more narcotic medications, 
and I believe that opiates are not a good 
solution in this case.

In our organization, the academic faculty 
and resident psychiatry practices have adopted 
the Open Notes policy since February 2017  
(5 months at this writing) without difficulty.

Hiding or Suppressing Notes
In some rare cases, clinicians may find shar-
ing notes with patients via Open Notes to be 
potentially harmful to patient care. For exam-
ple, a patient may be a victim of domestic abuse 
and may not be able to keep her patient portal 
login secure from her partner. Rather than ex-
pose documentation of that physician–patient 
encounter to a potential interloper, the physi-
cian may choose “DO NOT SHARE” with the 
patient to suppress that note from being seen 
by the patient or other party. There may also 
be other instances in which a clinician deems 
it inappropriate to share the note. The experi-
ence at our organization is that less than 5% of 
all notes are not shared with patients.

Privacy and Security Concerns
Patients have long expressed concerns about the 
privacy and security of EHRs. It is helpful to re-
call that even paper medical records have secur-
ity and privacy risks. Security tools to protect 
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engaged to read their clinicians’ notes online. De-
spite initial anxieties, clinicians have found that 
Open Notes does not result in more work, more 
phone calls, or more lawsuits. Instead, patients 
are very appreciative and use the notes to bet-
ter understand their conditions and treatments, 
to coordinate future care, and to inform family 
members. For patients, this results in better ad-
herence to therapy, better patient–physician com-
munication, and more trust in their clinicians.

Older patients, with greater need for care-
ful coordination of care, may have the most to 
gain from Open Notes. This approach is an easy 
way for a patient or caregiver to manage com-
plex medical information and share it with all 
appropriate parties.

The future of Open Notes will involve shared 
documentation and further information trans-
parency. We see a day when patients and their 
clinicians co-author the patient’s medical nar-
rative, set shared goals, better capture patient 
symptoms and outcomes, and use these data to 
further improve care.
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Assessment and Care Plans 
That Support Goals That 
Matter to the Person
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Key Terms

Person-centered care

ChapTer ObjeCTives

1. Set the contextual frame for providers to engage in an assessment and care-planning process 
that elicits and supports goals that matter to the person.

2. Define person-centered care in the context of assessment and care planning for older adults.
3. Describe the process of ascertaining a person’s goals in the assessment process and using the 

goals as a basis for care planning.
4. Identify factors that may affect goal elicitation and use of person-centered goals as the frame for 

assessment and care planning.
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 ▸ Introduction
Imagine that you are seeing a patient for the first 
time. She is 84 years old and accompanied by 
her daughter. The patient has multiple chronic 
health conditions—some well controlled, such 
as her high blood pressure and diabetes, and 
some poorly controlled, such as her chronic 
 obstructive pulmonary disease (COPD). She 
also has mild cognitive impairment and has 
come to you with pain in the hip that she lives 
with on a daily basis. Her previous doctor closed 
his practice, but the daughter informs you that 
her mother was considering a hip replacement 
with that physician.

As a clinician, you review the medical rec-
ord, vital signs, and the medically oriented 
problem list collected and synthesized by the 
nurse. You begin to gather clinical information 
using open-ended and problem-focused ques-
tions such as “What brings you in today?” and 
“What is troubling you?” Based on the patient’s 
and daughter’s initial responses, you begin the 
standard assessment processes for her over-
all health, the unstable COPD, and the condi-
tion of her hip. You ask her a series of questions 
that delve deeper and are more disease focused, 
performing relevant screening exams and tests. 
Given her mother’s mild cognitive impairment, 
you ask the daughter to confirm and elaborate 
on what may be happening. As a clinician, you 
then filter and synthesize all of the responses 
through medically oriented guidelines and 
clinical experience into a decision tree as you 
deliver your professional opinion on care and 
treatment. You lay out a course of action and 
interventions and referrals (e.g., pharmaceut-
ical, surgical, rehabilitative).

While this process and outcome are tech-
nically appropriate as guideline-informed care, 
they failed to identify and incorporate the per-
son’s goals and values—that is, what she is try-
ing to achieve and avoid. This is the most critical 
information to ensure that care is concordant 
with the person’s goals. The missing informa-
tion includes knowing what matters most to this 
older adult and the reasons underlying her health 

issues. Goals often expressed by older adults in-
clude maintaining independence and function, 
along with freedom from troubling pain and/or 
symptoms. Other goals may be longevity, such 
as being able to be present for a future family 
event. Clinicians can obtain this information 
only by asking their patients about their needs, 
values, and preferences for care in an attempt 
to understand how they seek to live life every 
day and what they hope to avoid.

In this case, the older woman wanted to re-
main at home—that was the single most import-
ant thing to her. Her daughter helped her shop, 
cook, and manage her bills, so living at home 
had been a good option for her.

Sadly, she was not asked what mattered most 
to her and was referred to a surgeon to evaluate 
her hip. She developed delirium in the hospi-
tal following the hip replacement and was sent 
to a nursing home for post-acute rehabilitation. 
The change of setting caused further deterio-
ration of her cognitive state. She was unable to 
benefit from rehabilitation and fell in the nurs-
ing home, suffering a hip fracture. She never re-
turned to her home, and both her overall health 
and cognitive state declined rapidly. She died, 
in constant pain, within a year.

A conscious and deliberate inquiry into “what 
matters” is at the heart of a person-centered 
care approach to clinical practice, particu-
larly when caring for older adults with com-
plex medical and social needs. This attention to 
person-centeredness by the clinician can ensure 
that the interventions included in a jointly cre-
ated care plan will have a much greater chance 
of achieving the health outcomes of your pa-
tients and their families.

This chapter outlines the contextual frame 
that allows providers to engage in an assess-
ment and care-planning process that support 
goals that matter to the person. It also defines 
person-centered care in the context of assessment 
and care planning for older adults, and  describes 
the process of ascertaining their goals. Finally, 
it articulates how this information can be used 
as the basis for care planning and identify fac-
tors that may impact goal elicitation.
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 ▸ Contextual Frame 
of Older Adults with 
Complex Health and 
Social Care Needs

Older adults who seek medical attention gen-
erally do so because some component of their 
 everyday functioning has changed for the worse, 
and they (or family members) do not feel as if 
they can manage this new daily living challenge 
on their own. A change can come in the form 
of various physical symptoms—for example, in-
creased joint pain, decreased vision, difficulty 
breathing, or confusion—as well as the distal im-
pact of the symptoms, such as an injury from a 
fall. Increased physical distress over time may 
signal a more significant health event, such as 
cardiac arrest or a stroke.

When older adults have a significant med-
ical condition that needs immediate attention, 
they generally seek help because of the prob-
lematic symptoms and functional decline they 
experience (e.g., “I am having trouble breathing 
and feel pain in my arm”), not because they are 
aware of the underlying condition (e.g., “I am 
experiencing a myocardial infarction”). While 
the elements of, and solution to, the underly-
ing medical problem are vital, what is gener-
ally most important to the older adult in distress 
is that he or she can return to a state of being 
where the least amount of medical intervention 
is needed in daily life.

Older adults may have unreasonable expec-
tations in part because clinicians may not dis-
cuss the prognosis (i.e., the likely course of the 
disease) within the context of overall health, as 
opposed to just the specific health issue being 
addressed. Without a clear understanding of 
prognosis, coupled with treatment options that 
fit with a person’s goals and values, care may un-
realistically be seen as fixing the medical prob-
lem so the person can get on with the business 
of living well. Yet when clinicians work with an 
older adult living with multiple chronic health 

conditions, the idea of “fixing the health prob-
lem” and returning to a pre-illness state is of-
ten not the goal.

A survey of frail, older adults at senior 
centers on what mattered most to them found 
that their health goals fit into four key domains:  
(1) independence, which included the ability 
to live at home and not be a burden on others;  
(2) improved function, which included be-
ing able to do and enjoy specific activities;  
(3) management of pain and symptoms; and 
(4) length of life, meaning maximized longev-
ity. In this study, the focus on longevity was 
the least popular response by far (Fried et al., 
2011). These four outcomes are predicated 
on a clear sense of what the older adult wants 
as care outcomes and what the idea of “mat-
ters most” means in a personal way. However, 
the goals of care may not be immediately self- 
evident to the older adult, the family, or the cli-
nician, and hence require dedicated dialogue 
to elicit and utilize them in a useful manner. 
For older people with multiple chronic con-
ditions and associated functional limitations, 
asking about a person’s goals in the assessment 
process has an even deeper meaning and ne-
cessity given that treatment protocols across 
disease states can be often unclear, contradic-
tory, or simply nonexistent.

Historically, adults did not live into old age 
and experience significant comorbidities cou-
pled with functional impairment. The advent of 
antibiotics, modern technology, effective pub-
lic health interventions, and a series of socio-
economic forces have contributed to the U.S. 
population now having an average life expec-
tancy of 79 years (National Center for Health 
Statistics, 2017). However, long life does not 
mean that people live well through the end of 
their life. As of 2015, healthy life expectancy 
was only 69 years in the United States (World 
Health Organization, 2016). Why the differ-
ence? Because half of all Americans turning 
65 today will one day find themselves needing 
a high level of help with basic daily activities 
such as walking, eating, getting out of bed in the 
morning, and bathing (Favreault & Dey, 2015). 
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 ▸ What Is 
Person-Centered 
Care and How Does It 
Relate to Assessment 
and Care Planning?

Healthcare providers and advocacy group of var-
ious types have published several definitions of 
“patient-centered” or “person-centered” care over 
the last 25 years (Kogan, Wilber, & Mosqueda, 
2015). While varying in depth, focus, and util-
ity, a key omission in these definitions is ap-
parent: none has focused on the group of older 
adults with the most complex and expensive care 
needs, those also at risk for the greatest harms 
caused by the care itself (e.g. polypharmacy), 
and those living with multiple chronic condi-
tions coupled with functional impairment. To 
meet this challenge, the American Geriatrics So-
ciety (AGS) convened a national expert panel 
in 2015 to clarify the meaning and implemen-
tation of person-centered care when serving 
older adults with multiple chronic conditions 
and functional limitations. AGS published the 
following statement:

Person-centered care means that 
individuals’ values and preferences 
are elicited and, once expressed, 
guide all aspects of their health care, 
supporting their realistic health and 
life goals. Person-centered care is 
achieved through a dynamic rela-
tionship among individuals, others 
who are important to them, and all 
relevant providers. This collaboration 
informs decision-making to the extent 
that the individual desires. (American 
Geriatrics Society Expert Panel on 
Person-Centered Care, 2015)

The AGS expert panel also articulated 
eight essential elements to operationalizing 

At the same time, the number of aging Amer-
icans with significant healthcare and daily liv-
ing needs is projected to grow from 6 million 
to almost 16 million over the next several dec-
ades (Favreault & Dey, 2015). This trend toward 
greater disability in old age has significant im-
plications for healthcare delivery. Research has 
shown that the costliest 5% of older Medicare 
beneficiaries account for nearly 40% of that fed-
eral program’s annual spending. Older adults 
with daily living needs coupled with chronic 
health conditions cost Medicare roughly twice 
as much as those living with chronic conditions 
alone (Rodriguez, Munevar, Delaney, Yang, & 
Tumlinson, 2014).

At a macro level, health systems and federal 
policy efforts continue to strive for new system 
transformations to improve care while lowering 
costs, particularly for those with high healthcare 
utilization. Taking a bold step, the Centers for 
Medicare and Medicaid Services (CMS) insti-
tuted the “Triple Aim” framework, which calls 
for better population health, better care for in-
dividuals, and lower per capita costs through 
system improvement. This trend has continued, 
with CMS announcing its intention to shift from 
largely fee-for-service payment to value-based 
purchasing arrangements focused on both costs 
of care and quality outcomes.

With the advent of value-based payment, 
how can the healthcare system support older 
adults with complex health and daily living 
needs and foster the right kind and amount 
of care so as to improve cost and quality of 
care? Increasingly, health systems and lead-
ers are rethinking the care delivery to older 
adults with these kinds of complex medical, 
functional, and social care needs, with the aim 
of better aligning that care delivery with their 
goals. Connecting the right population with the 
right set of interventions is critical. The key, 
however, is meeting the needs of older adults 
who live with complex care needs where they 
are and seeing them as whole people, not just 
as patients, through the assessment and care 
planning process.
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 ▸ Timing and Nuance 
of Ascertaining Goals 
in the Assessment 
Process

As clinicians provide care and support to an older 
adult with complex needs, they must demonstrate at  
least three professional characteristics when 
ascertaining the older adult’s goals during the 
assessment process: ability to know when and 
how often to ask about the person’s needs, val-
ues, and preferences for care; an inquisitive na-
ture balanced with good judgment; and, most 
importantly, professional courage to ask tough 
questions that do not have easy medically ori-
ented answers.

Clinicians often wonder when and how of-
ten to broach conversations about what matters 
most to the older adults whom they are treating. 
While each case may be different, it is prudent 
to begin any assessment process with questions 
that elicit the person’s needs, values, and pref-
erences for care and daily living. All healing re-
lationships are built on trust, engagement, and 
patience, and a key to starting this process and 
moving it in a positive direction is to remember 
an old social work maxim: “Assessment is inter-
vention.” Simply asking a question to another 
person begins the relationship-forming process 
and opens up new perspectives of engagement 
between the older adult, clinician, and support 
persons involved.

The beginning questions set the tone for the 
care experience, and inherently shape all future 
discussions between the provider and the per-
son receiving care. Starting with what matters 
most to the older adult fosters a relationship of 
honor and respect so that the individual’s clin-
ical, functional, and social assessment informa-
tion can be placed in context of his or her life 
and unique personal circumstances.

Drs. Mary Tinetti of Yale University and 
Caroline Blum of New York University have 

person-centeredness for an older adult popu-
lation with complex medical and daily living 
needs. Two of the essential elements are as fol-
lows (American Geriatrics Society Expert Panel 
on Person-Centered Care, 2015):

 ■ An individualized, goal-oriented care plan 
based on the person’s preferences. A thorough 
medical, functional, and social assessment 
provides a foundation for the person and 
family to consider their goals. For some 
people, the assessment should be conducted 
in their place of residence.

 ■ Ongoing review of the person’s goals and care 
plan. Reassessing the care plan on a regular 
basis helps to determine the plan’s effective-
ness, to address the person’s evolving health 
and life goals, and to address changes in the 
person’s medical, functional, psychological, 
or social status.

The AGS definition seeks to move the lo-
cus of control from the clinician and health sys-
tem to older adults, basing care on their own 
needs, values, preference, and personal goals. 
It defines quality and value, not simply through 
technical measures of care, but through dig-
nity, respect of personal choices, and life goal 
achievement.

Person-centered care starts with gather-
ing information about the personal needs, val-
ues, and preferences of care of older adults with 
complex medical and daily living needs, with in-
put from family support if desired. This infor-
mation, in combination with a comprehensive 
medical and functional assessment, is used to 
help the older adult person articulate and shape 
clear, specific, measurable goals that focus on 
improved or retained functioning rather than a 
medically defined clinical outcome. All of this 
information is synthesized into a single plan of 
care and shared with the appropriate team of 
providers and community supports. The per-
son’s goals in the care plan serve as the guiding 
vision of success, and the care plan and imple-
mentation strategy are updated as the older per-
son’s unique circumstances change.
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functional profile as opposed to being driving 
solely by clinical indication and guidelines alone. 
For example, if an older adult says that she wants 
the most active life possible and is willing to tol-
erate pain to achieve that lifestyle, then a clini-
cian can discuss treatment options that minimize 
the risk of functional decline and support mobil-
ity while managing pain. In contrast, if an older 
adult’s goal is to attend a time-bound event such 
as a family wedding six months from the time 
of assessment, then the clinician can guide the 
care plan toward interventions that may delay 
necessary burdensome treatment and focus on 
stabilizing the person for travel so as to make 
attendance at the wedding possible.

While each circumstance is unique, older 
adults with significant clinical and functional de-
cline rely on personal relationships for support 
and active help in achieving daily living goals. 
Their support networks could consist of family, 
friends, neighbors, members of religious or so-
cially oriented communities, paid personal care 
providers, and the like. These individuals provide 
the vast majority of supportive care and are usu-
ally key members of the implementation team 
for the care plan developed by the older adult 
and clinical providers. Therefore engagement 
with these personal relationships alongside the 
older adult can be the difference between suc-
cess and failure of the care plan.

Additionally, older adults may benefit from 
receiving a range of community-based supports 
and services that can help an individual maxi-
mize independence, such as Meals on Wheels 
and chronic disease self-management programs. 
An assessment process that focuses on the 
whole person will help uncover needs beyond 
the medical realm that provide critical support 
for health and well-being. Figure 8-1 shows po-
tential sources of daily living support for people 
with substantial daily living needs that can com-
plement clinical services (Gitlin,  Szanton, &  
DuGoff, 2011). Sources of support generally fall 
into two categories: those bolstering an older 
person’s social environment and those focused 
on the physical environment. While not an ex-
haustive list in each category, meaningful access 

spearheaded efforts to elicit persons’ values and 
goals, and then translate them into tailored care 
and treatment though an initiative known as Pa-
tient Priorities Care. Following are some suggested 
questions that they developed, in collaboration 
with Aanand Naik and Lillian Dindo of Baylor 
College of Medicine, and that should be consid-
ered as part of the initial and ongoing assessment 
process (Gerontological Society of America, 2016; 
Naik, Martin, Moye, & Karel, 2016):

 ■ What brings you the most enjoyment or 
pleasure in life? (Addresses enjoying life)

 ■ When taking care of yourself, what is most 
important to you now? (Addresses function)

 ■ Which relationships or connections are most 
important to you? (Addresses connecting)

 ■ What do you hope your care can do for you? 
(Addresses managing health)

Two additional key questions are:

 ■ Who else should be part of this conversa-
tion with us? If needed, who will help you 
put in place any care plan that you and I 
develop together?

 ■ What else should I be asking you?

 ▸ Using Assessment 
Information for Care 
Planning

Once identified, the person’s goal becomes the 
“true north” of their care and ideally is shared 
with other members of the healthcare team so 
that they, too, can provide goal-concordant care. 
The next step is to establish meaningful and mea-
surable health goals. For example, if we were to 
review what matters to the older woman with 
hip pain described at the beginning of the chap-
ter, we might consider her risk for delirium and 
poor outcomes before referring her to the sur-
geon, given that her number one priority was 
to remain independent.

Care planning can be driven by the older 
adult’s goals in the context of the clinical and 
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to items such as caregiver support and training, 
home modifications, and transportation can 
make or break a well-intentioned medically ori-
ented care plan if not considered or effectively 
addressed in their absence.

Clinicians face a number of critical chal-
lenges in implementing assessment and care 
planning processes to support goals that mat-
ter to the older person. First, structural and 
process issues in the care delivery environment 
can create tremendous challenges for clinicians 
who seek to treat their older adult patients in a 
person-centered manner. The short time frame 
of appointments, pressures to maintain high vol-
ume of visits, and barriers in record keeping that 
can be shared across care providers—even within 
electronic health record systems—all create bar-
riers to engaging in a person-centered dialogue. 
Careful system planning through the application 

Figure 8-1 Potential sources of support for individuals with disability challenges.
reproduced from Gitlin, L., Szanton, S., & DuGoff, e., the Scan Foundation. (2011). Supporting individuals with disability across the lifespan at home: Social services, technologies, and the built environment. 
CLaSS technical assistance Brief Series, 1, 1-8.
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of human-centered design that incorporates the 
perspectives of older adults and their families 
can help mitigate structural and process barriers.

Second, there may be clinical barriers 
or perceived clinical barriers to providing 
person-centered care. Cognitive decline or be-
havioral health issues may create challenges 
related to the person’s active participation in 
elicitation of goals. It may be a cultural prefer-
ence not to participate in conversations about 
goals of care. After extending an invitation to 
discuss these issues, the clinician should respect 
the person’s preferences on this front. When and 
if the person is unable or unwilling to partici-
pate in such dialogue, the clinician can ask the 
family or paid caregiver for any pertinent infor-
mation that may help in tailoring care.

Family and other significant others may of-
fer differing views about goals and preferences; 
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interventions at the right time by the right pro-
viders, avoids unwanted care, and is supported 
in terms of his or her overall goals for health.
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they may contradict the older adult or another 
member of the family. When conflicts arise that 
cannot be talked through, a referral to social ser-
vices or behavioral health might be appropri-
ate. When the conflict revolves around goals of 
care in advanced illness or at the end of life, a 
member of the palliative care would also be an 
effective resource.

Last, and most importantly, clinicians must 
overcome their own knowledge deficits and bias 
regarding engagement in person-centered dis-
cussions with older adults with complex care 
needs. The culture of health, and the history of 
clinical training programs, has focused squarely 
on clinical assessment and treatment, to the ex-
clusion of the person. Older adults living with 
chronic health conditions, which by their very 
nature will not be ameliorated, fundamentally 
change conversation dynamics and can leave 
cure-focused clinicians feeling helpless and 
hopeless. Engaging in a person-centered dia-
logue is a skill to be actively acquired and prac-
ticed. It requires a keen sense of self-awareness 
of one’s own training and biases in relation to 
multimorbid diagnosis, treatment, and ideas 
of successful intervention. Personal attributes 
for clinician leaders that incline them toward 
person-centered assessment and care planning 
include patience, good listening and questioning 
skills, a willingness to tolerate significant am-
biguity in the face of unsolved problems, and, 
above all, humility about both the process and 
outcomes of care.

 ▸ Summary
The most important member of the healthcare 
team is the older adult in partnership with the 
family and friends who make up the personal 
support network of the person’s own choosing. 
Taking a person-centered approach to assess-
ment and care planning ensures that the older 
adult gets goal-concordant care, receives the right 
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Self-Care Self-Management
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ChapTer ObjeCTives

1. Define self-care and self-management.
2. Describe the significance of self-management in the care of older adults.
3. Review current practices and challenges in the assessment of self-management capabilities  

and behaviors in older adults.
4. Provide an exemplar of assessment of the older adult’s self-management capabilities and 

behaviors.

 ▸ Introduction
Self-care and self-management are two 
closely related terms, and the source of debate 
in the literature as to whether self-care includes 
self-management, or vice versa. For the purpose 
of this chapter, self-management is viewed as a 
component of the broader concept of self-care. 
On the one hand, self-care refers to the abil-
ity to care for oneself as well as the ability to 
carry out activities needed to achieve, maintain, 

and promote optimal health (Richard & Shea, 
2011). On the other hand, self-management is 
the ability of an individual to collaborate with 
family, community, and healthcare profession-
als to monitor perceived health and implement 
strategies to manage symptoms, treatments, life-
style changes, and the psychosocial, cultural, 
and spiritual consequences of both acute and 
chronic health conditions (Richard & Shea, 
2011; Wilkinson & Whitehead, 2009). A dis-
tinguishing feature of self-management is the 
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emphasis on a collaborative care approach in 
which self-management education is part of the 
patient–provider partnership paradigm (Boden-
heimer, Lorig, Holman, & Grumbach, 2002). 
The term “self-management” is used through-
out this chapter because of its emphasis on the 
use of collaborative approaches. Self-manage-
ment is thought to include both the maintenance 
of wellness and the management of acute and 
chronic illness (Grady & Gough, 2014; Moore 
et al., 2016).

Self-management can be viewed as either a 
process or an outcome, or as both of these. The 
processes of self-management (e.g., self-monitoring, 
symptom management, decision making) usu-
ally occur on a daily basis, and require confi-
dence to regulate and take action that result in 
specific self-management behaviors and health 
outcomes (Moore et al., 2016). Self-management 
encompasses formal patient education that 
teaches the skills needed for the individual to 
have a functional life, including use of medica-
tions, health behavior changes, and emotional 
support needed to manage a condition.

Self-management is particularly import-
ant for people living with a chronic condition. 
In chronic illness management, the purpose of 
self-management support is to help patients be 
informed about their condition(s) and able and 
willing to take an active role in their treatment. 
Effective self-management incorporates collab-
oration between the clinician and the patient in 
defining the problem, setting targets and goals, 
planning interventions, and maintaining active 
and sustained follow-up. This process includes 
collaborative decision making regarding med-
ications (Does the patient agree to take what is 
recommended and prescribed?), diagnostic tests, 
procedures, and the health-related goals that the 
patient will pursue. Clinicians tend to define 
health problems in terms of a diagnosis and a 
treatment, whereas patients tend to define prob-
lems by the symptoms, their interference with 
normative functioning, difficulties they have with 
the treatment, and emotional concerns related to 
the problem (Patel, Shafazand, Schaufelberger, 
& Ekman, 2007). Self-management support, 

therefore, is driven by a philosophy and a set of 
activities in which patients and healthcare pro-
viders form a partnership to assist an individ-
ual to be actively engaged in his or her own care.

 ▸ Self-Management 
and Older Adults

Self-management is a particularly important 
aspect of care for older adults because they 
often have multiple chronic conditions (MCC). 
Two out of three older Americans, including 
21.4 million Medicare beneficiaries (Centers for 
Medicare and Medicaid Services, 2012), have at 
least two chronic physical or behavioral health 
conditions, and 14% have six or more MCC. 
The prevalence of MCC increases with age and 
is greater in women (Lochner, 2013). The exis-
tence of MCC confers a compounding burden on 
overall health status, functional ability, and qual-
ity of life—all of which require self-management 
to achieve optimal outcomes. The effects of 
multiple existing conditions in older adults are 
further compounded if acute conditions are pres-
ent, instead of just chronic or permanent ones. 
Additionally, the inclusion of common risk fac-
tors, such as obesity, or pre-symptomatic con-
ditions, such as low bone density, increases the 
prevalence of multimorbidity and the need for 
self-management.

As chronic conditions have become more 
prevalent, there has been a shift in health care 
toward encouraging older adults to participate in 
their health care through self-management pro-
grams (Wilkinson & Whitehead, 2009). Self-man-
agement education is an effective way to enable 
older adults to manage these chronic condi-
tions and ultimately live healthier lives (Marks, 
Allegrante, & Lorig, 2005). Self-management has 
been shown to be effective for the most frequently 
occurring chronic conditions, including chronic 
obstructive pulmonary disease (COPD), diabetes, 
asthma, arthritis, hypertension, depression, and 
heart failure (Bourbeau et al., 2003; Gibson et al., 
2002; Jaarsma, Cameron, Riegel, & Stromberg, 
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2017; Lorig & Holman, 2003; Marciniuk et al., 
2011; McManus et al., 2010; Norris, Lau, Smith, 
Schmid, & Engelgau, 2002). Self-management 
interventions have been shown to reduce in-hos-
pital admissions, emergency room visits, number 
of physician visits, and costs of chronic illness 
care (Bourbeau et al., 2003; Lorig, Mazonson, 
& Holman, 1993; Lorig, Ritter, Laurent, & Fries, 
2004). Studies of the effects of self-management 
also have shown decreases in bothersome symp-
toms (e.g., pain, shortness of breath; Gibson 
et al., 2002; Lorig, Ritter, & Plant, 2005), reduc-
tion in depressed mood, and changes in import-
ant health status indicators, such as HbA1c levels 
(Norris et al., 2002).

 ▸ Self-Management Best 
Practices

A hallmark of self-management support by 
healthcare providers is the encouragement of 
patients to take an active role in decision mak-
ing and the assumption of more of a coach or 
advocate role (Funnell & Anderson, 2004). The 
patient–provider dyad should look more like 
a partnership, rather than a student–teacher 
relationship. Using active listening, the pro-
vider should assess the patient’s concerns, opin-
ions, fears, questions, and progress toward the 
patient’s individualized goals. These factors 
should also be taken into consideration when 
working with the patient to create a plan of 
care. As a plan is created, the provider should 
assist the patient in problem solving, and help 
the patient identify areas of self-management 
that can be encouraged by all members of the 
healthcare team (Funnell & Anderson, 2004). 
Family members who are involved in the care 
of the older person are included in this care 
partnership as well.

A major goal in self-management support 
is that patients gain an understanding of their 
condition, be able to monitor their condition at 
home (including the self-assessment of symp-
toms), obtain regular medical assessment by a 

clinician, and be able to engage in collaborative 
planning (Gibson et al., 2002). Self-management 
support also aims to help patients shift their 
thinking to maintain wellness as their focus, and 
tailor their plan accordingly (Lorig & Holman, 
2003). The definition of wellness may vary from 
patient to patient, and their priorities may not 
be the same as providers’ priorities. The patient’s  
definition of wellness should be defined and used  
as the focus of care.

For providers interested in implementing a 
self-management education program, many re-
sources and standards exist. For example, the Na-
tional Standards for Diabetes Self-Management 
Education was designed to assist diabetes educa-
tors in providing the best self-management ed-
ucation and support to their clients (Haas et al., 
2012). These standards are an excellent resource 
for providers caring for patients with diabetes 
and prediabetes. Like other self-management 
programs, the main goal is to “support in-
formed decision making, self-care behaviors, 
problem solving, and active collaboration with 
the health care team to improve clinical out-
comes, health status, and quality of life” (Haas 
et al., 2012, p. 620).

Stanford Medicine offers a Chronic Disease 
Self-Management Program, as well as programs 
for diabetes, chronic pain, cancer survivors, 
and HIV (Stanford University School of Medi-
cine, 2017). Its website has numerous resources 
for clinicians and patients, including helpful 
self-management tools such as guides for symp-
tom monitoring and goal setting.

There also are assessment tools that cli-
nicians can incorporate in their practice for 
self-care and self-management. For example, 
the National Alliance for Mental Illness (NAMI, 
2017) has developed a Self-Care Inventory that 
includes the domains of physical, psychological, 
emotional, spiritual, and workplace/professional 
self-care. Clinicians have also created symptom 
“checklists” to assist patients with monitoring 
their condition and then making subsequent 
decisions based on this assessment.

A variety of technological tools can facilitate 
self-management as well. Healthcare providers 
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provider. They include chronic disease man-
agement tools, such as a glucometer or a mo-
bile app (Sjostrom, Lindholm, & Samuelsson, 
2017). In the most autonomous patient role in 
self-management, patients take their care into 
their own hands with minimal involvement from 
the provider, such as with an online patient sup-
port group (Barrett, 2005). The Stanford Chronic 
Disease Self-Management Program is an exam-
ple of an evidence-based, peer-led, group-based 
self-management program (Bodenheimer et al., 
2002; Holman & Lorig, 2004; Lorig et al., 2005). 
It has also been shown to be effective when de-
livered over the internet (Lorig, Ritter, Laurent, 
& Plant, 2006).

should work with patients to determine which 
type of role they would like to take in their own 
self-management program, and assist them in 
choosing tools accordingly (Barrett, 2005). Tools 
can range from those that relieve the patient of 
most of the need to perform self-management 
(e.g., monitoring devices, such as cameras, and 
implanted technology, such as pacemakers) to 
those that incorporate more structured roles 
requiring some, though limited, participation 
by the patient (e.g., telemedicine consultation 
or home blood pressure monitoring devices). 
Tools that support collaborative roles for patients 
require patients to draw on their own knowl-
edge and to make a decision along with their 

ExEMplar: aSSESSMEnt of SElf-ManaGEMEnt 
CapabilitiES and bEhaviorS in oldEr adultS

assessment of Self-Management Capabilities
Assessment of self-management capabilities refers to the capacity or the ability of someone to engage 
in self-management processes and behaviors. It refers to the competencies, attitudes, knowledge, 
skills, experience, and resources of an individual to carry out self-management activities. A major role 
of the geriatric healthcare provider is to assess the self-management capabilities of the older adult. The 
following assessment domains are of particular importance in the assessment of self-management 
capabilities of older adults:

 ■ Confidence to perform self-management activities
 ■ Motivation to engage in self-management
 ■ Cognition (memory, judgment, decision making, attention, self-evaluation)
 ■ Mood/emotions (depression, anxiety, anger)
 ■ Sensory abilities (hearing, sight, smell, fine motor, taste)
 ■ Physical function ability
 ■ Understanding of health-promoting behaviors
 ■ Experience in performing health-promoting behaviors
 ■ Communication skills
 ■ Knowledge of health care and healthcare system resources
 ■ Social support (family, friends, community)
 ■ Patient–provider relationship
 ■ Complexity of health problems and treatment regimens

assessment of Self-Management behaviors
Self-management behaviors consist of the actions and activities that an individual performs to 
monitor, treat, change or maintain their health condition. The following assessment domains of self-
management behaviors are important for older adults:

 ■ Medication taking
 ■ Oral care
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 ■ Activity/fatigue level
 ■ Eating and drinking patterns
 ■ Sleeping patterns
 ■ Engagement in social activities
 ■ Goal setting
 ■ Symptom monitoring
 ■ Communicate needs and goals to clinicians and others
 ■ Garner social support

These assessment domains are a broad, but essential set of self-management behaviors. These 
assessment domains of self-management behaviors should be used in conjunction with assessment of 
behaviors specific to a particular condition, such as heart failure (Bryant, 2017) or diabetes (Haas et al., 
2012), or a specific geriatric syndrome, such as urinary incontinence (Wagg et al., 2015). 

 ▸ Practice Challenges
When older persons have multiple conditions, 
those conditions interact to produce a complex 
and challenging dynamic for both older adults 
and clinicians regarding self-management. For 
example, depression may be present in combi-
nation with other chronic illnesses in as many 
as 60% of patients (Sheps, Freedland, Golden, 
& McMahon, 2003) and is a side effect of medi-
cations for treatment of some chronic illnesses. 
Likewise, arthritis interferes with the ability to 
exercise for cardiovascular disease and obesity.

Another challenge in supporting self- 
management in older adults is that self- 
management is often inadequate or not feasi-
ble for a person with dementia. Because of their 
impaired memory, judgment, and reasoning 
ability, older adults with dementia often cannot 
manage or direct their own care. They have dif-
ficulty engaging in self-management activities 
commonly associated with chronic illness man-
agement, such as medication taking, recogniz-
ing symptoms that may reflect changes in their 
health status, following diet and exercise regi-
mens prescribed by their clinicians, and engaging 
with their clinicians in decision making about 
their health care. Engaging family as part of the 
care partnership is important in this situation.

Finally, it is important to remember that 
the self-care self-management paradigm may 
not be appropriate for all older adults. Cultural 

considerations must be taken into account re-
garding the extent to which individuals expect 
to take personal responsibility for care decisions 
and be actively involved in their treatment. Ex-
pectations about roles of patients and provid-
ers vary across cultures and should be part of 
the discussion in forming a patient–provider 
partnership.

 ▸ Summary
Given the large number of older adults who cur-
rently have multiple chronic conditions and the 
expected increase in this subpopulation in the 
future due to the aging of the overall population, 
self-management is an important component 
of care. Healthcare professionals increasingly 
must develop multidimensional and effective 
strategies to maintain or improve health status 
and quality of life of older adults. To achieve 
that goal, healthcare professionals need to be-
come experts in understanding the philosophy 
and skills of self-management support to assist 
older adults in taking active roles in their care. 
This support includes assessment of the older 
adult’s self-management capabilities and be-
haviors, engagement in collaborative patient–
provider relationships to support joint decision 
making regarding treatment goals and care plan-
ning, and the use of behavioral techniques to 
enhance the engagement and adherence of pa-
tients to treatment regimens.
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The Family Context
Susan C. Reinhard

Key Terms

CARE Act Family caregiver Medical/nursing tasks

ChapTer ObjeCTives

1. Describe the growing complexity of the family caregiver’s role in supporting older adults.
2. Discuss how policy and payment changes affect family caregiving.
3. Identify potential resources for incorporating family caregiving into practice.

 ▸ Introduction
Family caregivers (FCs) are the main providers 
of care and support for older adults, particularly 
for those who have multiple chronic  conditions. 
Their job description is  multidimensional and 
becoming excessively complex, as they are 
expected to perform more medical and nursing 
tasks. Current policy and payment trends are 
shifting even more caregiving expectations to 
FCs, heightening the need to focus on the family 
context of care. For their part, family caregivers 

look to nurses and other  professionals to guide 
them in how to do their jobs,  especially complex 
care tasks. These professionals should consider 
the person and family as a unit and embrace 
the concepts of person- and family-centered 
care. To ensure effective and high-quality care, 
healthcare professionals need to determine 
which family caregivers are willing and able 
to execute complex  caregiving responsibilities, 
and provide the necessary instruction and sup-
port so that FCs can perform these tasks with 
confidence.
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 ▸ Who Are the Family 
Caregivers of Older 
Adults and What Do 
They Do?

A key component of both acute health care and 
long-term services and supports (LTSS) is the 
role of the family caregiver. According to the 
National Academy for Sciences, Engineering, 
and Medicine (2016), millions of Americans 
provide care and support to an older adult—a 
parent, spouse, friend, or neighbor—who needs 
help because of a limitation in physical,  mental, 
or cognitive functioning. Caregivers include both 
traditional relatives and individuals without a 
legally defined relationship (e.g., a neighbor) 
to the individual. Family caregivers provide 
invaluable and often vital support to people 
across an almost unlimited range of emotional, 
functional, and complex care support.

An estimated 40 million American adults 
provide unpaid support to an adult who has lim-
itations in his or her daily activities (National Alli-
ance for Caregiving & AARP Public Policy Institute, 
2015). Collectively, this group provides a total of 
37  billion hours of care annually,  valued at more 
than $470 billion per year (Reinhard, Feinberg, 
Choula, & Houser, 2015). For the sake of compari-
son, the value of unpaid family caregiving is greater 
than that of the entire Medicaid program, which 
serves more than 70 million  people at an annual 
cost of $450 billion. Clearly, one cannot overstate 
the importance of family caregiving to health care.

The demand for family caregivers is grow-
ing, but the pool of available family caregivers 
for older adults is shrinking. There were approxi-
mately seven potential family caregivers for each 
adult age 80 or older in 2010. By 2030, there will 
be just four potential family caregivers for each 
adult in that age group; by 2050, this care gap 
will widen further to just three potential family 
caregivers (Redfoot, Feinberg, & Houser, 2013). 
Family caregivers should be viewed as dwindling 
resources that need to be respected and supported.

Who Are Family Caregivers  
of Older Adults?
Family caregivers of older adults play an espe-
cially critical role. Indeed, most family caregiv-
ers (33.4 million) provide support to an adult 
age 50 or older. Nearly half (47%) of these fam-
ily caregivers support a parent, and an additional 
11% support a spouse or partner (Reinhard & 
Hunt, 2015).

Family caregivers are a diverse group. 
Although the average caregiver is a Caucasian 
woman in her 40s caring for her aging mother, 
the reality is that 40% of caregivers are men, 
and 1 in 5 (21%) is a millennial younger than 
the age of 34. In addition, more than one-third 
of family caregivers of older adults have mul-
ticultural identities, including Hispanic (16%), 
African American (13%), and Asian American 
(7%). The income levels of family caregivers 
also vary, with a nearly even split between fam-
ily caregivers with household incomes greater 
than $50,000 (54%) and those with household 
incomes below that threshold (46%) (Reinhard &  
Hunt, 2015). Most family caregivers are employed, 
with more than 6 out of 10 family caregivers 
 facing the dual pressures of employment and 
family caregiving (Feinberg, 2016).

Clearly, family caregiving of older adults is 
becoming a normative experience, cutting across 
gender, race, economic status, and relationship 
to the person. Recognizing the family context 
of care is crucial to successful clinical practice, 
as anyone can potentially be a family caregiver. 
Identifying the appropriate family caregiver(s) 
for any particular patient will help professionals 
better meet the needs of both the family care-
giver and the patient.

Which Functions Do Family 
Caregivers of Older Adults 
Perform?
The most common types of tasks that family care-
givers perform include activities of daily living 
(ADLs), instrumental activities of daily living 
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(IADLs), and medical/nursing tasks. ADLs 
include transfers in and out of beds and chairs 
(45% of family caregivers of the age 50-plus care 
recipients), help with getting dressed (32%), and 
transfers to and from the toilet (28%). IADLs 
include transportation (78%), shopping (76%), 
and help with housework (72%) (Reinhard & 
Hunt, 2015).

Historically, these ADLs and IADLs were 
considered “traditional” tasks performed by fam-
ily caregivers. Today, however, family caregivers 
are doing much more. They often serve as ad hoc 
care managers, coordinating care across provid-
ers, practitioners, and insurance companies. In 
addition, they are increasingly being called upon 
to perform complex care tasks that are typically 
considered to be in the province of healthcare 
professionals, especially nurses.

Family Caregivers Routinely 
Perform Complex, Medical/
Nursing Tasks
In recent years, research identifying the types 
of tasks that family caregivers perform has 
revealed more complex, difficult tasks being 
assumed by such caregivers. Key among these 
is medical/nursing tasks—that is, procedures 
that extend beyond traditional ADLs and IADL 
support. The first national survey of U.S. fam-
ily caregivers examining their role in perform-
ing medical/nursing tasks, known as the Home 
Alone study, found that almost half (46%) of the  
respondents shouldered such responsibilities. 
These tasks involved medication  administration 
(including injections and intravenous fluids); 
care of wounds, catheters, colostomies, and 
 ventilators; preparing special diets; and help 
with mobility tasks and assistive devices such as 
canes and walkers, among other tasks  (Reinhard, 
Levine, & Samis, 2012).

In addition to identifying the frequency 
with which family caregivers perform these 
complex tasks, the Home Alone study provided 
evidence that family caregivers often do not 
receive support or instruction from healthcare 

professionals about this role. Among family 
caregivers performing medication manage-
ment functions, for example, 61% indicated that 
they “learned on [their] own” how to perform 
these tasks. They did not consistently receive 
instruction on how to perform wound care. In 
many cases, this lack of guidance left the fam-
ily caregiver feeling stressed and concerned 
about making a mistake (Reinhard et al., 2012). 
Combined with the caregivers’ lack of formal 
preparation, this uneasiness about performing 
complex, but necessary, medical/nursing tasks 
could have a negative impact on patients. This 
aspect of caregiving can be addressed by more 
active engagement and inclusion of family care-
givers during hospital stays and other interac-
tions with professionals.

The gap between what family caregivers 
are expected to do and which resources and 
support are available to them is a major con-
cern that healthcare systems and individual 
clinicians need to address. For example, fam-
ily caregivers can often make the difference 
between a successful hospital discharge and an 
unplanned hospital readmission (Rodakowski 
et al., 2017). As the population continues to 
age and more people need support from fam-
ily caregivers, the frequency with which these 
tasks are performed by family members will 
likely increase, highlighting the importance 
of bridging this gap and providing more ade-
quate support to family caregivers filling this 
role. Demand for support from family care-
givers performing ADL and IADL tasks is also 
likely to occur.

In the face of this current and growing 
demand for family caregiver support, it is import-
ant for professionals from all disciplines to be 
prepared to actively engage and support fam-
ily caregivers. This outreach will improve care 
for the patient, provide relief to the family, and 
lead to better outcomes for all parties. It is also 
important to support family caregivers of indi-
viduals who have both lower and higher acuity. 
Even inpatient cases with relatively minor post-
discharge needs will need at least some degree 
of family caregiver support.
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facilities, even for short postdischarge stays. At 
the same time, they will need to ensure quality 
to meet bundling program requirements.

This shift in discharge patterns will neces-
sarily affect family caregivers, increasing the 
amount of time over which they are expected to 
provide care and expanding the scope of which 
tasks they are expected to perform as part of that 
care. Individual professionals providing care  
to patients served through a bundle will need to 
ensure that families are adequately engaged 
throughout the care process and are prepared 
and trained to perform any postdischarge tasks 
they are asked to carry out.

Accountable Care Organizations
Another model emerging in VBP is the account-
able care organization (ACO). Implemented 
across Medicare, Medicaid, and private insurance 
plans, ACOs are networks of hospitals, health 
systems, physician groups, and other healthcare 
providers that share responsibility for patient 
care and payment accountability for that care 
(Gold, 2015). The payment structure of ACOs 
requires increased and improved care coordi-
nation across settings, which should necessitate 
increased family caregiver engagement by par-
ticipating providers.

Medicare and Value-Based 
Purchasing
In the context of Medicare, both bundled pay-
ment and ACO models are key components of 
the CMS Quality Payment Program (QPP), an 
effort to transition the Medicare fee-for-service 
program from volume-based to value-based pay-
ments. Most physicians and nurse practitioners 
participating in Medicare are required to partici-
pate in the QPP and often do so through partici-
pating in an alternate payment model (APM) 
such as a bundling model or an ACO (Findlay, 
2017). As the QPP moves forward and more pro-
viders and clinicians are engaged in value-based 
care, there will be an increased emphasis on the 
family caregiver. In the context of hospital stays, 

 ▸ Value-Based 
Purchasing and 
Implications for  
Family Caregivers

In addition to the implications for quality and 
health outcomes, the role and engagement of 
family caregivers will likely have financial impli-
cations for health systems as healthcare financ-
ing evolves. New payment models are already 
changing how healthcare systems interact with 
family caregivers; such changes will continue as 
the shift toward value-based purchasing (VBP) 
expands throughout health care. In VBP, pay-
ers link payments to providers and individual 
healthcare professionals with quality measures 
and patient outcomes. A key driver of this shift, 
especially among older adults, is the Medicare 
program. Value-based purchasing has long 
been part of certain portions of the Medicare 
program, and in recent years the Centers for 
Medicare and Medicaid Services (CMS) has 
accelerated this trend across settings and ser-
vices. The resulting increased focus on quality 
and outcomes will have implications for fam-
ily caregivers and the ways in which clinicians 
interact with and engage families.

Bundled Payment Models
One type of VBP is bundled payment (“bun-
dles”). In this arrangement, hospitals and health 
systems receive a predefined reimbursement rate 
to pay for the entirety of a given clinical episode, 
such as a hip replacement surgery. All expenses 
associated with that episode must be covered by 
that payment (from surgery through post-acute 
care), and participating providers are able to 
retain a portion of any funds saved compared 
to a nonbundled episode cost (Ciarametaro & 
Dubois, 2016). When this payment approach 
is used, health systems are more incentivized 
to discharge patients to home rather than to 
more expensive and resource-intensive subacute 
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discharged. A 2017 meta-analysis revealed that 
integrating the family caregiver(s) in discharge 
planning was associated with a 25% readmis-
sion reduction at 90 days, and a 24% reduction 
at 180 days. While this analysis did not include 
the 30-day span most relevant to Medicare pay-
ments, it does show the impact of family care-
giver engagement in the discharge planning 
process (Rodakowski et al., 2017).

Both health systems and state and local gov-
ernments have adopted various policy approaches 
to reduce Medicare inpatient readmissions. 
While it is difficult to definitively prove that one 
or two of these approaches were the “silver bul-
let” behind reduced rates, the 2017 meta-analysis 
documents that policies that encourage family 
caregiver support and engagement could have a 
positive impact. One policy—a state law known 
as the Caregiver Advise, Record, and Enable 
(CARE) Act—seeks to codify this approach into 
practice by requiring hospitals to identify and 
offer instruction to family caregivers.

 ▸ The CARE Act Brings 
Policy into Practice

In response to the Home Alone research and 
subsequent increased awareness of the role of 
family caregivers in performing complex care 
tasks, AARP translated the research findings into 
model state legislation to better support family 
caregivers. The model CARE Act includes the 
following core provisions:

 ■ Hospitals must ask all admitted patients 
if they want to identify a family caregiver.

 ■ If the patient identifies a family caregiver, 
that person must be included in the medi-
cal record in accordance with the patient’s 
decision.

 ■ The designated family caregiver must be 
notified of the patient’s discharge plans.

 ■ Hospitals must offer the designated family 
caregiver instruction on how to perform 
medical/nursing tasks that they need to 
perform.

this trend underscores the need for professionals 
across disciplines to involve families through-
out the care and discharge planning processes 
and to provide adequate and timely support to 
family caregivers.

In addition to VBP, other policy levers are 
currently in place that will increase the empha-
sis and importance of family caregivers.

 ▸ Hospital Readmissions 
and the Family 
Caregiver

The Patient Protection and Affordable Care Act, 
more simply known as the Affordable Care Act 
(ACA), raised the stakes associated with hospital 
discharge trends by tying readmission rates to  
payment. Specifically, the ACA established the 
Hospital Readmissions Reduction Program, 
through which Medicare assesses penalties to 
hospitals with 30-day readmission rates that 
exceed the national average 30-day readmission 
rate, adjusted for the age and acuity of a hos-
pital’s case mix. A hospital with an older and/
or sicker case mix, for example, has greater lee-
way in this program than a hospital that serves 
younger and relatively healthier patient popu-
lations (Boccutti & Colissas, 2017).

For hospitals with excessive readmission 
rates, Medicare reduced the base payments on 
all Medicare inpatient admissions, starting at 
1% in 2013 and increasing to 3% in 2015 and 
subsequent years (Boccutti & Colissas, 2017). In 
response to this policy, hospitals and health sys-
tems across the United States prioritized readmis-
sion reduction efforts so as to keep discharged 
patients, especially those covered by Medicare 
(e.g., older adults), at home and out of the hos-
pital (Rennke & Ranji, 2015).

While several approaches have shown promise 
for—or even evidence of—reducing the hospital 
readmission rate, engagement of family care-
givers has been found to have a marked impact 
on keeping older adults out of the hospital once 
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may be expected to assume. Family caregivers 
are rarely asked, “How are you doing?” or “How 
are you managing?” Inadequate communication 
between family caregivers and healthcare and 
social services professionals not only risks turn-
ing family caregivers into patients themselves, 
but also threatens the quality of care provided to 
older adults (Reinhard & Choula, 2011).

These situations are problematic for those 
family caregivers who provide intensive levels 
of help, especially for those who manage com-
plex chronic care. They can exacerbate caregiv-
ers’ sense of insecurity, stress, and burnout. More 
active support and engagement from health-
care professionals can help alleviate these neg-
ative outcomes.

In today’s healthcare environment, peo-
ple are hospitalized only for serious conditions 
that typically require posthospital treatment and 
care—often at home. Family caregivers need 
guidance from professionals across settings—
clinician offices, hospitals, outpatient surgical 
centers, home care, rehabilitation and nursing 
homes, and other locations. The increased inter-
est in reducing readmissions raises the stakes 
for making sure both the patient and the family 
are well prepared to perform all the posthospi-
tal instructions so the patient does not require 
readmission.

Many resources and tools are available to 
professionals to help support these family care-
givers, such as the “Ask Me Too” tool. Meant to 
be analogous to the widely used “Ask Me 3” tool 
for promoting better patient–provider commu-
nication, “Ask Me Too” includes scripted ques-
tions to ask family caregivers; these questions 
can help hospital staff ensure consistent com-
munication with family caregivers:

 ■ What questions do you have regarding 
care today?

 ■ What questions do you have about care 
at home?

One important aspect of these questions is 
the focus on how the family caregiver is doing 
as an individual. In addition, these questions 
provide a structured approach for accurate 

In 2014, Oklahoma became the first state 
to sign this model into law, followed shortly by 
New Jersey. As of December 2017, 39 states and 
territories have enacted their own versions of 
the CARE Act, and more states are considering 
it. Similar to changes in payment policies, the 
CARE Act will require providers and individ-
ual health professionals to more actively engage 
family caregivers.

Clearly, the shifting policy environments 
at both the federal and state levels are putting 
the family caregiver at center stage. With that 
in mind, practice challenges and examples of 
promising practices are important to examine 
and understand.

 ▸ Family Caregivers 
and Healthcare 
Professionals: Practice 
Challenges and 
Resources

As the role of family caregivers increasingly 
becomes a part of public and policy conver-
sations, these individuals’ needs must be con-
sidered. The first step is addressing a common 
experience faced by family caregivers: feeling 
invisible. In busy hospitals and other health-
care settings, nurses and other clinicians may 
focus only on the needs of the patient. While 
this is clearly the priority, it is also important 
to acknowledge and engage the family mem-
bers who are helping the patient both during 
hospital stays and after discharge.

Often families are acknowledged only when 
it is time to make a major care decision or when 
it is time to discharge the patient. At that point, 
many family caregivers report that they suddenly 
become visible. The focus of these conversations 
is often where to send the patient and when. 
The family caregivers’ capacity to provide care 
post discharge is not always a substantial part of 
the discussion, despite the responsibilities they 
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regimens (Harvath, Lindauer, &  Sexson, 2017), 
administering subcutaneous  injections (Sexson, 
Lindauer, & Harvath, 2017a), discharge planning 
and teaching  (Sexson, Lindauer, &  Harvath, 
2017b), medication management for people 
with dementia (Lindauer, Sexson, & Harvath, 
2017a), and administering eye drops, transdermal 
patches, and suppositories (Lindauer,  Sexson, & 
Harvath, 2017b).

 ▸ Summary
Most patients in the hospital setting will need 
some sort of family caregiving support after 
discharge, not just those patients considered to 
be at high risk for readmission. Regardless of 
the patient’s acuity or condition, family care-
givers are asked to step in as care coordinators 
and direct providers of care tasks. For family 
caregivers of older patients, the time after dis-
charge can be difficult or even frightening, as 
the tasks or support they are expected to pro-
vide are often unfamiliar or new to them and to 
the patient. Nurses and other professionals can 
help alleviate the uncertainty associated with 
these responsibilities by more actively offering 
support and communicating with family care-
givers of all patients, particularly older adults.
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The Social Determinants 
of Health
John Auerbach and Karen DeSalvo

Key Terms

Social determinants

ChapTer ObjeCTives

1. Understand how the social determinants of health influence healthcare outcomes.
2. Describe issues of access to comprehensive healthcare services.
3. Describe examples of selective approaches for addressing social determinants of health.

 ▸ Introduction
Patty Edwards, who recently turned 70, sat in 
an examining room of her newly selected doc-
tor. She listened politely as the doctor explained 
that Patty had prediabetes. The doctor patiently 
informed her of the dangers associated with 
diabetes and counseled her to make changes 
in her lifestyle. Patty needed to eat a healthier 
diet—ideally one filled with more vegetables and 
fruits—and she needed to exercise. The doctor 
prescribed medicine for her asthma, which had 

been acting up since Patty moved a few years 
ago. She suggested Patty review the pamphlet 
she handed her, which listed the environmental 
triggers for asthma that she should avoid.

Patty tried to look like she was seriously 
 taking in all this information. But she was 
thinking:

If she only knew! I can barely make 
rent every month, and I just spent $20 
that I needed for this week’s groceries 
on the co-pay for this visit. How am  
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I supposed to exercise when it isn’t safe 
to even walk in my neighborhood? How 
am I supposed to afford those pricey 
health foods? I buy what’s on sale and 
what I know my husband likes. And 
maybe this medicine will help with my 
asthma but I think there’s something in 
our apartment that’s making me sick. 
I didn’t have this problem before we 
moved. Fat chance the landlord’s likely 
to do something about that.

When the visit ended, Patty thanked the 
doctor and told her she would be sure to fol-
low her advice. Both she and her doctor knew 
the odds were against it.

This scenario will sound familiar to many 
clinicians and caregivers. The patient either has 
or is at risk of developing one or more chronic 
conditions. The physician does everything within 
his or her power to diagnose, treat, and coun-
sel the patient. But even the best quality clinical 
intervention can achieve only so much. While 
access to affordable, quality health care is nec-
essary to improving health, especially for those 
patients with chronic medical conditions, it is a 
relatively weak determinant of population health 
(McGinnis & Foege, 1993; Mokdad, Marks, 
Stroup, & Gerberding, 2004).

Clinicians understandably focus on the tradi-
tional clinical factors that are within their control, 
primarily the diagnosis and treatment of illness 
and injury. That is what they are trained to do. 
Identifying—let alone addressing—the socio-
economic factors affecting their patients usually 
seems beyond the scope of their practice. Clini-
cians who try to grapple with these issues—either 
alone or in conjunction with others in their prac-
tice, such as social workers or nurses—often find 
it difficult to intervene in productive ways. For-
tunately, there are increasing efforts and a grow-
ing number of tools to help even busy clinicians 
gain a fuller understanding of the conditions 
in patients’ lives that contribute to their health 
and to assist those  patients in meeting some of  
their unmet social  determinants of health.

The U.S. Department of Health and Human 
Services’ Healthy People 2020 initiative defines 
social determinants of health as “conditions in 
the environments in which people are born, live, 
learn, work, play, worship, and age that affect a 
wide range of health, functioning, and quality- 
of-life outcomes and risks” (Centers for Disease 
Control and Prevention [CDC], 2017). These 
 social determinants of health comprise social 
and economic factors beyond the reach of the 
typical clinician and clinical environment, and 
are recognized as major contributors to global 
health. With that perspective, the World Health 
Organization (WHO) adds to the Healthy People 
definition: “The social determinants of health . . .  
are shaped by the distribution of money, power 
and resources at global, national and local  levels. 
The social determinants of health are mostly 
responsible for health  inequities—the unfair 
and avoidable differences in health status seen 
within and between countries.” In the last  several 
years, there has been a deepening of the under-
standing of what these factors are, how they 
contribute to health, and what can be done 
to ameliorate their potential negative  impact 
 (Adler &  Newman, 2002;  Braveman, 2006; 
Marmot, 2007; Norman,  Kennedy, & Kawachi, 
1999; Saegert & Evans, 2003; Walker, Keane, &  
Burke, 2010; Williams, Costa, Odunlami, & 
 Mohammed, 2008).

This chapter identifies several of the pri-
mary social determinants of health (SDOH), 
discusses their impact on health, and high-
lights some of the effective efforts to address 
them as a component of patients’ care plans and 
community-wide efforts.

 ▸ Access to 
Comprehensive Health 
Services

It may seem odd to consider access to affordable, 
comprehensive health care to be a social deter-
minant of health. In fact, considerable evidence 

90 Chapter 11 The Social Determinants of Health

www.ketabpezeshki.com                                 66485438-66485457



shows that it is strongly related to such factors 
as income, geography, and social status. While 
nearly 99% of Americans who were 65 years 
or older had health insurance according to the 
2015 census (Barnett & Vornovitsky, 2016), there 
continue to be obstacles to comprehensive and 
affordable, high-quality care for older adults. 
Most elderly adults enrolled in Medicare pur-
chase some form supplemental insurance, but 
the ability to purchase and the quality of the 
supplemental insurance are often dependent 
on income, as it can be costly for low-income 
older adults who are not eligible for Medicaid 
(National Academy of Social Insurance, n.d.). 
Prior to the passage of the Patient Protection and  
Affordable Care Act, one in three families with 
older adults spent at least 10% of after-tax house-
hold income on health care (Bieber, 2017).

Even when individuals are insured, the 
benefits covered may not be comprehensive. 
For example, Medicare does not cover the rou-
tine cost of dental care, hearing aids, or vision 
care for people with a chronic condition such as 
Alzheimer’s disease. This omission is problem-
atic because the cost of a full-time home health 
aide—whose services may be needed to avoid a  
costly acute episode—is almost $50,000 per 
year, far outside the budget of most  Americans 
(Schulz & Eden, 2016). Even small copay-
ments of as little as a few dollars have been 
shown to discourage the filling of a prescrip-
tion for low-income persons (Ku, Deschamps, &  
 Hilman, 2004).

Furthermore, services are not always ac-
cessible for a variety of reasons, including but 
not limited to geography, language access, and 
service availability. In rural areas, for example, 
medical services may be available only for those 
individuals who are able to travel long distances 
by car (Oregon State University, 2015; Stanford 
Medicine, n.d.). For those with limited English 
proficiency, healthcare access may be physically 
available but out of reach because of an inabil-
ity to communicate. Moreover, services may 
be unavailable due to the healthcare provider’s 
hours or operation, which may coincide with 
the working hours of patients.

 ▸ Poverty and Economic 
Stability

The case presented in the opening scenario is 
an example of the importance of income as a 
key determinant of health. Put simply, if you 
are poor, you are more likely to be ill (Schoeni, 
Martin, Andreski, & Freedman, 2005). Peo-
ple with low incomes have higher rates of pre-
ventable chronic and infectious diseases and a 
greater likelihood of dying prematurely (Chen 
et al., 2006). In fact, mortality rates increase in 
direct proportion to poverty levels. This is dra-
matically illustrated when comparing the dis-
parities in life expectancy in the same city. The 
differences in life expectancy between the richer 
and poorer neighborhoods—sometimes only a 
mile or two apart—can be more than 20 years 
(Robert Wood Johnson Foundation, 2013).

The correlation between poverty and poor 
health is particularly problematic for the el-
derly, because they are more likely than younger 
adults to have limited, fixed incomes. Approx-
imately one-third of older adults in the United 
States and half of those on Medicare have low 
incomes— below 200% of the federal poverty 
level  (Jacobson, Huang, Neuman, & Smith,  2014;  
O’Brien, Wu, & Baer, 2010). People age 65 or 
older who did not graduate from high school—a 
marker for poverty—are twice as likely as col-
lege graduates to have diabetes and coronary 
heart disease, and much less likely to be vacci-
nated against both flu and pneumonia (Robert 
Wood Johnson Foundation, 2013). In addition, 
older adults with less than a high school educa-
tion have higher rates of physical limitations than 
their more highly educated counterparts (Holmes, 
Griner, Lethbridge-Cejku, & Heyman, 2009).

What is there about poverty that leads to 
poor health? Poverty is associated with several 
other SDOHs, each of which, by itself, can con-
tribute to deterioration of good health. In other 
words, numerous social and economic con-
ditions within low-income communities con-
tribute to poorer health outcomes (Braveman, 
2006; Saegert & Evans, 2003; Walker et al., 2010). 
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Food-insecure seniors are at increased 
risk for chronic health conditions, even when 
controlling for other factors such as income. 
They are  approximately 50% more likely to 
have  depression, report a heart attack, or  
develop asthma  (Feeding America and National 
 Foundation to End Senior Hunger, 2014).

 ▸ Housing and 
Neighborhood 
Settings

For many people, putting a roof over their head 
can be a challenge. Poor older adults spend as 
much as 60% of their annual household in-
come on housing—a much higher percentage 
than the non-poor (O’Brien et al., 2010, p. 7).  
They are more likely to rent rather than own their 
home. This arrangement leaves them with fewer 
assets to draw upon and less security in their 
continued domicile, putting the condition of the 
housing in the hands of others (O’Brien et al., 
2010, p. 40). Of course, even those older adults 
who own their home are likely to have difficul-
ties with upkeep if they have a limited income.

Subpar housing may be associated with en-
vironmental conditions that put the health of 
older adults at risk for a variety of injuries and 
illnesses. Poorly maintained or lit stairways may 
put older adults at risk of a fall. In addition, be-
cause of the physical changes that accompany 
aging, older adults may be more susceptible to 
environmental toxins and extreme tempera-
ture changes in the environment (Fernandez, 
Byard, Lin, Benson, & Barbera, 2002; Geller & 
Zenick, 2005). Temperature control in the win-
ter or summer may be problematic for elderly 
individuals’ health. Windows or walls that have 
mold or mildew may exacerbate asthma and 
other respiratory illnesses.

The physical activity necessary to stay 
healthy and remain independent may be dis-
couraged by the conditions in the community 
environment in which one lives (Blazer, Yaffe, &  

Lower-income neighborhoods are more likely to 
have pollution from certain types of businesses 
or from traffic, to have obstacles to outdoor ex-
ercise, to have lower-quality housing, and to lack 
stores with affordable and healthy food. A few ex-
amples that illustrate these factors follow (Robert 
Wood Johnson Foundation, n.d.; Wallace, 2015).

 ▸ Food Insecurity
Nearly 3 million households including seniors 
age 65 and older lack a sufficient quantity of 
affordable, nutritious food (Coleman-Jensen, 
Rabbitt, Gregory, & Singh, 2016)—a condition 
sometimes referred to as food insecurity. In 
2014, 5.7 million older Americans (9% of this 
subpopulation) were food insecure. That num-
ber is projected to increase by 50% when the 
youngest members of the baby boom genera-
tion reach age 60 in 2025 (Ziliak & Gundersen, 
2009, 2016). Poorer adults are less likely to have 
access to healthier foods. More than one-fifth 
of poor and near-poor older adults report such 
difficulties due to income limitations (O’Brien 
et al., 2010, pp. 7, 44).

An additional barrier to realizing food se-
curity may be a lack of stores that sell healthy 
foods. The U.S. Department of Agriculture es-
timates that 40% of all U.S. households do not 
have easy access—that is, access within 1 mile 
of their residence—to supermarkets and large 
grocery stores. Access is often especially prob-
lematic among residents of rural, lower-income, 
and predominantly minority communities com-
pared to residents of other communities (Berke, 
Koepsell, Moudon, Hoskins, & Larson, 2007; 
Cress et al., 2004; Physical Activity Guidelines 
Advisory Committee, 2008). A CDC disparities 
report in 2013 found that neighborhoods where 
seniors accounted for 14% or more of the popu-
lation were less likely to have a healthier food re-
tailer than those with fewer seniors (CDC, 2013, 
p. 24). Moreover, low-income communities are 
more likely to have convenience stores and fast-
food restaurants than supermarkets selling fresh 
produce (Meyer, Yoon, & Kaufmann, 2013, p. 22).
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have a negative impact on health, increasing the 
prevalence of chronic disease and contribut-
ing to premature death (Zarit & Pearlin, 2005).

Discrimination—including that based on 
gender, sexual orientation, and gender  identity—
can have chilling effects on older adults. For ex-
ample, the number of poor older women is more 
than twice the number of poor older men not 
only because women live longer, but also because 
they are likely to have earned less during their 
lifetimes. Approximately 70% of older adults 
 living in poverty are women compared with 30%  
who are men (O’Brien et al., 2010). Lesbian, 
gay, and bisexual older adults have higher rates 
of disability, cardiovascular disease, obesity, 
and depression than heterosexual older adults  
(Aging with Pride, n.d.; Institute of Medicine, 
2011; Meeks & Prucho, 2017).

An obvious form of such discrimination is 
racism and ethnic prejudice. A growing body of 
evidence documents that the experience of racial 
discrimination can have a negative physiological 
impact of health. Multiple negative experiences 
can diminish coping mechanisms and damage 
the immune system (Juster, McEwen, &  Lupien, 
2010; Lu & Halfon, 2003; McEwen & Seeman, 
1999; Saban, Mathews, DeVon, &  Janusek,  
2014). Discrimination has been shown to increase 
the risk of stress, hypertension, and cardiovascu-
lar disease through the increase of physical and 
emotional stressors (Silverstein, 2013).

In addition, such discrimination may limit 
educational, job, and income opportunities, 
thereby contributing to an intensified impact 
from the types of harmful conditions related 
to poverty mentioned earlier. The poverty rates 
for older minorities are significantly higher than 
those for older whites. For example, in popu-
lations that are age 65 and older, Latinos are 
three times and African Americans are two and 
a half times more likely to be poor compared 
to whites  (Cubanski, Casillas, & Damico, 2015). 
Older women of color are especially likely to live 
in poverty. One-third of older women who are 
black or Hispanic are poor or near poor (i.e., 
have incomes less 125% of the federal poverty 
line) (O’Brien et al., 2010). Older adults who 

Liverman, 2015; Lee et al., 2012), including 
the general quality of the air and water or the 
proximity to highways and polluting busi-
nesses. For example, there is increasing ev-
idence that air pollution is associated with 
cognitive performance among middle-aged  
and older adults (Ailshire & Clarke, 2014; Ailshire 
& Crimmins, 2014; Fonken et al., 2011). Lack 
of exercise may also be related to the physical 
or safety conditions in the immediate neighbor-
hood in which a person lives. Elevated crime 
rates and physical barriers such as sidewalks 
and street lighting in need of repair may impede 
even simple physical activities such as walking 
or shopping  (Harvard T. H. Chan School of Pub-
lic Health, n.d.).

Transportation options may also be more 
limited in poor communities. Lower-income in-
dividuals are less likely to own cars, and using 
public transportation may be a challenge. In-
deed, more than 15 million older adults in the 
United States live in areas where there is little 
or no public transportation. Each year, an esti-
mated 4 million missed or delayed medical ap-
pointments for older adults are attributed to 
transportation issues (Syed, Gerber, & Sharp, 
2013; Transportation for America, n.d.).

In part due to the distances over which they 
need to travel, the dependence on the automobile, 
and the lack of public transportation, the more than 
7 million older adults living in U.S. rural commu-
nities face elevated health risk. They can experi-
ence significant challenges to maintaining their 
health and well-being compared to their coun-
terparts in more urban or suburban settings, re-
sulting in great risk of chronic disease and obesity 
(Durazo et al., 2011; Grantmakers in Aging, 2015).

 ▸ Discrimination Based 
on Race and Ethnicity

An additional social determinant of health is 
discrimination. Experiences of discrimina-
tion have been shown to contribute to increased 
stress and unhealthy adaptive behaviors that can 
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alone leads to social isolation is dependent in no 
small part on the conditions in an individual’s 
life (Healthypeople.gov, 2017). As indicated ear-
lier, low-income neighborhoods may have con-
ditions that discourage routine travel to carry 
out the activities of daily living, such as shop-
ping in a store or going to the library. This is-
sue intensifies the likelihood of social isolation. 
Older adults who live in walkable communities 
are more likely to engage in physical activity 
than those who do not, while those who live in 
neighborhoods without benches, parks, or pe-
destrian-friendly sidewalks are at a higher risk 
for disability (Keysor et al., 2010).

A striking example of the impact of neigh-
borhood conditions on health can be seen with 
the 1995 heat wave that hit Chicago, Illinois,  
resulting in hundreds of deaths. According to 
Eric Klinenberg, the author of the definitive 
study of this occurrence, the elevated rate of 
death among the elderly was associated with  
isolation exacerbated by poverty-related neigh-
borhood abandonment by stores, businesses, 
and services (University of Chicago Press, 2002).

Older adults can avoid the health risks as-
sociated with isolation by participating in reg-
ular, organized social interactions. Those who 
are employed or involved in community organi-
zations have better health than do those who do 
not (Hinterlong, 2006; Young & Glasgow, 1998). 
Volunteering by older adults has been shown to 
contribute to better mental and physical func-
tion and reduced risk of death (Brown, Nesse, 
Vinokur, & Smith, 2003; Gottlieb & Gillespie, 
2008; Hao, 2008).

 ▸ Addressing the Social 
Determinants of 
Health

Healthcare System Approaches
Of particular note to busy clinicians may be the 
increasing number of initiatives designed to link 
clinical practices to services that address patient 

are a racial or ethnic minority or have a lower 
socioeconomic status are more likely to expe-
rience chronic diseases. Whites also live lon-
ger: In 2014 life expectancy was 75.6 years for 
blacks and 79 years for whites—a difference that 
was smaller than in past years but still signifi-
cant (Beckles & Truman, 2013; Louie & Ward, 
2011; National Center for Health Statistics, 2015;  
Tavernise, 2016).

The negative health effects of racism and 
ethnic discrimination are due in part to the im-
pact of segregated housing. Evidence shows that 
predominantly minority neighborhoods have 
greater exposure to environmental contami-
nants, even when controlling for income. For 
example, the CDC (2013, p. 50) cites a greater 
risk of exposure to traffic-related air pollution 
in minority communities than in poor commu-
nities, which already had a higher risk than that 
within higher-income communities.

The impact of this elevated prevalence will 
become more obvious in the coming years due 
to changing demographics. By 2060, the per-
centage of people of color among the older U.S. 
adult population will have notably increased: 
more than 40% of the older adult population 
will be members of a minority group. Specifi-
cally, 12% of the U.S. population will be black, 
9% will be Asian, and 22% will be Hispanic 
(Colby &  Ortman, 2015).

 ▸ Social Isolation
Several studies have shown that social isolation 
and loneliness are associated with a wide range 
of negative health effects, including cognitive 
decline, high blood pressure, and heart disease 
 (Holwerda et al., 2013; O’Luanaigh et al., 2012; 
Shankar, Hamer, McMunn, & Steptoe, 2013; Til-
vis et al., 2004; Wilson et al., 2007). This deteri-
oration of health may lead to further reductions 
in social engagement, resulting in a downward 
spiral of social isolation and illness.

These risks are particularly acute for older 
adults, as 20% of men and 36% of women age 
65 and older lived alone in 2015. Whether living 
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for housing. Kaiser Permanente, the largest in-
tegrated health delivery organization in the 
United States, has effectively incorporated 
HealthLeads into both SDOH screening and  
access to needed social services into its model of 
care. Its Total Health initiative targets its mem-
bers’ unmet social needs as part of their overall 
health care. Among the components of Kaiser 
Permanente’s response is a call center that pro-
actively reaches out to high-risk patients to in-
quire about their unmet social needs and aid in 
seeking appropriate services (Shah, Rogers, & 
Kanter, 2016; Tuso, 2014).

These types of structured approaches are 
demonstrating that addressing social needs 
can improve health outcomes and decrease cost 
 (Berkowitz, Hulberg, Standish, Reznor, & Atlas, 
2017; Edwards, Levine, Cullinan, Newbern, & 
Barnes, 2015; HealthLeads, n.d.). For example, 
a study of patients at Massachusetts General 

social determinants of health. A starting point 
for making such connections is, of course, the 
identification of the circumstances in patients’ 
lives that may be negatively affecting their health. 
To make that determination, screening instru-
ments have been developed and tested. Several 
tools are being piloted in practice. One such 
tool—known as PRAPARE—was developed by 
the National Association of Community Health 
Centers (2017) in consultation with others; it 
aligns with Meaningful Use measures and clin-
ical coding under ICD-10.

Another example of a relatively simple form 
currently in use was developed by the Health-
Leads program (Figure 11-1). HealthLeads is 
designed to utilize the information gathered 
through systematic patient screening. Trained 
college student volunteers assist patients with 
needs such as paying for healthy food and util-
ity bills or finding a job or receiving assistance 

Figure 11-1 The HealthLeads program’s healthcare system.
Courtesy of healthleads.

Yes / No

In the last 12 months*, did you ever eat less than you felt you should because
there wasn’t enough money for food? 

Y N

In the last 12 months, has the electric, gas, oil, or water company threatened to shut  

off your services in your home?
Y N

Are you worried that in the next 2 months, you may not have stable housing? Y N

Do problems getting child care make it difficult for you to work or study?  

(leave blank if you do not have children)
Y N

In the last 12 months, have you needed to see a doctor, but could not because of cost? Y N

In the last 12 months, have you ever had to go without health care because you didn’t 

have a way to get there? 
Y N

Do you ever need help reading hospital materials?  Y N

I often feel that I lack companionship.  Y N

Are any of your needs urgent? 

For example: I don’t have food tonight, I don’t have a place to sleep tonight
Y N

If you checked YES to any boxes above, would you like to receive assistance  

with any of these needs?
Y N

*time frames can be altered as needed
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Fortunately, there are already a wide array 
of programs to assist poor older adults. Some 
of them have been in place for many years—
such as Social Security and Medicare Part D—
and been shown to be effective in reducing 
negative health effects. In addition, programs 
that address the conditions associated with 
poverty—such as those that subsidize healthy 
foods or offer free and safe places to exercise—
can be effective in achieving this goal. Notable 
short-term health outcomes have resulted from 
such income-related programs as tax credits for 
low-income individuals and home repair and 
improvement programs for low-income com-
munity members (CDC, 2016).

There are also innovative initiatives across 
the United States that seek to keep older adults 
healthy by changing policies, laws, and reg-
ulations at the municipal level. The CDC’s 
Health Impact in Five Years or Less (HI-5) in-
itiative identified 14 evidence-based policies 
that have been shown to improve the health 
and well-being of community residents in a 
 relatively short period. Several of these have 
relevance to the health needs of older adults. 
For example, HI-5 highlights the efficacy of 
public transportation, alcohol and tobacco pri-
cing, low-income tax credits, and low- income 
home improvements (CDC, 2016). Such ef-
forts promote mobility, community connec-
tivity, and physical  activity among older adults 
by improving access to transportation, healthy 
food, and safe housing.

 ▸ Summary
The U.S. Surgeon General’s report entitled Healthy  
Aging in Action presents a multifaceted model 
for promoting health among older adults. This 
model is linked to the National Prevention  Strategy 
through four components: clinical and commu-
nity prevention services, the elimination of health 
disparities, healthy and safe community envi-
ronments, and empowered people (U.S.  Surgeon 
General, 2016) (Figure 11-2). Within the report, 
23 action steps are suggested to support healthy, 

Hospital (2016) who had access to HealthLeads 
found that participation in the service led to lower 
blood pressure and cholesterol levels.

Payment Models That Address 
the Social Determinants of 
Health
The Centers for Medicare and Medicaid Services 
(CMS) has developed a model pilot program 
known as the Accountable Health Community 
(AHC) initiative that provides funds to large clin-
ical practices in scores of sites across the United 
States to screen patients for the social determi-
nants of health. The goal is to assess whether the 
systematic identification of social needs and re-
ferral to services will result in improved patient 
healthcare utilization and lower costs.

CMS’s AHC model also provides funds 
that allow clinical sites to refer patients to cer-
tain community services and jointly collabor-
ate with community partners to ensure that the 
services are available and responsive to patient 
needs (CMS, 2017). AHC aims to identify and 
address beneficiaries’ health-related social needs 
in such areas as housing instability, food inse-
curity, utility needs, interpersonal violence, and 
transportation at the community, as well as the 
individual level (CMS, 2017).

Broader Policy Changes
Sir Michael Marmot, the long-time chair of the 
Commission on Social Determinants of Health 
at the World Health Organization and a re-
nowned expert on the barriers to good health, 
has encouraged the development of broad pol-
icy and systems efforts to address such factors 
rather than a focus on individual-level solutions.

If the major determinants of health are 
social, so must be the remedies. . . . While  
social determinants can be addressed 
on an individual basis, addressing 
these social factors at the policy, en-
vironment and systems level is critical. 
(Marmot, 2005)
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Braveman, P. (2006). Health disparities and health equity: 
Concepts and measurement. Annual Review of Public 
Health, 27, 167–194.

Brown, S. L., Nesse, R. M., Vinokur, A. D., & Smith, D. M. 
(2003). Providing social support may be more beneficial 
than receiving it: Results from a prospective study of 
mortality. Psychological Sciences, 14(4), 320–327.

Centers for Disease Control and Prevention (CDC). (2013, 
November 22). CDC health disparities and inequalities 
report—United States, 2013. Morbidity and Mortality 
Weekly Report, 62(3 Suppl.). Retrieved from https://www 
.cdc.gov/mmwr/pdf/other/su6203.pdf

Centers for Disease Control and Prevention (CDC), Office 
of the Associate Director for Policy. (2016, October 21). 
Health impact in 5 years. Retrieved from https://www 
.cdc.gov/policy/hst/hi5/

Centers for Disease Control and Prevention (CDC). (2017, 
July 28). Social determinants of health: Know what 
affects health. Retrieved from https://www.cdc.gov 
/socialdeterminants/

Centers for Medicare and Medicaid Services (CMS). (2017, 
September 5). Accountable health communities model. 
Retrieved from https://innovation.cms.gov/initiatives 
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Chen, J. T., Rehkopf, D. H., Waterman, P. D., Subramanian, 
S. V., Coull, B. A., Cohen, B., . . . Krieger, N. (2006). 
Mapping and measuring social disparities in premature 
mortality: The impact of census tract poverty within 
and across Boston neighborhoods, 1999–2001. Journal 
of Urban Health, 83(6), 1063–1084.

well-informed older adults with both high-qual-
ity health services and social conditions designed 
for optimal well-being. Many federally funded 
programs already exist that can assist patients in 
reaching these steps. Among those cited in the 
report are the Seniors Corps, which provides op-
portunities for older adults to volunteer in schools, 
nonprofits, and other community organizations, 
and the Active Aging Initiative, which addresses 
barriers to physical activity among older adults 
(U.S. Surgeon General, 2016).

Unfortunately, a substantial share of 
low-income adults do not benefit from these 
efforts and programs despite their eligibility to 
participate in them. Sometimes lack of partic-
ipation is due to a lack of awareness about the 
 programs themselves; sometimes it is due to a 
need for assistance in completing the  application 
processes; and sometimes it is due to a  reluctance 
to seek help from such programs. Clinicians and 
caregivers can help elderly individuals over-
come these barriers. Where such programs ei-
ther do not exist or are insufficient to meet the 
 demand, clinicians can also assist their patients 
by demonstrating the need for them and draw-
ing the  connections  between such programmatic 
 efforts and improved health, and can participate 
in multisector community  efforts. By applying 
what is known about SDOH,  clinicians can not 
only improve individual and population health 
but also advance health equity  (Healthypeople.
gov, 2017; Secretary’s Advisory Committee, 
2010; WHO, 2017).
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Multiculturalism and 
Geriatric Assessment
Charles Mouton

Key Terms

Beliefs and attitudes Diversity Ethnic minorities

ChapTer ObjeCTives

1. Discuss the heterogeneity of older ethnic minority groups.
2. Understand measurement issues related to assessment of older minority persons.
3. Recognize appropriate communication strategies with diverse older adults.

 ▸ Introduction
The proportion of the population of the United 
States that is older than age 65 years is increasing 
rapidly. At the same time, the number of older 
adults from minority groups, such as Hispanics, 
African Americans, and Asian Americans, con-
tinues to increase (Agree & Freedman, 1999). 
Given the diversity of the aging population, a 
text on geriatric assessment should highlight cul-
tural issues in the assessment of older persons 
and seek to improve the cultural competence of 

its readers (Lavizzo-Mourey & Mackenzie, 1996). 
Cultural competence in health care encompasses 
at least three components: (1) knowledge of the 
prevalence, incidence, and risk factors (epide-
miology) for diseases in different ethnic groups; 
(2) understanding of how the illness presentation, 
disease assessment, and response to medications 
and other treatments vary with ethnicity; and 
(3) discussion of beliefs and attitudes toward 
illness, treatment, and the healthcare system. Cul-
tural competence includes an appreciation that 
patient assessments must be sensitive to changes 
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in meaning and circumstances that were not in-
tended by the developers of a test. This chapter 
highlights some clinical considerations in the 
assessment of older adults from diverse ethnic 
groups. In doing so, we focus on aspects appli-
cable to the largest minority groups identified 
by the U.S. Census.

A description of the epidemiology of med-
ical conditions across different ethnic groups 
would likely require a book of its own (Mouton 
& Espino, 1999). Nevertheless, the reality is 
that in some cases we simply do not have solid 
information about the prevalence, incidence, 
and risk factors of disease, even for some com-
mon disorders of late life (Gallo & Lebowitz, 
1999). For example, there are few credible 
community-based estimates of the prevalence 
of Alzheimer’s disease (AD) and related demen-
tias in various ethnic minorities in the United 
States. Estimates of the prevalence of dementia 
and AD in minorities from the community-based 
studies that have been done reveal substan-
tial disease burden in the African American 
and Hispanic communities, with rates of AD 
in minorities several times higher than those 
observed in whites (Hendrie et al., 1995; Tang  
et al., 1998). In addition to more data on prev-
alence, more scientific evidence is needed re-
garding how the effects of medications used to 
treat AD vary among ethnic minorities, espe-
cially for the elderly. Examples of medications 
for which differences in response according 
to ethnicity have been documented include 
antihypertensives (Prisant & Mensah, 1996) 
and antidepressants (Pi, Wang, & Gray, 1993; 
Sramek & Pi, 1996).

In this chapter, we focus on assessment in 
relation to the domains of function, cognitive 
impairment, depression, and social and eco-
nomic issues. Before making specific comments 
about these areas, we make some general com-
ments regarding (1) the heterogeneity of eth-
nic groups; (2) the reliability, validity, and use 
of assessment instruments for persons of a dif-
ferent cultural background from the population 
with which the instruments were developed and 
tested; (3) enhancing communication between 

professional caregivers and older adults of di-
verse ethnic backgrounds; and (4) eliciting be-
liefs and attitudes about illness.

 ▸ Heterogeneity Within 
Older Ethnic Minority 
Groups

To develop cultural competence, healthcare pro-
viders must confront and question their casual 
conceptions of “race,” ethnicity, and culture. 
When socioeconomic factors are considered, 
many apparent differences between older per-
sons from minority groups and other older per-
sons disappear or narrow for many important 
outcomes. Differences in health and habits as-
cribed to “race” reflect social more than genetic 
differences (Cooper & David, 1986; Lillie-Blanton, 
Anthony, & Schuster, 1993). Older adults are a 
diverse group, even within ethnic categories. It 
is just as important to understand that the het-
erogeneity within ethnic groups is often greater 
than that between ethnic groups (Whitfield, 
1996). For example, some African Americans 
were brought to the United States against their 
will from Africa, but others migrated from the 
Caribbean. Hispanic Americans are a hetero-
geneous group, with cultural origins in  Mexico, 
Puerto Rico, South and Central America, Cuba, 
and other Spanish-speaking countries. Asian 
Americans from China, Japan, Korea, and South-
east Asia have differing health practices and be-
liefs. Native American elders derive from more 
than 500 tribes, which collectively speak more 
than 150 languages.

Because of this heterogeneity within cul-
tural groups, clinicians should not lose sight of 
the need to evaluate each older person as an in-
dividual who has a cultural and personal contex-
tual background that suffuses into every aspect 
of assessment and care. Clinicians should con-
strue the comments presented in this chapter as 
broad general guidelines for assessment of older 
persons from minority groups, rather than as 
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firm rules to follow when assessing older adults 
from specific ethnic groups.

 ▸ Reliability, Validity,  
and Use of Instruments  
for Ethnic Minorities

Any assessment procedure is subject to error. 
Error in measurement can arise because the 
instrument is inconsistent (poor reliability) or 
because it does not measure what we think it 
is measuring (poor validity). For decades, re-
searchers have questioned the assumption that 
the same construct is measured when instru-
ments developed among whites are applied to 
African Americans or other minority ethnic 
groups (Neighbors & Lumpkin, 1990). At one 
level, differing idioms and colloquialisms can 
cause a translated instrument to have mean-
ings different from those intended by the origi-
nal developers. Even within ethnic groups, older 
persons who are recent immigrants may inter-
pret items differently from older persons who 
have lived in the United States for some time. 
In addition to issues with entire scales, individ-
ual items in each instrument may display ra-
cial/ethnic bias. Differential item functioning 
has emerged as a tool that researchers can use 
to modify assessment instrument to adjust for 
bias in certain populations.

At a more subtle level, some constructs 
may be so different across cultures as to be quite 
different or even irrelevant. Depressive disor-
der provides an example of cultural heteroge-
neity in expression that has drawn attention 
from anthropologists and medical researchers 
concerned with detection and treatment of de-
pression (Kleinman, 1980; Kleinman & Good, 
1985). Some cultures do not have concepts that 
are equivalent to a Western notion of “depres-
sion.” The Hopi Indians of Arizona, for example, 
describe an illness similar to major depres-
sion but without dysphoria (Manson, Shore, & 
Bloom, 1985). The Flathead people of Montana 

express depression as a social phenomenon of 
loneliness—the feeling that “no one cares for 
you” (O’Nell, 1996). Neurasthenic patients in 
China deny dysphoria, but do exhibit the other 
symptoms of depression, such as psychomotor 
retardation and somatic complaints (Kleinman, 
1980). Older African Americans tend to deny 
sadness but are more likely to report thoughts of 
death than older whites (Gallo, Cooper-Patrick, &  
Lesikar, 1998).

In the domain of functional assessment, 
the willingness to report difficulty taking care 
of oneself may be powerfully related to fear of 
admitting one’s dependence on others by older 
persons from certain groups. Observed differ-
ences in functional status across ethnic groups 
may represent true differences, but could result 
from measurement error stemming from the 
instrument used in the assessment of physical 
function. Physical function assessments gener-
ally employ self-report instruments that rely on 
the subjective response of patients. Although 
performance-based measures provide more 
objective measures of function, they are more 
difficult to carry out in the clinical setting and 
may not always relate directly to performance at 
home (Guralnik, Branch, Cummings, & Curb, 
1989; Guralnik, Reuben, Buchner, & Ferrucci, 
1995). The choice of method generally relates to 
the time constraints on the clinician, the train-
ing of the clinician (and staff), and the need for 
the most reliable and valid information. A num-
ber of instruments are discussed in this chapter, 
but unfortunately most instruments have not 
been specifically assessed for their performance 
in older adults from minority groups. Even the  
meaning of the term elderly has different inter-
pretations across cultures.

As a last comment in this section, we point 
out that literacy and level of educational attain-
ment may be important considerations when 
assessing all older adults, but especially older 
adults from ethnic minorities who historically 
have had fewer opportunities to advance in 
school. Older women, in particular, grew up in 
an historical period in which it was uncommon 
for girls to finish high school and attend college.  
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geriatric assessment procedures that are most 
appropriate to different ethnic groups.

 ▸ Enhancing 
Communication with 
Ethnically Diverse 
Older Adults

The assessment of older adults who do not speak 
or read English well, and who have a different 
worldview and goals than the healthcare pro-
fessional, can be a difficult and arduous task. 
Additionally, social distance, racism, uncon-
scious fears, biases, and similar concerns on the 
behalf of patients and professionals may con-
tribute to further problems in assessment and 
diagnosis of older adults from different ethnic 
groups (Brangman, 1995). Early attention to 
building rapport will go a long way toward fa-
cilitating such cross-cultural communication. 
In many cultures, such as China and Mexico, 
rapport begins through exchange of pleasant-
ries or chit-chat before beginning the business 
of medical history taking and physical exam-
ination (Elliott, Di Minno, Lam, & Tu, 1996; 
Gallagher-Thompson, Talamantes, Ramirez, & 
Valverde, 1996). Older Hispanic Americans of-
ten expect healthcare personnel to be warm and 
personal while still treating them with dignity 
(Villa, Cuellar, Gamel, & Yeo, 1993).

As a sign of respect, older persons should be 
addressed by their last name. Gesturing should 
be avoided because seemingly benign body or 
hand movements may have adverse connotations 
in other cultures. Take care to evaluate whether 
questions or instructions have been understood, 
because some persons will nod “yes” even when 
they do not really comprehend. Outright ques-
tioning of authority is taboo in some cultures, 
so encourage the patient to ask questions freely. 
Tell the patient that you realize that some things 
are not normally discussed, but that it is neces-
sary so that the best care can be planned.

The association of ethnic grouping with func-
tional decline and other important health out-
comes probably has more to do with level of 
educational attainment than “race.” At the age 
of 65 years, persons with 12 or more years of 
schooling have an active life expectancy (i.e., 
life spent without reported functional disabil-
ity) that is 2 to 4 years longer than older adults 
with less education, regardless of ethnic grouping 
(Guralnik, Land, Blazer, Fillenbaum, & Branch, 
1993). Closely tied to educational level attained 
is literacy, referring to the ability to understand 
and use written information. In one study con-
ducted among 144 African Americans older than 
age 65 years living in New York City, half of the 
participants had a reading level that was below 
the eighth grade (Albert & Teresi, 1999), sug-
gesting that materials designed for older persons 
must be evaluated for reading level. It remains 
to be seen whether improved educational op-
portunities for persons from ethnic minorities 
will result in older persons with diminished 
rates of functional impairment when compared 
to the current cohort of older persons. In clini-
cal work, consideration of the educational level 
of patients who may not be used to the type of 
questions that are asked in many functional and 
cognitive tests is important.

We are not suggesting that clinicians need 
to develop their own instruments for assessment 
of depression, function, or other domains to 
properly assess older adults from different eth-
nic groups. Instead, when interpreting results 
from assessment, clinicians should be aware of 
the reliability and validity of the instruments em-
ployed. For example, an instrument developed 
for use with urban hospitalized patients in the 
northeastern United States may not be appli-
cable to a border community in rural southern 
Texas. The selection of instruments and other 
aspects of assessment should be tailored to the 
known demographic profile of the practice in 
which the questionnaires are to be used. As re-
searchers and clinicians become more keenly 
aware of the need to consider the cultural con-
text of assessment, more information may be-
come available to make good decisions about 
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the cultural beliefs of the patient helps estab-
lish rapport, shows respect for the older person, 
and can be one of the most interesting aspects 
of caring for older adults.

 ▸ Selected Domains of 
Geriatric Assessment

Subsequent sections of this chapter highlight 
specific considerations in the multidimensional 
evaluation of older persons from ethnic minority 
groups. We focus our attention on features of 
assessment related to ethnicity, with the under-
standing that the reader will refer to other chap-
ters for further information on each individual 
area of assessment.

Functional Assessment
In general, the functional ability of older Afri-
can Americans declines more rapidly than that 
of other Americans. In the North Carolina Es-
tablished Populations for Epidemiologic Studies 
of the Elderly (EPESE), 9.6% of African Ameri-
cans older than 65 reported difficulty with two 
or more activities of daily living (ADLs), and 
19% reported two or more difficulties on instru-
mental activities of daily living (IADLs) (Foley, 
Fillenbaum, & Service, 1990; Miles & Bernard, 
1992). Older African Americans are 1.38 times 
more likely to have trouble getting around and 
more than 1.5 times more likely to be confined 
to their homes than whites (Edmonds, 1993). 
In advanced age (the ninth and tenth decades of 
life), older African Americans appear to func-
tion better than whites, probably because only 
the most hardy individuals survive (Miles & 
Bernard, 1992).

Hispanic Americans also have significant 
burden of functional impairment as assessed by 
ADLs and IADLs (Andrews, 1989). Markides and 
colleagues (1996) reported that functional im-
pairment among Hispanics was related to spe-
cific medical conditions such as diabetes mellitus, 
stroke, myocardial infarction, arthritis, and hip 

 ▸ Eliciting Beliefs and 
Attitudes About Illness

When caring for older adults, make an attempt 
to elicit their beliefs and attitudes about illness. 
Eliciting beliefs and attitudes about illness that 
may be rather different from one’s own requires 
maintaining an accepting attitude and putting 
the family and patient at ease—that is, reassuring 
them that their ideas are valued in developing the 
care plan. Ask patients what they think is wrong 
or causing the problem. Ask if they think that 
there may be some ways to get better that doc-
tors may not know about, and whether anyone 
else has been asked to help with the problem. To 
draw out beliefs about illness, ask patients what 
worries them most about their illness, and why 
they think they are ill now.

Time devoted to getting into the “assump-
tive world” (Frank & Frank, 1991) of the patient 
is time well spent. First, doing so can uncover 
useful information about over-the-counter med-
ications or home remedies that might interfere 
with prescribed medicines. For example, older 
persons within traveling distance of Mexico 
often obtain pharmacologically active com-
pounds that are not always equivalent to med-
ications bought in the United States (Greene & 
Monahans, 1984). In addition, traditional folk 
remedies play a central role in health for older 
Mexican Americans (Espino, 1988). In many 
cases, standard prescriptions may be more ac-
ceptable if traditional remedies can continue 
to be taken. Second, assessing cultural beliefs 
about illness includes asking about diet. For ex-
ample, dietary prescriptions are often a compo-
nent of traditional healing practices in Native 
Americans (McCabe & Cuellar, l994). Third, 
failure to elicit ideas about illness can result in 
poor communication, lack of adherence to pre-
scribed therapy, or refusal to undergo tests or 
therapeutic procedures. For example, the idea 
that illness is punishment for past deeds may 
inhibit participation in preventive or therapeu-
tic procedures (McBride, Morioka-Douglas, & 
Yeo, 1996). Finally, asking and listening about 
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persons with educational attainment less than 
high school, a lower threshold score for deter-
mination of cognitive impairment has been 
recommended (less than 18 out of a possible 
30 points) to improve sensitivity (82%) and 
specificity (99%) for the diagnosis of dementia 
(Crum, Anthony, Bassett, & Folstein, 1993; Tan-
galos et al., 1996). In other words, using a stan-
dard cutpoint of 23 points or less on the MMSE 
to determine cognitive impairment tends to over-
estimate the number of African Americans and 
Hispanics with true impairment of cognitive 
function. Increasing functional difficulty with 
decreasing MMSE scores has not been found 
among African American women, suggesting 
that the MMSE not be a valid predictor of sub-
sequent decline (Leveille et al., 1998).

The Hispanic Established Populations for 
Epidemiologic Studies in the Elderly (EPESE) in-
dicated that when the standard MMSE threshold 
score of 23 was used, 22.3% of Mexican Amer-
ican older adults were classified as cognitively 
impaired, but this high rate may reflect a lack of 
education rather than actual cognitive impair-
ment (Royall, Espino, Polk, Palmer, & Markides, 
2004). Like African Americans and Hispanic 
Americans, Asian American elders also show 
a decline in MMSE score with lower education 
and older age (Ishizaki et al., 1998).

Some of the ethnic variation noted in the 
MMSE is related to differential items function-
ing (DIF)—that is, the statistical demonstration 
that group differences in correct responses to a 
test item are independent of underlying ability. 
While the MMSE has been used in numerous 
 racial/ethnic groups and translated into more than 
17 languages, it is recognized that the MMSE has 
the potential for bias across cultures (Ramirez, 
Teresi, Holmes, Gurland, & Lantigua, 2006; Steis &  
Schrauf, 2009). In an examination for bias in the 
items of the MMSE, Ramirez and colleagues (2006) 
found that 10 of the 20 items on the MMSE show 
DIF for either ethnicity, education, or language. 
Some have suggested eliminating the biased items 
from the MMSE and making a scoring adjust-
ment based on education (Marshall,  Mungas, 
Weldon, Reed, & Haan, 1997; Teresi, Holmes, 
Ramirez, & Lantigua, 2001). Others suggest that  

fracture. Rates of functional impairment due to 
medical conditions were greater in older His-
panic Americans than in whites (Chiodo, Kar-
ren, Gerety, Mulrow, & Cornell, 1994; Espino, 
Neufeld, Mulvhill, & Libow, 1988; Markides 
et al., 1996; Rudkin, Markides, & Espino, 1997).

Among Asian Americans, comparative data 
on function impairment and disability are insuffi-
cient to draw firm conclusions. Asian Americans 
of high socioeconomic status or who came from 
earlier immigrant groups probably have rates of 
disability similar to those for whites (Lum, 1995).

Cognitive Function Assessment
A number of assessment instruments are avail-
able to evaluate cognitive function; many have 
application across cultures. One purpose of 
evaluating cognitive status in older persons is 
to detect and manage mild cognitive impair-
ment, dementia, and delirium. Assessing older 
adults from ethnic minorities for cognitive im-
pairment, dementia, and delirium presents a 
number of challenges, however, including find-
ing suitable translators when patients’ command 
of English is poor, the variable beliefs related to 
cognitive loss with age in different cultures, and 
the best way to approach the decision to institu-
tionalize patients (Yeo & Gallagher-Thompson, 
1996). Typically, a cutpoint score on various as-
sessment instruments is employed as a way to 
standardize evaluation and determine when 
cognitive impairment is significant. In this sec-
tion, we focus on some instruments commonly 
used to assess cognitive status with respect to 
ethnicity: (1) the Mini-Mental State Examina-
tion (MMSE); (2) the Short Portable Mental Sta-
tus Questionnaire (SPMSQ); (3) the Montreal 
Cognitive Assessment (MoCA); and (4) formal 
neuropsychological testing.

African Americans and people from other 
ethnic groups, especially with less than 8 years 
of formal education, tend to be falsely identi-
fied as possibly cognitively impaired when us-
ing the MMSE (Anthony, LeResche, Niaz, Von 
Korff, & Folstein, 1982; Baker, 1996; Yeo &  
Gallagher-Thompson, 1996). Among older 
African Americans, Hispanic Americans, and 

108 Chapter 12 Multiculturalism and Geriatric Assessment

www.ketabpezeshki.com                                 66485438-66485457



populations have not been performed to assess 
bias in the MoCA, this instrument has been suc-
cessfully used in multiethnic populations. Some 
test variation has been noted, suggesting some 
small variation based on racial/ethnic groups 
(Rossetti, Lacritz, Cullum, & Weiner, 2011) that 
is mainly driven by education.

The SPMSQ has been specifically validated 
in older African American and Hispanic Amer-
ican samples; it shows excellent sensitivity and 
specificity (Baker, 1996; Miles & Bernard, 1992; 
Pfeiffer, 1975).

 ▸ Depression Assessment
Although the prevalence and incidence rates of 
depression in African Americans appear to be 
lower than the corresponding rates in whites 
(Gallo, Royall, & Anthony, 1993), it is not clear 
to what extent this finding relates to a tendency 
of older African Americans to assent to somatic 
symptoms related to depression but not sadness 
or other symptoms thought to be characteristic of 
depression (Gallo et al., 1998). In clinical samples, 
as many as 11% to 33% of older African American 
patients were found to be depressed ( Rosenthal, 
Goldfarb, Carlson, Sagi, & Balaban, 1987).

We know little about depression rates in 
older Hispanic Americans, who present signifi-
cant methodological issues when measuring de-
pression (Wagner, Gallo, & Delva, 1999). The 
lifetime prevalence of major depression among 
Mexican American adults in California has been 
reported to be 7.8%, although this study did not 
include adults older than 54 years (Vega et al., 
1998). In other studies using symptom scales, 
rates of depression in Mexican Americans were 
reported to be as high as 20% to 28% (Black, 
Markides, & Miller, 1998; Kemp, Staples, & 
Lopez-Aqueres, 1987; Munoz, 1988).

Suicide rates among older persons tend to be 
highest in white men and lowest in African Amer-
ican women. Older Chinese women have a suicide 
rate that is estimated to be as much as seven times 
higher than that in white women (Liu & Yu, 1985; 
Lum, 1995). Japanese women also have higher sui-
cide rates than white women (Lum, 1995).

the modified Mini- Mental State Examination 
(3MS), which adjusts for these items, may offer 
greater reliability, sensitivity, and validity than the 
MMSE. Normative tables for African American 
elders, stratified by age with adjustments for ed-
ucation and gender, are available for the MMSE 
(Brown, Schinka, Mortimer, & Graves, 2003).

Issues also arise in the translation of the 
MMSE into other languages. Even in a single 
language, idiomatic nuances can allow bias to 
be introduced. Comparison of Spanish trans-
lations of the MMSE in various regions has re-
vealed different wording of items across versions 
(Ramirez et al., 2006). Also, as with any trans-
lation, the psychometric properties of this brief 
assessment become challenging when layered 
with linguistic and cultural issues and, there-
fore, the tool needs adaptation.

The Clock Drawing Test (CDT) has also 
been used as a brief measure of cognitive im-
pairment (Lin et al., 2013). This instrument has 
been used in a number of clinical settings as a 
rapid assessment of visuoconstructive and vi-
suospatial skill, semantic memory, conceptual 
abilities, and executive functioning (Hubbard 
et al., 2008). The CDT seems to function well in 
multiethnic elders (Borson et al., 1999), showing 
acceptable sensitivity in this group. Neverthe-
less, it is still significantly affected by education 
level (Borson et al., 1999; Hubbard et al., 2008).

The Mini Cog test is a brief screen for cog-
nitive impairment using a three-item recall and a 
simple for the CDT. The Mini Cog has been found 
to be less biased by low education and low liter-
acy than the MMSE (Aiken Morgan et al., 2010; 
Borson, Scanlan, Watanabe, Tu, & Lessig, 2005).

The Montreal Cognitive Assessment (MoCA) 
is a brief cognitive screening instrument assess-
ing cognitive and executive function. It assesses 
11 domains and takes approximately 10 minutes 
to administer. The MoCA has been translated 
and validated in a Chinese population, retain-
ing a Receiver Operator Characteristic curve 
(ROC) for mild cognitive impairment of 0.93 
(95% confidence interval [CI], 0.894–0.965) 
(Hubbard et al., 2008), and a Japanese popula-
tion, with ROC 0.95 (95% CI, 0.9–1.0) (Borson 
et al., 1999). While formal studies in multiethnic 
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and density of the family’s social environment is 
a critical factor in maintenance of independent 
living at home. Indeed, adequate social support 
and interaction are significant predictors of mor-
bidity and mortality in older adults (Blazer, 1982; 
Seeman, Kaplan, Knudsen,  Cohen, & Guralnik, 
1987). Many cultures have strong traditions of 
family care for the elderly. For  example, among 
Hispanic Americans, this concept is called fa-
milismo (Villa et al., 1993); in Japanese fami-
lies, the concept of filial piety and obligation is 
called koko (McBride et al., 1996). Resistance to 
accepting help may reflect an unwillingness to 
transfer these family obligations to healthcare 
professionals.

Families of older adults from ethnic minori-
ties may have a great need to participate in the 
care of their older relative. African  American 
caregivers report performing more caregiving 
activities and caring for persons with greater 
functional and cognitive impairment than do 
whites; however, white caregivers report sig-
nificantly more burden from such caregiving 
(Fredman, Daly, & Lazur, 1995). In addition  
to social support from the family, the church 
is an important source of social and emotional 
support for older African Americans (Chadiha, 
Morrow-Howell, Darkwa, & Berg-Weger, 1996; 
Chatters & Taylor, 1998).

At the same time, healthcare professionals 
should realize that caring family members may 
shield their relative from intrusive questions or 
procedures or may cover up deficiencies in the 
older patient’s performance. Family members 
must be made aware that adequate assessment 
of older adults requires that they act as clear 
translators of questions and answers, not only of 
assessment instruments, but also in relation to 
recommended treatment. Family members may 
be able to suggest ways that the medical treat-
ment can be integrated with the cultural beliefs 
and practices of the older person.

Minority elders tend to show greater lev-
els of financial strain than other Americans 
( Commonwealth Fund, 1995; Jackson, Chat-
ters, & Taylor, 1993). Older minorities often face 
“double jeopardy”—that is, the combined effect 

Because recognition of depression is prob-
lematic, standardized assessment instruments 
have been developed to facilitate its diagnosis. 
In most cases, there is little information on how 
these instruments perform for older adults from 
ethnic minority groups. We discuss three in-
struments with regard to ethnicity: (1) the Cen-
ters for Epidemiologic Studies Depression Scale 
(CES-D); (2) the Geriatric Depression Scale; and 
(3) the Patient Health Questionnaire Depression 
Module (PHQ-9).

The CES-D is a 20-item questionnaire de-
signed to measure depressive symptoms in a 
community-based sample (Radloff, 1977). Re-
liability estimates for the CES-D are high, rang-
ing from 0.84 to 0.92. Studies of this instrument 
in samples of African Americans and other di-
verse groups have shown that the CES-D can use-
fully measure depression (Mouton, Johnson, &  
Cole, 1995). The CES-D has a sensitivity of 75% 
in older African Americans and 94% in older 
whites (Torres, 2012).

The GDS has good sensitivity and specific-
ity in most samples, although it appears to have 
poorer performance among African  Americans 
when compared to whites (Baker, 1991;  Torres, 
2012). Among Hispanic Americans, the GDS 
also appears to be less sensitive to significant de-
pression (Baker & Espino, 1997; Baker,  Espino, 
Robinson, & Stewart, 1993).

The PHQ-9 is a validated depression mod-
ule from the Patient Health Questionnaire that 
measures depression severity. It includes the nine 
Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition (DSM-IV) criteria to diagnose 
major depressive disorders. While not typically 
used in older populations, the PHQ-9 works well 
in African American and Hispanic American pa-
tients (Huang, Chung, Kroenke, & Spitzer, 2006).

 ▸ Social and Economic 
Issues in Assessment

Frequently, it is the family who brings the pa-
tient into the clinical appointment. The quality 
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(1993). Assessing depressive symptoms in African-
American and Mexican-American elders. Clinics in 
Gerontology, 14, 15–21.

Black, S. A., Markides, K. S., & Miller, T. Q. (1998). 
Correlates of depressive symptomatology among older 
community-dwelling Mexican Americans: The Hispanic 
EPESE. Journals of Gerontology, Series B: Psychological 
Sciences and Social Sciences, 53, S198–S208.

Blazer, D. G. (1982). Social support and mortality in an 
elderly community population. American Journal of 
Epidemiology, 115, 684–694.

Borson, S., Brush, M., Gil, E., Scanlan, J., Vitaliano, P., 
Chen, J., ... Roques, J. (1999) The Clock Drawing Test: 
Utility for dementia detection in multiethnic elders. 
Journal of Gerontology, 54(11), M534–M540.

Borson, S., Scanlan, J. M., Watanabe, J., Tu, S. P., & Lessig, M. 
(2005). Simplifying detection of cognitive impairment: 
Comparison of the Mini-Cog and Mini-Mental State 
Examination in multiethnic sample. Journal of the 
American Geriatrics Society, 53(5), 871–874.

Brangman, S. A. (1995). African-American elders: Implications 
for health care providers. Clinics in Geriatric Medicine, 
11, 15–23.

Brown, L., Schinka, J., Mortimer, J., & Graves, A.B. (2003). 3MS 
normative data for elderly African Americans. Journal of 
Clinical and Experimental Neuropsychology, 25, 234–241.

Cantor, M. (1979). The informal support system of New York’s 
inner-city elderly: Is ethnicity a factor? In D. E. Gelfand & 
A. J. Kutsik (Eds.), Ethnicity and aging: Theory, research, 
and policy (pp. 153–175). New York, NY: Springer.

Chadiha, L., Morrow-Howell, N., Darkwa, O. K., & Berg-
Weger, M. (1998). Support systems of African American 
family caregivers of elders with dementing illness. African 
American Research Perspectives, 9, 104–114.

Chatters, L. M., & Taylor, P. J. (1998). Religious involvement 
among African Americans. African American Research 
Perspectives, 4, 8.

Chiodo, L. K., Karren, D. W., Gerety, M. B., Mulrow, 
C. D., & Cornell, J. E. (1994). Functional status of 
Mexican-American nursing home residents. Journal of 
the American Geriatrics Society, 42, 293–296.

of age and minority status leads to greater illness 
burden and greater limitation on financial re-
sources (Cantor, 1979; Dowd & Bengston, 1978; 
Ferraro, 1987; Jackson, Kolody, & Wood, 1982; 
Reed, 1990). Physicians need to consider the fi-
nancial constraints of older minority patients as 
recommendations for treatment are developed. 
While direct questioning about finances may be 
offensive to some older adults, presenting the 
possibility of a less expensive but equally effec-
tive treatment shows a depth of understand-
ing that is often appreciated by older persons.

 ▸ Summary
Geriatric assessment forms an important com-
ponent of clinical practice that can be carried 
out over a number of visits. Since older adults 
from ethnic minorities are bound to make up 
a large proportion of the patients seen, clini-
cians should pay special attention to the cul-
tural factors that modify aspects of assessment, 
including the suitability of specific assessment 
instruments. When this approach is combined 
with sensitivity to cultural issues and clinical 
judgment, the health and function of all older 
adults can be enhanced through careful consid-
erations of the domains of geriatric assessment.
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Vulnerable Populations
Stephen A. Somers and Alexandra Kruse
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ChapTer ObjeCTives

1. Recognize the characteristics and circumstances of low-income, vulnerable older adults.
2. Describe the practice challenges that exist when addressing the diverse needs of these individuals.

 ▸ Introduction
Many older adults are at higher risk for poor 
outcomes (e.g., lower health status, quality of 
care, or satisfaction with care; higher rates of 
service utilization or costs of care) because 
of socioeconomic and health-related factors 
(e.g., having very low incomes, being medic-
ally complex, having unmet needs). Profes-
sionals and clinicians practicing in a variety 
of settings should be aware of the unique char-
acteristics and circumstances that make these 
older adults more vulnerable to poor health 
outcomes than their healthier and wealthier 

peers. They should also recognize the spe-
cific challenges and opportunities associated 
with assessment and care management for 
this population.

This chapter examines vulnerability in 
low-income older adults through a number of 
lenses, including financial well-being as well as 
social and clinical needs. These factors can affect 
a patient’s ability to access care and independ-
ently manage day-to-day needs. Vulnerable 
older adults must navigate a largely uncoor-
dinated system of federally funded health care 
and state-based long-term services and supports 
(LTSS) programs that will likely be affected by 
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shifting state and federal policies. This frag-
mented system of care magnifies the vulnera-
bility of this population.

 ▸ Defining Vulnerability
A growing subset of the United States’ low-income 
older adult population faces significant health 
and economic challenges. These patients—
and their caregivers—struggle with day-to-day 
management of complex medical and func-
tional needs; mounting bills; and inadequate 
housing, nutrition, and transportation. These 
individuals may also have a high incidence of 
functional impairment, cognitive impairment, 
and depression that may affect their ability to 
keep medical appointments or self-manage 
their care (Centers for Medicare and Medic-
aid Services [CMS], 2016; Medicare Payment 
Advisory Commission & Medicaid and CHIP 
Payment and Access Commission [MedPAC/
MACPAC], 2017).

The vulnerability of low-income older 
adults may derive from not only visible complex 
clinical care needs, but also unmet  social sup-
port needs that may be less apparent to health-
care providers. Professionals and  clinicians 
will encounter individuals with some or all 
of these vulnerabilities in a variety of aging, 
health care, and social services practice set-
tings. While there is no definitive measure of 
the prevalence of “vulnerability” among older 
adults, it is possible to roughly gauge the num-
bers of individuals having certain economic 
and clinical/functional characteristics and 
those affected by other  social determinants 
of health that may make them vulnerable to 
poor outcomes.

Economic Characteristics
Many older adults experience a high degree 
of economic insecurity, despite recent de-
clines in overall poverty rates among the U.S. 
elderly population (Anzick & Weaver, 2001). 
More than 4.2 million Americans age 60 and 

older live at or below the federal poverty level 
 (Proctor, Semega, & Kollar, 2016; U.S. Depart-
ment of Health and Human Services, 2017),1 
and 1 in 3 older adults lives above the poverty 
level but at an income level below that required 
to live with economic security (Mutchler, Li, 
& Xu, 2016). The level of economic insecurity 
is higher in some subsets of the older adult 
population, including nonmarried women, 
minorities, individuals living alone, and those 
older than age 74 (Figure 13-1) (Social  Security 
Administration, 2016). Additionally, approx-
imately 11.4 million low–income individuals 
are dually eligible for Medicare and Medic-
aid in the United States (Kaiser Family Foun-
dation, n.d.; U.S. Department of Health and 
Human Services, Centers for Medicare and 
Medicaid Services [U.S. DHHS, CMS], 2017). 
Their coverage is administered by the federal 
Medicare program and by state-based Medic-
aid programs. For those who qualify, Medicaid 
programs assist these Medicare beneficiaries 
with out-of-pocket Medicare costs and long-
term care needs.

Figure 13-1 Poverty status among older adults in 
the United States, 2014.
Source: Social Security administration, 2016.
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Clinical and Functional 
Characteristics
Sixty-eight percent of all older adults in the 
United States have multiple chronic conditions 
(CMS, 2016), meaning that they have clinical and 
functional needs that require the involvement 
of multiple professionals and clinicians. Dually 
eligible individuals age 65 and older have an 
even higher prevalence of multiple chronic con-
ditions than their Medicare-only counterparts. 
These low-income individuals also have a greater 
incidence of functional impairment and often 
require LTSS, with three times as many experi-
encing deficits in three to six activities of daily 
living (Figure 13-2). Ongoing assessment is es-
sential for this population to ensure that their 
clinical and functional needs are being addressed.

An often unrecognized health issue in assess-
ing low-income older adults is their behavioral 
health status. According to one estimate, 25% of 
Medicare beneficiaries age 65 and older have a 
behavioral health condition such as depression, 
anxiety, and medication or alcohol misuse (Older 
Americans Behavioral Health Technical Assis-
tance Center, 2012). Older adults are less likely 
to receive behavioral health care than younger 

adults, and many older adults with behavioral 
health issues simply do not receive the treatment 
they need (Older Americans Behavioral Health 
Technical Assistance Center, 2012). Fragmented 
care and lack of coordination between providers 
of behavioral health and physical health services 
are also significant issues for this population.

Older adults with intellectual and devel-
opmental disabilities (I/DD) are yet another 
vulnerable subpopulation that needs special-
ized assessment. Advances in medical care and 
a greater array of services and supports are 
helping individuals with I/DD to live longer. 
Estimates suggest that while there were ap-
proximately 650,000 adults age 60 and older 
with I/DD and related conditions in 2000, this 
number will double by 2030 (Heller, Janicki,   
Hammel, & Factor, 2002).

Social Determinants of Health
Assessing a patient’s social determinants of health, 
such as level of community engagement and ac-
cess to transportation or nutritious meals, is often 
as critical as assessing medical needs for vulner-
able older adults. Both the health status and the 
level of frailty of low-income older adults can be 

Figure 13-2 Prevalence of chronic conditions and functional limitations among dually eligible  
individuals, 2015.
Source: CMS, 2016.
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must navigate. In the United States, it com-
prises a mix of public and private institutions 
and state and federal programs, which are often 
supplemented by unpaid caregiving as well as 
out-of-pocket spending on LTSS.

As mentioned earlier, many of the most 
vulnerable older adults in the United States 
are dually eligible for Medicare and Medic-
aid—these individuals account for more than 
20% of all Medicare beneficiaries (Kaiser Fam-
ily Foundation, n.d.; U.S. DHHS, CMS, 2017). 
The federally administered Medicare program 
and state-based Medicaid programs provide es-
sential services and supports to this population 
(Table 13-1). Although Medicare and Medicaid 
were established at the same time, they were not 
designed to work together. In most communities, 
therefore, dually eligible individuals must navi-
gate two separate and uncoordinated systems of 
care: Medicare for the coverage of most preven-
tive, primary, and acute healthcare services and 
prescription drugs, and Medicaid for the cover-
age of LTSS, certain behavioral health services 
(e.g., treatment of serious mental illness, sub-
stance use disorders), and help with Medicare 
premiums and cost sharing. For these individ-
uals, determining the distinct roles and cover-
age details of each program can be confusing, 
both at enrollment and when accessing care.

affected by a number of social, environmental, and 
behavioral factors (McGinnis, Williams-Russo, &  
Knickman, 2002). Affordable and accessible 
housing can influence an older adult’s ability to 
stay mobile, access medical care, and engage in 
community activities. In fact, when communi-
ty-dwelling vulnerable older adults have access 
to supportive services and affordable housing, 
they are less likely to enter a nursing home or go 
to a hospital than their peers without similar ser-
vices (Castle & Resnick, 2014). Some vulnerable 
older adults may have unstable housing arrange-
ments or experience homelessness as they tran-
sition between care settings, so that they can be 
hard to contact, particularly if the professional 
doing the assessment is relying on outdated 
information. Despite these factors’ impact on 
health status, professionals and clinicians rarely 
address social determinants of health, although 
attention to these issues is growing.

 ▸ Understanding How 
Vulnerable Older 
Adults Get Their Care

Professionals and clinicians should understand 
the system of care that vulnerable older adults 

Table 13-1 Which program pays for Which Services?

Medicare Medicaid Older americans act

 ■ Hospital care
 ■ Physician and 

ancillary services
 ■ Skilled nursing 

facility care (up to 
100 days)

 ■ Home health care
 ■ Hospice
 ■ Prescription drugs
 ■ Durable medical 

equipment (DME)
 ■ Limited behavioral 

health treatment

 ■ Medicare cost sharing
 ■ Nursing home care (once 

Medicare benefits are exhausted)
 ■ Wide array of home- and 

community-based services 
(HCBS)

 ■ Hospital care once Medicare 
benefits are exhausted

 ■ Some prescription drugs and 
DME not covered by Medicare

 ■ Most treatments for substance 
abuse disorders and serious 
mental illness

 ■ Access to services (care 
management, transportation)

 ■ Nutrition (meals, nutrition 
counseling and education)

 ■ Limited HCBS (home care, 
adult day care, family caregiver 
support)

 ■ Disease prevention and health 
promotion (physical fitness, 
chronic disease management)

 ■ Vulnerable elder rights 
protection (ombudsman, 
abuse and neglect)
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home-delivered meals and other nutrition pro-
grams, in-home services, transportation, legal 
services, elder abuse prevention, and caregiver 
supports (Table 13-1). These services are pro-
vided at the local level through a national network 
of 56 state agencies on aging, 629 area agencies 
on aging, and nearly 20,000 service providers. 
Older Americans Act funding represents just 
a fraction of the budget for the Medicare and 
Medicaid programs, so the demand for these 
services exceeds their availability.

Health care spending for dually eligible in-
dividuals with multiple chronic conditions and/
or functional needs is significantly higher than 
that for other populations. This subpopulation 
accounts for a disproportionately large share of 
expenditures in both the Medicare and Medicaid 
programs compared to the overall enrollment. 
In 2012, they accounted for 20% of Medicare 
enrollees, yet were targeted by 34% of the pro-
gram’s spending. The same individuals account 
for 15% of Medicaid enrollees nationwide, but 
35% of spending (MedPAC/MACPAC, 2017).

Medicaid is the dominant source of payment 
for LTSS in the United States, followed by out-
of-pocket payments by individuals and families 
(Figure 13-3) (O’Shaughnessy, 2012). Publicly fi-
nanced LTSS coverage under Medicaid includes 
payment for both institutional and home- and 

Misalignments in Medicare and Medicaid 
create significant barriers to effective care co-
ordination and person-centered care for dually 
eligible individuals. These patients typically visit 
multiple providers that do not communicate with 
one another, and they may experience signifi-
cant gaps in care when no one professional or 
organization is responsible for delivering and 
coordinating their care. A common care gap 
is a lack of effective discharge planning and at- 
home support when older adults transition  
between hospital and community settings.

A number of emerging or growing pro-
grams (e.g., Medicaid managed LTSS programs, 
Medicare Advantage Dual Eligible Special Needs 
Plans, the Medicare–Medicaid Financial Align-
ment Initiative demonstrations, and PACE pro-
grams) are striving to blend and align Medicare 
and Medicaid administrative processes, policies, 
and care management practices to make them 
work together more effectively. Professionals and 
clinicians may increasingly encounter these pro-
grams that offer opportunities to improve care 
for dually eligible beneficiaries.

In addition to the services provided by 
Medicare and Medicaid, vulnerable older adults 
receive services through the federally funded 
Older Americans Act, which supports a range 
of home- and community-based services such as 

Figure 13-3 Long-term services and supports (LTSS) expenditures by source, 2012.
Source: O’Shaughnessy, C.V., National health policy Forum. (2014). National spending for long-term services and supports (LtSS), 2012. Washington, DC: National health policy Forum. retrieved from http://www 
.nhpf.org/library/the-basics/Basics_LtSS_03-27-14.pdf
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 ▸ Using Assessment Data 
for Policymaking and 
Program Planning

Beyond the professionals and clinicians who 
conduct assessments to develop a care plan or 
other intervention for an individual patient, a 
variety of other stakeholders use assessment 
data to inform policy and program develop-
ment and allocate resources. Health plans, pro-
viders, community agencies, consumers, and 
state and federal policymakers are all involved 
in developing and using assessment tools and 
data (Table 13-2).

The level of standardization of assessment 
tools, content of the tools, assessment processes, 
and uses of the data collected vary significantly 
across the states. Policymakers are increasingly 

community-based care, although the latter is op-
tional and varies by state. There is a growing fo-
cus on increasing the amount of care provided 
in home and community settings, which is the 
setting most preferred by those receiving care. 
This individual preference is captured in assess-
ment tools for publicly funded LTSS programs.

In recent years, there has been a greater 
reliance on managed care arrangements under 
both the Medicare and Medicaid programs, with 
the goal of improving care delivery while re-
ducing costs to state and federal governments. 
This trend has broadened the field of assess-
ment beyond the primary care office to health 
plan–driven assessments and care planning pro-
cesses that aim to include physicians, social ser-
vices, and other providers. Given the health and 
long-term care spending patterns of vulnerable 
older adults, these arrangements are expected 
to increase in the future.

Table 13-2 assessment types and purposes

assessing entity Type of assessment Purpose

Professional or clinician Provider- or practice-driven 
assessment tools

 ■ Medical history and development 
of treatment plan

Nursing facility Minimum Data Set  ■ Development of a care plan
 ■ Payment
 ■ Reporting of quality data and ratings

Medicare or Medicaid 
managed care 
organization 

Comprehensive assessment 
for Medicaid LTSS and health 
risk assessment for Medicare

 ■ Stratification of members into risk 
groups

 ■ Development of a care plan
 ■ Service authorizations

Medicaid eligibility staff 
or contractors

State-selected comprehensive, 
LTSS assessment

 ■ Determination of functional eligibility
 ■ Policy and program development

Medicaid LTSS care 
coordinators (typically 
employed by a local 
aging or disability agency)

State-selected 
comprehensive LTSS 
assessment

 ■ Development of a care plan
 ■ Service authorizations

Abbreviation: LtSS, long-term services and supports.
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for these programs may be limited as the 
population of vulnerable older adults grows. 
In addition, concentrated populations of 
particular ethnic or linguistic groups may 
require care providers to develop assessment 
instruments that reflect the cultural needs 
and preferences of multiple groups.

 ■ Interdisciplinary care teams offer both op-
portunities and challenges. Professionals and 
clinicians are increasingly being asked to 
coordinate care for vulnerable older adults 
across many dimensions. This has led to the 
development of both interdisciplinary team 
approaches and physician practice–based care 
management. Although this more coordin-
ated approach is a positive change, there are 
corresponding needs to identify timely and 
cost-effective ways to share assessment data 
with other parties, and ensure that there is 
an organized process for determining who 
makes final decisions and communicates 
with the individuals being assessed.

 ■ An individual’s ability to access care may 
vary by location. Professionals and clinicians 
working in in rural areas may encounter 
difficulty finding LTSS providers for their 
patients. Also, a lack of medical specialists, 
primary care physicians, or behavioral 
health providers may hinder the clinician’s 
ability to manage an individual’s complex 
physical or behavioral health conditions. 
In urban settings, the higher prevalence of 
low-income older adults may also result 
in access challenges when the need for 
services exceeds the supply of providers 
or funding.

 ■ Assessment processes affect both patients and 
providers. When deciding which assessment 
tools they will use, professionals and clinicians 
may want to select tools and design assess-
ment processes that will reduce redundancy 
and avoid overwhelming the individual 
patient. Since the patient may be assessed by 
multiple parties, efforts should be made to 
share assessment data and become familiar 
with the different assessments used at the 
federal, state, or health plan level, including 

using Medicare and Medicaid assessment data 
to establish reimbursement rates that match 
payment to the acuity or service utilization of 
the population served. Professionals and clini-
cians should understand how assessment data 
are used and the relevant stakeholders that may 
be involved in assessment of vulnerable older 
adults in their state or community.

 ▸ Programmatic 
Issues and Practice 
Challenges

As described in this chapter, vulnerable older 
adults have unique circumstances and needs, 
and often must access their care through frag-
mented, uncoordinated delivery systems that 
can create gaps in care. Professionals and clini-
cians conducting assessments of this population 
should be aware of several practice challenges 
and considerations:

 ■ Social support needs may take precedence 
over clinical needs. Unmet social support 
needs or a lack of financial resources may 
hinder a patient’s ability to self-manage 
chronic conditions or follow recommended 
treatment plans. When these needs are 
uncovered during the assessment process, 
referrals can be made to care coordinators 
or community agencies that will help deter-
mine the individual’s eligibility for relevant 
public assistance programs. Local Aging and 
Disability Resource Centers and Centers for 
Independent Living operate information 
and referral services that can link patients to 
needed programs. The assessment of social 
support needs can also assist overburdened 
caregivers by linking them to respite pro-
grams and support groups.

 ■ The diverse needs of older adults require varied 
solutions. The varied clinical and functional 
needs of older adults may not fit into one 
program design, so multiple programs or 
referrals may be needed; however, funding 
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to the policymaker. Innovative state and federal 
agencies are partnering with stakeholders to use 
assessment results to understand the needs of 
vulnerable older adults and create  responsive 
programs. For professionals and clinicians serv-
ing these older adults, ensuring comprehensive 
and accurate assessment of patient needs can im-
prove care for the individual, while supporting 
these broader efforts.
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Targeting Older Persons for 
Optimal Team Care Outcomes
Jan Busby-Whitehead and Kathryn Hyer

KEY TERMS

Collaborative care/ 
interprofessional care (IPC)

Comorbidity

Long-term supports  
and services

Palliative care

CHAPTER OBJECTIVES

1. Define population aging as a public health challenge with profound implications for providers 
and systems of health care.

2. Specify the epidemiological comorbidity challenges associated with demographic 
changes.

3. Identify healthcare system changes that encourage population-based patient management and 
collaborative care.

4. Describe characteristics of older adults who would most likely benefit from interprofessional care.

 ▸ Introduction
As efforts to improve population health for se-
niors while managing costs escalate, it is im-
portant to target the group of older persons 
most likely to benefit from team-based care. 

This chapter first discusses the epidemiological 
challenges from the demographic changes fac-
ing the United States. It provides data on rates of 
chronic disease, functional limitations, and the 
need for home- and community-based supports 
to provide a rationale for why one primary care 
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provider cannot manage the multiple needs of 
older adults without the assistance of other pro-
viders as part of a team. As our definition of team 
care, we use the terms collaborative care and  
interprofessional care (IPC) interchangeably 
when the following four components are pres-
ent: (1) a multiprofessional approach to patient 
care, (2) structured management plans, (3) sched-
uled patient follow-ups, and (4) enhanced in-
terprofessional communication. Collaborative 
care can be delivered by a multitude of provid-
ers across time and settings if these elements of 
collaboration are present.

This chapter also provides a brief discussion 
of the context in which IPC is provider—that is, 
the changing healthcare system. Our overview 
includes the incentives to coordinate care as the 
Medicare system moves from a fee-for-service 
approach to more “managed care” and account-
able care organizations. These new systems of 
care have an infrastructure that include elec-
tronic health records accessible by providers, 
education modules for patients, and reimburse-
ment models that all work to reinforce collabo-
rative care approaches.

The chapter concludes by describing the 
characteristics of patients who would most likely 
benefit from participation in an evidence-based 
model of geriatric care, such as that discussed 
in the Evidence-Based Models in Action That 
Work chapter.

 ▸ Epidemiological 
Challenges of 
Demographic Changes

The aging of the U.S. population is expected 
to continue for the next 50 years: After the 
baby boomers turn 65 years of age, they will be 
 followed on this path by the baby boom echo, 
the millennials. However, it is the demographic 
prospect of the increased numbers of the “oldest 
old”—adults older than 85 years—that will cre-
ate more demand for geriatric team-based care. 

Gerontologists teach that aging increases vari-
ability. Thus, some older adults surviving into 
old age will enjoy longevity without  disability, 
whereas others are likely to have  multiple 
chronic conditions with related disability and 
frailty. Those who need support to remain 
 independent in the community will almost 
certainly require that multiple professionals 
work together and communicate effectively 
to provide optimal care.

The Rand Corporation (Buttorff, Ruder, & 
Bauman, 2017) has reported 60% of American 
adults have at least one chronic condition, and  
42% have more than one condition. Among 
those 65 and older, 81% have multiple chronic 
conditions. The co-occurrence of multiple 
chronic conditions, termed comorbidity, oc-
curs most often as adults age because the risk 
of acquiring most diseases increases with age. 
Statistics published by the Centers for Medi-
care and Medicaid Services (CMS, 2016) pro-
vide another view of comorbidity, presented in 
Figure 14-1. This figure provides ample evidence 
of the complexity of many older adults with co-
morbidity, but also demonstrates the cluster-
ing of multiple chronic conditions,  especially 
heart disease.

Both the prevalence and the severity of 
chronic conditions increase with advancing age. 
The heterogeneous decline in all organ func-
tion that comes with greater age also  affects 
the efficacy of treatments for these conditions. 
For  example, patients experience changes in 
medication clearance rates owing to liver- and 
kidney-related changes, as well as changes in  
digestion and absorption of nutrients from foods. 
It is the age-related interactions that create the 
solo practitioner’s challenge in medically man-
aging the comorbidities, encouraging active  
patient self-management, determining how 
 physical and functional changes affect the  quality 
of life and treatments, and continuously adjust-
ing referrals for community resources and for 
patient and caregiver support.

Comorbidity increases older adults’ difficul-
ties with functioning in the community—namely, 
the ability to continue to perform personal care  
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tasks or basic activities of daily living (BADLs; 
e.g., bathing and grooming) and instrumental 
activities of daily living (IADLs; e.g., difficulty 
shopping and cooking).  Compromised functional 
ability is another hallmark of patients who likely 
require a team approach to care. As the number 
and severity of conditions increase, the patient 
may request help, or  admit during a visit that 
the weight loss  occurs  because of an inability 
to get to the supermarket. Medical complexity 
may be difficult to manage, but many primary 
care  providers do help patients coordinate their 
medical issues. However, as patients request 
help to remain in their community while facing 
disease progression and myriad psychological, 
social, and  financial challenges, no one single 
practitioner can address those needs. When 
multiple providers are working with the same 
patient, a  collaborative approach is required 
if the  patient is to have a structured manage-
ment plan,  scheduled  patient follow-ups, and 
enhanced interprofessional communication.

One chronic condition that dramatically 
increases with age—Alzheimer’s dementia and 
related disorders—is especially burdensome for 
single practitioners. Figure 14-1, which displays 
data related to comorbidity among chronic con-
ditions, shows that, in 2015, 50% of Medicare fee-
for-service beneficiaries with Alzheimer’s disease 
had at least five other medical conditions. Because 
Alzheimer’s disease decreases cognitive function-
ing and limits the patient’s ability to make deci-
sions about care, it can take considerable time 
to help a patient and his or her family cope with 
the diagnosis. As the illness progresses, the per-
son with dementia requires substantial help—
initially with cognitive tasks, and ultimately with 
all personal care. This progressive decline gen-
erally precludes the person’s ability to live alone 
independently and creates considerable chal-
lenges for a medical practitioner to manage as a 
sole provider because of the need to coordinate 
social and long-term supports and services 
for the patient and/or the patient’s family.

Figure 14-1 Comorbidity among chronic conditions.
reproduced from Centers for Medicare & Medicaid Services. (2016). Chartbooks and charts. retrieved from https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports 
/chronic-conditions/chartbook_charts.html

Autism

HIV/AIDS

Schizophrenia

Arthritis

Depression

Cancer

Hepatitis

Hypertension

Alzheimer’s disease

Osteoporosis

Hyperlipidemia

Diabetes

Ischemic heart disease

Asthma

COPD

Chronic kidney disease

Atrial �brillation

Stroke

Heart failure

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Only condition 1 to 2 other conditions

3 to 4 other conditions 5+ other conditions

Epidemiological Challenges of Demographic Changes 127

www.ketabpezeshki.com                                 66485438-66485457



in care, providers have moved into larger group 
practices such as medical homes and account-
able care organizations. The evolving healthcare 
model of the future encourages large provider 
groups and, increasingly, systems where patients 
are situated within a managed care system with 
electronic health records and more integrated 
and coordinated care. This emphasis on value, 
integrated care, and outcomes has created new 
models of care that segment older adults into 
different groups requiring different types of col-
laborative care. Ultimately, segmentation may 
encourage the provision of healthcare coaches 
and providers for older adults who are well to 
help them maintain their healthy lifestyle.

Medicare’s annual wellness visit and chronic 
care management payments exemplify the new 
payment model and the movement toward 
population health. Both recognize the need 
to create baseline data and to manage both 
the population of active older adults who are 
well and those who need routine monitoring. 
This approach also moves the patient from a 
 passive model of care where the patient receives 
 information to an  active model that emphasizes 
patient  accountability/responsibility for care. 
Again, larger organizations can create more 
patient-centered knowledge through adoption 

 ▸ The Changing 
Healthcare System  
and Practice Model

The longevity revolution (Butler, 2008) is a tes-
timony to advances in public health, medical 
technology, and increased wealth. Neverthe-
less, studies of the healthcare costs associated 
with large numbers of sick and disabled indi-
viduals have raised questions about the value 
of some healthcare expenditures (Rowe et al., 
2016). CMS has worked to increase accountabil-
ity and coordinated care through the Affordable 
Care Act and multiple initiatives to encourage 
home- and community-based care.

Figure 14-2 highlights the movement 
away from a fee-for-service payment model, in 
which practitioners are paid for every service 
separately, and toward a value-based model 
with more bundled payments for outcomes of  
service (Conway, 2015). The fee-for-service sys-
tem encourages fragmentation, has incentives for 
volume rather than value, and is becoming a less 
common method of payment. As the U.S. health-
care system has struggled to increase value, avoid 
bad outcomes, and enhance the patient’s voice 

Figure 14-2 Changing practice model.
Modified from Conway, p. (2015). CMS Innovation and health Care Delivery System reform. Center for Medicare & Medicaid Services. retrieved from https://www.qualityforum.org/Supporting.../Conway 
_Supporting_Document.aspx. Copyright [2015]© National Quality Forum.
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U.S. population that is generally responsible 
for a large percentage of healthcare costs. Most 
of the older adults in this group are Medicare 
beneficiaries with multiple chronic conditions, 
frequent hospitalizations, and difficulties per-
forming BADLs and IADLs due to physical, 
mental, and/or psychosocial issues.

Studies (Buttorff et al., 2017; Meier, McCormick,  
Arnold, & Savarese, 2017) suggest that people 
with five or more chronic conditions and peo-
ple at the end of life are particularly vulnerable 
and require more healthcare services and so-
cial supports as well as community resources if 
they are to remain safely in the community. A 
proxy for multiple comorbidities is the number 
of medications a person is taking. If that num-
ber is ten or more, the patient is at high risk for 
adverse drug events.

Other markers for at-risk elders include fre-
quent visits to the emergency department and 
frequent hospitalizations. These events are more 
likely to occur with patients who have certain 
medical conditions, such as congestive heart fail-
ure, chronic obstructive pulmonary disease, re-
nal failure, and certain types of cancer. Multiple 
falls, especially with injury, should be a red flag 
for the need for an interprofessional approach 
to an elder’s care.

Dementia is another medical condition 
that should raise concern and encourage the 
provider to work with a team of profession-
als, especially if the older adult lives alone or 
with an aging spouse. The team of providers 
with knowledge of the patient’s multiple needs 
can work to match those needs with long-term 
supports and services to meet them. The goal 
is to develop a coordinated care plan based 
on the home assessment, patient and care-
giver abilities, the environment, and financial 
resources to enable the older adult to remain 
in the community as long as it is appropriate. 
Some programs have highlighted poor finan-
cial resources and difficulty with access to care 
due to living in a rural area as markers for el-
ders who could benefit from team care. Dis-
ability requiring use of an assistive device and 
difficulty with driving are also markers for 
frailty. Elders who have any one or more of 

of electronic health records (EHRs) and devel-
opment of patient  educational materials. The 
elements that are essential to our definition of 
collaborative care—multiple professionals work-
ing on one coordinated plan of care, actively en-
gaged with the patient, using electronic medical 
records to maintain “real-time records”—require 
interprofessional communication.

The need for a new paradigm of care of pa-
tients with complex medical conditions has led to 
the development of multiple models of geriatric, 
interprofessional team care. In the  Evidence-Based 
Models in Action That Work chapter, examples 
of hospital-based, community-based, long-term 
care–based models as well as care transitions mod-
els are discussed. Models that focus on outcomes 
such as reduction in hospitalizations, emergency 
department visits, and nursing home admissions 
seem to be the most successful. Targeting those 
patients who will benefit the most from a cho-
sen model can be  challenging, yet is critical to 
the success of the program. No specific set of 
inclusion criteria has yet been validated for pre-
dicting the best results for any model. Of note, 
several models have been  implemented primar-
ily in the  Veterans Administration system (e.g., 
Geriatric Evaluation and Management, GRACE, 
Home-Based Primary Care).

 ▸ Older Adults Most 
Likely to Benefit  
from Team Care

As the saying goes, “If you’ve seen one 75-year-old, 
you’ve seen one 75-year-old.” The aging-related 
physiologic changes that occur with respect to 
body composition, organ decline and function, 
and illness burden are unique to each person. 
The 90-year-old patient with hypertension and 
no other comorbidities will not need the ser-
vices of an interprofessional geriatrics team. 
How, then, to best target those elders who would 
benefit the most from participation in a geriat-
rics care model?

Elders with complex healthcare needs con-
stitute a modest but growing proportion of the 

Older Adults Most Likely to Benefit from Team Care 129

www.ketabpezeshki.com                                 66485438-66485457



social isolation, especially if the older adult has 
limited finances and has a limited network of 
friends and family.

Finally, teams need to recognize the pres-
ence or potential for caregiver stress and attempt 
to support the many unpaid caregivers who  
assist elderly patients. At the same, they must rec-
ognize that many older adults may be at risk for 
elder abuse or financial exploitation from  family 
or paid caregivers. All team members need to as-
sess older adults for signs or symptoms of abuse 
and neglect and to be alert to this possibility 
when targeting adults at risk for poor outcomes.

 ▸ Summary
While achieving some success in dissemina-
tion, most of the geriatric interprofessional 
 models of care have not yet been widely  adopted. 
This  hesitation among providers suggests that 
 research to more clearly identify the older  
patients who will benefit the most and have better 
outcomes from coordinated team care is needed. 
Healthcare professionals who have practiced in 
 interprofessional teams can attest to the bene-
fits that accrue to individual patients and their 
own  professional satisfaction in delivering coor-
dinated care. As our healthcare system evolves 
toward a more population-based approach, the 
need for team care will grow.
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these conditions can be identified more eas-
ily now through the electronic health record.

Older adults who are living with  serious  
illness or who are unlikely to benefit from acute  
care interventions are also prime targets for 
team-based care. Such a team is generally 
composed of doctors, nurses, social workers, 
and chaplains, but may have additional mem-
bers depending upon the palliative care and/
or hospice model delivering the care (Meier  
et al., 2017). Older adults or disabled individu-
als who are appropriate candidates for this care 
have agreed that the goal of care is to improve 
quality of life and relieve suffering while living 
with serious illness.

When working with patients, teams need 
to recognize the nonmedical issues that can 
contribute to poor health outcomes. Socio-
economic factors play an undisputed role in 
health, with those individuals who face a life-
time of racial discrimination and economic 
deprivation being at disproportionate risk for 
adverse health outcomes. Limited income and 
decreasing assets are common with increasing 
age; indeed, many older adults may be perceived 
as poorly adhering to medication regimens 
or having an appearance of self-neglect when 
the issue is actually limited finances. Severe 
financial stress and poverty place many older 
adults at risk for a myriad of other problems 
as well, including inadequate housing, limited 
access to food, poor transportation, and isola-
tion from social services. Recognizing the in-
teraction of financial well-being with health 
is critical for teams targeting older adults at 
risk for poor outcomes.

Another well-established component of 
elder well-being is maintaining meaningful 
 relationships and social interactions. Loneli-
ness or perceived social isolation is associated 
with poor physical health and increased depres-
sive symptoms, including cognitive decline. En-
couraging social engagement, increasing access 
to community services, and supporting strong 
social networks has been proven to have many 
physical and mental benefits. Those elderly 
persons living alone in the community are at 
increased risk for poor health outcomes and 
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Developing and Managing 
a High-Functioning 
Interprofessional Team
Paul Andrew Jones and Eugenia L. Siegler

Key Terms

Interprofessional team Team formation Virtual team

ChapTer ObjeCTives

1. Describe an interprofessional team and present evidence for its effectiveness.
2. Discuss the team-building process and resources needed to help build and maintain teams.
3. Examine the impact of technology on the interprofessional team.

 ▸ Introduction
Because comprehensive geriatric assessment en-
compasses so many domains, providers with var-
ied areas of expertise and different assessment 
skills often struggle to shape their observations 
into a complete picture of the individual patient. 

The format that seems to best meld disparate 
points of view is the interprofessional team. 
Although formal interprofessional team train-
ing is the ideal means of ensuring high-qual-
ity care (Montagnini et al., 2014), there are 
many opportunities to learn team skills on the 
job, and with recent advances in patient safety, 
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hospitals offer many opportunities to learn 
about and participate in teams. The Community 
Team-Based Geriatric Care chapter discusses 

team-based comprehensive geriatric assess-
ment in the community; this chapter focuses 
on hospital-based teams.

Case Vignette
Daily rounds commence at 10:00 a.m.; this morning the geriatric physician assistant presents the 
case of a 94-year-old woman who fell at home and was brought in by her family overnight. Present 
are the attending physician, resident physician, primary nurse, nurse manager, physical therapist, 
care coordinator, social worker, and registered dietician. Each member of the team presents findings 
based on personal evaluation of the patient and/or interviews with family. The medical plan of care is 
presented by the resident and endorsed by the attending physician. The care coordinator and social 
worker lead a lively discussion of the patient’s home environment and functional status based on the 
physical therapist’s assessment, and the team plans her discharge based on these recommendations in 
concert with the patient’s and family’s wishes. All parties agree on an estimated day of discharge and 
the discussion moves to the next patient.

 ▸ What Are Teams?
Although we have granted the interprofessional 
team an almost mythic status, its very size and 
diversity often preclude it from functioning as 
efficiently or effectively as the one depicted in 
the preceding vignette. Nonetheless, teams of-
fer the best opportunity to combine the exper-
tise of multiple health professionals, and when 
they do work, they provide not just a forum for 
case discussion, but also emotional support for 
those who are caring for very needy patients.

Teams, which are described in both the med-
ical and business literature, have been defined 
as “a small number of people with complement-
ary skills who are committed to a common pur-
pose, set of performance goals, and approach for 
which they hold themselves mutually account-
able” (Katzenbach & Smith, 2005). Teams can 
be composed of members from one profession 
or several. We tend to reserve the term “inter-
professional” for those multidisciplinary teams 
that show healthy—and even contentious—
interactions when problem solving and that 
foster shared decision making (Siegler & Whit-
ney, 1994). Although in casual usage, the two 
terms are interchangeable, “interprofessional” 
has more recently replaced “interdisciplinary” 

to reflect the difference between the discipline, 
which is academic, and the profession, which 
denotes the actual practice (Parse, 2015). For 
consistency, we will use the term “interprofes-
sional” in this chapter.

Interprofessional teams have been likened 
to marriages, in that they represent a union of 
different individuals and require attention and 
energy to maintain that union. Unlike married 
couples (ideally), members of teams come and 
go; although this turnover can add life and new 
ideas, it is inherently destabilizing and one of 
the greatest challenges to a team’s growth and 
function.

 ▸ Evidence for the 
Effectiveness of Teams

Healthcare teams are most useful when they 
are responsible for patients with complex med-
ical and social problems. Unfortunately, studies 
demonstrating that teams improve patient out-
comes are notoriously difficult to conduct; prov-
ing the team is responsible for a positive effect 
may be nearly impossible when variables, such 
as mortality, may not be sensitive to measure 
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teams’ functionality (Pannick et al., 2015). In 
addition, the literature on interprofessional 
teams lacks consistent terminology and meth-
ods, and measured outcomes may be poorly 
chosen (Mosher & Kaboli, 2015).

A recent Cochrane review examined in-
terprofessional collaboration (IPC) and the 
effects of practice-based interventions on pro-
fessional practice and healthcare outcomes. 
After examining collaborative efforts such as 
interprofessional rounds, meetings, and simi-
lar interactions, three studies found some im-
provements in patient care and length of stay, 
while two other studies showed mixed results 
(Zwarenstein, Goldman, & Reeves, 2009). 
Two Cochrane reviews of collaborative, post-
operative rehabilitation of patients who had 
experienced hip fractures were inconclusive 
because the studies in this area were sparse 
and subject to bias (Handoll, Cameron, Mak, &   
Finnegan, 2009; Smith et al., 2015). A sys-
tematic review of team-based care interven-
tions on general medical units failed to show 
improvements in quality measures such as 
length of stay (LOS), mortality, or  readmissions 
( Pannick et al., 2015).

Of the areas especially germane to inpatient 
geriatric teams, ACE (acute care for elders) units 
include interprofessional team rounds among 
their distinguishing features; other features in-
clude a prepared environment, patient-centered 
care, discharge planning, medical director re-
view, and oversight of patient care (Boaden & 
Leaviss, 2000). ACE units appear to reduce costs, 
length of stay, readmission rates, delirium, and 
polypharmacy (Ahmed & Pearce, 2015) despite 
increased patient acuity, as measured by a case 
mix index (CMI) (Ahmed, Taylor, McDaniel, &  
Dyer, 2012).

Creating and Maintaining a Team
Healthcare teams are not a recent phenomenon. 
Those interested in the history of teams can con-
sult a number of sources; Tsukuda (2000), in 
particular, offers an insightful view of teams’ pro-
gress over the last century. She describes certain 

themes that, although not necessarily evidence 
based, recur throughout the literature (p. 33):

 ■ Team care improves the quality of care.
 ■ Successful teams must be developed; they 

do not just happen.
 ■ Teamwork is difficult, requiring active 

learning and practice of specific knowledge 
and skills.

 ■ Team development takes time.
 ■ Teams need administrative and financial 

support to succeed.
 ■ Team education must take place at all levels.

Practically speaking, although every team 
is unique and has its own life and history, team 
growth and development are to some degree 
predictable. Because teams are dynamic, under-
standing group process increases the likelihood 
that members can form and maintain a healthy 
team. Drinka and Clark (2000, pp. 18–27)   
described five phases of team formation:

 ■ Forming: A team begins, and all participants 
are on good behavior.

 ■ Norming: The team develops goals and a 
sense of purpose.

 ■ Confronting: Conflicts that have been 
suppressed begin to surface; individuals 
begin to exert

 ■ more power and to debate in a construct-
ive manner.

 ■ Performing: The team is at its most effective, 
efficient, and creative.

 ■ Leaving: Individual members may depart 
or the team may disband.

These phases are neither unidirectional 
nor monolithic; teams can move back and forth 
between different phases, and individual team 
members may be in a different phase from the 
rest of the team. Such dynamics are essential, 
as teams work best if their members relate well 
to each other. In one example, a study of physi-
cian inpatient teams determined that teams with 
high relationship scores had lower complica-
tion rates and that trust and mindfulness were 
associated with fewer unnecessary LOS days  
( McAllister et al., 2014).
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care and prepares the patient for discharge. The 
latter team can include the unit patient care dir-
ector (PCD; i.e., nurse manager), social worker, 
care coordinator, and dietician, along with the 
 medical attending physician, resident, intern, 
physician assistant, physical therapist, and chap-
lain. Interprofessional rounds may end up with 
several dozen participants if all stay to hear every 
patient discussed.

Decide on the Frequency, 
Timing, Location, Structure,  
and Etiquette of Meetings
Convenience and a comfortable setting pro-
mote team effectiveness. Excessive informal-
ity does not.

Designate One Individual to Be 
Responsible for the Meetings
The organizer must determine which cases will 
be presented, who will present them, and which 
materials (charts, consultants’ notes) must be 
available. This can be a responsibility desig-
nated to one individual, or it can rotate among 
individual team members.

Devote Some Meetings to  
the Team Itself
Like our relationships, gardens, or automobiles, 
teams require ongoing maintenance. Teams are 
composed of people who must devote real effort 
to create something that is useful, exciting, and 
fun. People can also be lazy, angry, tired, bored, 
uninterested, or even pathologic; such counter-
productive behaviors can destroy any team. Only 
if time is devoted to self-examination can the 
team learn to identify its problems, solve them 
before they become intractable, and function 
well again. Because the PCD, social worker, and 
care coordinator may be the only fixed presences 
on an inpatient interprofessional team, they are 
often tasked with team maintenance functions; 
this responsibility can be especially challenging 

Team maintenance requires considerable 
 effort, and clinicians must first determine whether 
a team will be a helpful addition to patient care. 
Once planned, creating the team and its forum 
for interaction requires a number of steps.

Determine the Purpose  
of the Team
Reasons to form teams include, but are not lim-
ited to, (1) development or modification of care 
plans, (2) teaching, (3) development of cre-
ative solutions for difficult problems, and (4) 
quality improvement and patient safety. Teams 
may have more than one purpose; many inter-
professional teams serve both educational and 
care management functions. Participants must 
clearly understand the team’s purpose(s) if they 
are to understand their own roles and to mon-
itor the team’s effectiveness.

Determine Whether a Team  
Is Necessary
Too often, we form teams because that is what 
geriatric specialists are supposed to do. Before 
starting a team, ask whether it is truly necessary. 
Keep in mind that teams are expensive. If an 
eight-member team meets weekly for an hour, 
can its members honestly say the team has accom-
plished the equivalent of a day’s worth of work?

Determine the Team 
Membership in Advance
The purpose of the team should determine its 
membership. There is no advantage to includ-
ing representatives from every discipline if they 
will not be active participants. Unlike outpa-
tient assessment teams, which often have fixed 
membership and are composed of professionals, 
 inpatient care teams often have rotating mem-
bers, many of whom are trainees. A patient may 
receive care from multiple overlapping teams, 
 including primary medical and consultative 
teams, a frequently changing nurse–intern dyad, 
and the interprofessional team that coordinates 
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interruptions and will not replace face-to-face 
discussion (Vaisman & Wu, 2017).

 ▸ Team Training
Ultimately, no technology can replace real team-
work, but training can certainly enhance even 
basic communication between teammates. For-
mal training in use of a structured communica-
tion tool for patient handoffs improves content 
and clarity of communication during telephone 
referrals (Marshall, Harrison, & Flanagan, 2009). 
A recent randomized controlled trial (RCT) 
simulation, which implemented an escalation 
of care training program for post graduate year 
1 and post graduate year 2 (PGY1 and PGY2) 
surgeons, suggests formal training can decrease 
morbidity and mortality and increase  recognition 
of errors (Johnston et al., 2016). Nevertheless, 
setting aside time for team process and train-
ing, although necessary, is not sufficient if team 
members do not know how to work together. 
Team skills are not intuitive; healthcare profes-
sionals must learn them.

A number of options for training and evalu-
ation are available. Table 15-1 summarizes the 
programs and gives information on how to ac-
cess them.

Interprofessional Education
Not necessarily designed for team training, in-
terprofessional education models build respect 
and collaborative skills by having students of 
different professions learn with and teach each 
other (Keijsers, 2016). The clinical impact of 
classroom-based team-building training has yet 
to be demonstrated. A systematic review exam-
ining the impact of interprofessional education 
(IPE) on professional practice, however, found 
some studies yielded improvements in the cul-
ture of emergency rooms and operating rooms 
and increased patient satisfaction. Other studies 
in the review reported mixed results or no im-
pact of IPE (Reeves, Perrier, Goldman, Freeth, &  
Zwarenstein, 2013).

when physician teams may be under time pres-
sures or fail to share the same priorities.

Technology’s Role in Changing 
Teamwork
Although geographic localization is more condu-
cive to team building and facilitates communica-
tion between team members, patients in a busy 
hospital are often boarded on a unit other than 
their home team’s unit, necessitating creation of 
a virtual team. How do the virtual teams work 
together? Technology has affected team com-
munication and promoted virtual teamwork in 
two major ways: through the electronic health 
record (EHR) and by promoting real-time com-
munication via mobile technologies.

As part of the American Recovery and Re-
investment Act, eligible hospitals and providers 
qualified for financial incentives if they were able 
to demonstrate “meaningful use” of electronic 
health records to improve patient safety and qual-
ity of care, decrease health disparities, and in-
crease patient and family engagement (Centers  
for Medicare and Medicaid Services, 2017). The 
EHR, which was originally designed to facili-
tate billing and order entry, has changed the way 
health professionals share information, evolving 
into a platform for communication that generates 
handoffs, information about quality measures, and 
general documentation about the patient’s pro-
gress. Not surprisingly, the quality of those com-
munications depends on the quality of the input.

Technology has also facilitated real-time 
communication through electronic devices, 
combining the convenience of mobile phones 
with the Health Insurance Portability and Ac-
countability Act (HIPAA) compliance require-
ments for beepers (Patel, Siegler, Stromberg, 
Ravitz, & Hanson, 2016). With these applica-
tions, members of the interprofessional team 
can communicate, update, and touch base with 
each other throughout the day. Some prelimin-
ary data demonstrate improved outcomes with 
these modalities (Patel, Patel, et al., 2016), but 
they have not solved the problem of excessive 
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Table 15-1 examples of resources for team Building and effectiveness assessment

Topic Resource URl

Team curricula, 
in-person training, 
online training

TeamSTEPPS (Agency for 
Healthcare Quality and Research)

https://www.ahrq.gov/teamstepps 
/index.html

Veterans Affairs  
On-Site Team Training

Rural Interdisciplinary Team 
Training Program

https://www.ruralhealth.va.gov 
/RITT-program.asp

Veterans Affairs Clinical Team 
Training Program

https://www.patientsafety.va.gov 
/professionals/training/team.asp

Geriatric Team 
 Training: Written 
Materials

Geriatric Interdisciplinary Team 
Training (GITT) Program (Hartford 
Institute for Geriatric Nursing, New 
York University)

https://consultgeri.org/education 
-training/e-learning-resources 
/geriatric-interdisciplinary-team 
-training-program-gitt

Team Training 
Simulation

Simulation Scenario Building Tools 
from University of Washington Center 
for Health Sciences Interprofessional 
Education, Research, and Practice 

https://collaborate.uw.edu/ipe 
-teaching-resources/simulation 
-scenario-building/

Team Care Resource 
Center (e.g., articles, 
webinars, assessment 
tools)

National Center for 
Interprofessional Practice and 
Education (University of Minnesota)

https://nexusipe.org/informing 
/resource-center/ 

Train-the-Trainer 
Courses in 
Communication

Institute for Healthcare 
Communication

http://healthcarecomm.org/training 
/faculty-courses/

Journals Journal of Interprofessional 
Education & Practice (Elsevier)

https://www.journals.elsevier 
.com/journal-of-interprofessional 
-education-and-practice

Journal of Interprofessional Care 
(Taylor and Francis)

http://www.tandfonline.com/toc 
/ijic20/current

Health and Interprofessional Practice 
(Pacific University Libraries)

http://commons.pacificu.edu/hip/

Journal of Research in Interpro-
fessional Practice and Education 
(Canadian Institute for Studies in 
Publishing Press)

http://www.jripe.org/index.php 
/journal
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conflict or may be too overwhelming for a sin-
gle provider to manage. By working together, 
providers may be able to devise solutions that 
none alone could have foreseen or implemented. 
That is the idea and the ideal behind the inter-
professional team. Even experienced and moti-
vated clinicians must expend significant energy 
creating and maintaining these teams, but those 
of us who love this kind of collaboration feel that 
we have been amply rewarded.

References
Ahmed, N. N., & Pearce, S. E. (2010). Acute care for the elderly: 

A literature review. Population Health Management, 
13, 219–225.

Ahmed, N., Taylor, K., McDaniel, Y., & Dyer, C. B. (2012). 
The role of an acute care for the elderly unit in achieving 
hospital quality indicators while caring for frail hospitalized 
elders. Population Health Management, 15, 236–240.

Boaden, N., & Leaviss, J. (2000). Putting teamwork in context. 
Medical Education, 34, 921–927.

Centers for Medicare and Medicaid Services. (2017). 
Electronic health records (EHR) incentive programs. 
Retrieved from https://www.cms.gov/Regulations-and 
-Guidance/Legislation/EHRIncentivePrograms/index 
.html?redirect=/EHRIncentivePrograms/

Drinka, T. J. K., & Clark, P. G. (2000). Health care teamwork: 
Interdisciplinary practice and teaching. Westport, CT: 
Auburn House.

Handoll, H. H. G., Cameron, I. D., Mak, J. C. S., & Finnegan, 
T. P. (2009). Multidisciplinary rehabilitation for older 
people with hip fractures [Review]. Cochrane Database 
of Systematic Reviews, 4. Retrieved from http://online 
library.wiley.com.proxy.wexler.hunter.cuny.edu/doi 
/10.1002/14651858.CD007125.pub2/epdf

Havyer, R. D., Nelson, D. R., Wingo, M. T., Comfere, N. 
I., Halvorsen, A. J., McDonald, F. S., & Reed, D. A. 
(2016). Addressing the interprofessional collaboration 
competencies of the association of American Medical 
Colleges: A systematic review of assessment instruments 
in undergraduate medical education. Academic Medicine, 
91(6), 865–88.

Johnston, M. J., Arora, S., Philip, P. H., McCartan, N., Reissis, 
Y., Chana, P., & Darzi, A. (2016). Improving escalation 
of care: A double-blinded randomized controlled trial. 
Annals of Surgery, 263(3), 421–425.

Keijsers, C. J. P. W., Dreher, R., Tanner, S., Forde-Johnston, 
C., Thompson, S., & Education, T. S. I. G. (2016). 
Interprofessional education in geriatric medicine. European 
Geriatric Medicine, 7(4), 306–314.

Katzenbach, J. R., & Smith, D. K. (2005). The discipline 
of teams. Harvard Business Review, 83(7/8), 162–171.

Team-Building Programs
Needless to say, formal team training is expensive 
and logistically cumbersome. Even when there 
is institutional support and time for training, 
gaining buy-in from all parties may be difficult. 
The experiences of the Geriatric Interdisciplin-
ary Team Training (GITT) program reflect this; 
Reuben et al. (2004) documented that the “disci-
plinary split” (the “tradition, culture, and regu-
latory requirements” unique to each profession) 
remains a serious barrier to team training, with 
physicians, in particular, demonstrating the least 
enthusiasm for the process.

Finding ways to educate trainees in a 
cost-effective and efficient manner remains one 
of the greatest challenges for those who teach 
and work in teams. Table 15-1 lists a number of 
options. One of them, TeamSTEPPS, is an ev-
idence-based teamwork system designed for 
healthcare professionals to improve communica-
tion and teamwork. The Department of Defense’s 
Patient Safety Program developed TeamSTEPPS 
in partnership with the Agency for Health-
care Research and Quality (U.S. Department of  
Health and Human Services, 2017).

Measuring Team Effectiveness
Choosing the appropriate outcome measures to 
measure team effectiveness is difficult, and it re-
quires a true understanding of exactly what the 
team is trying to improve. Reliable process meas-
ures are available to measure teamwork skills, 
and focusing on process may be an easier place 
to start (Havyer et al., 2016). Many of the pro-
grams listed in Table 15-1 provide information 
about measurement tools.

 ▸ Summary
Assessment tools are most useful when they 
guide subsequent decision making. The patient 
with complex healthcare needs who requires as-
sessment in multiple domains presents special 
challenges; the identified needs may come into 

139References

www.ketabpezeshki.com                                 66485438-66485457



professional practice and healthcare outcomes (update) 
[Review]. Cochrane Database of Systematic Reviews, 6. 
Retrieved from http://onlinelibrary.wiley.com.proxy 
.wexler.hunter.cuny.edu/doi/10.1002/14651858.CD002213 
.pub3/epdf/abstract

Reuben, D. B., Levy-Storms, L., & Yee, M. N. (2004) 
Disciplinary split: A threat to geriatrics interdisciplinary 
team training. Journal of American Geriatrics Society, 
52, 1000–1006.

Siegler, E. L., & Whitney, F. W. (1994). What is collaboration? 
In Nurse–physician collaboration: Care of adults and 
the elderly (pp. 3–10). New York, NY: Springer; 1994.

Smith, T. O., Hameed, Y. A., Cross, J. L., Henderson, C., 
Sahota, O., & Fox, C. (2015). Enhanced rehabilitation 
and care models for adults with dementia following hip 
fracture surgery [Review]. Cochrane Database of Systematic 
Reviews, 6. Retrieved from http://onlinelibrary.wiley.com 
.proxy.wexler.hunter.cuny.edu/doi/10.1002/14651858.
CD010569.pub2/epdf

Tsukuda, R. A. (2000). A perspective on health care teams 
and team training. In E. L. Siegler, K. Hyer, T. Fulmer, 
& M. Mezey (Eds.), Geriatric interdisciplinary team 
training (pp. 21–37). New York, NY: Springer.

U.S. Department of Health and Human Services, Agency for 
Healthcare Research and Quality. (2017). Team STEPPS. 
Retrieved from https://www.ahrq.gov/teamstepps 
/index.html

Vaisman, A., & Wu, R. C. (2017). Analysis of smartphone 
interruptions on academic general internal medicine 
wards: Frequent interruptions may cause a “crisis mode” 
work climate. Applied Clinical Informatics Journal, 8(1),  
1–11.

Zwarenstein, M., Goldman, J., & Reeves, S. (2009). 
Interprofessional collaboration: Effects of practice-based 
interventions on professional practice and healthcare 
outcomes [Review]. Cochrane Database of Systematic 
Reviews, 3. Retrieved from http://onlinelibrary.wiley.com 
.proxy.wexler.hunter.cuny.edu/doi/10.1002/14651858 
.CD000072.pub2/epdf 

Marshall, S., Harrison, J., & Flanagan, B. (2009). The teaching 
of a structured tool improves the clarity and content of 
interprofessional clinical communication. Quality and 
Safety in Health Care, 18, 137–140.

McAllister, C., Leykum, L. K., Lanham, H., Reisinger, H. S., 
Kohn, J. L., Palmer, R., . . . McDaniel, R. R. Jr. (2014). 
Relationships within inpatient physician housestaff 
teams and their association with hospitalized patient 
outcomes. Journal of Hospital Medicine, 9(12), 764–771.

Montagnini, M., Kaiser, R. M., Clark, P. G., Dodd, M. A., 
Goodwin, C., Periyakoil, V. S., .  .  . OngChansanchai, 
L. C. (2014). Position statement on interdisciplinary 
team training in geriatrics: An essential component of 
quality health care for older adults. Journal of American 
Geriatrics Society, 62(5), 961–965.

Mosher, H. J., & Kaboli, P. J. (2015). Inpatient interdisciplinary 
care: Can the goose lay some golden eggs? JAMA Internal 
Medicine, 175(8), 1298–1300.

Pannick, S., Davis, R., Ashrafian, H., Byrne, B. E., Beveridge, 
I., Athanasiou, T., Wachter, R. M., & Sevdalis, N. (2015). 
Effects of interdisciplinary team care interventions on 
general medical wards: A systematic review. JAMA 
Internal Medicine, 175(8), 1288–1298.

Parse, R. P. (2015). Interdisciplinary and interprofessional: 
What are the differences? Nursing Science Quarterly 
28(1), 5–6.

Patel, M. S., Patel, N., Small, D. S., Rosin, R., Rohrbach, J. I., 
Stromberg, N., . . . Asch., D. A. (2016). Change in length 
of stay and readmissions among hospitalized medical 
patients after inpatient medicine service adoption of 
mobile secure text messaging. Journal of General Internal 
Medicine, 31(8), 863–870.

Patel, N., Siegler, L. E., Stromberg, N., Ravitz, N., & Hanson, 
C. W. (2016). Perfect storm of inpatient communication 
needs and an innovative solution utilizing smartphones 
and secured messaging. Applied Clinical Informatics 
Journal, 7(3), 777–789.

Reeves, S., Perrier, L., Goldman, J., Freeth, D., & Zwarenstein, 
M. (2013). Interprofessional education: Effects on 

140 Chapter 15 Developing and Managing a High-Functioning Interprofessional Team

www.ketabpezeshki.com                                 66485438-66485457



Building on Geriatric 
Interdisciplinary Team 
Training (GITT)
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Key Terms
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(GITT)
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Team Transformation in 
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Quadruple Aim
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ChapTer ObjeCTives

1. Describe the Geriatric Interdisciplinary Team Training (GITT) program.
2. Describe the Geriatric Interprofessional Team Transformation in Primary Care (GITT-PC) model.
3. Recognize current challenges in primary care across the United States.
4. Define characteristics of effective high-functioning teams in primary care.

 ▸ Introduction
The Geriatric Interprofessional Team Trans-
formation in Primary Care (GITT-PC) is a 
model developed to deliver optimal care to older 

adults in primary care. This goal is accomplished 
through the implementation of practice change 
by assembling teams of health professionals in 
partnership with community service providers 
to meet the needs and preferences of patients 
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of interprofessional, team-based care of older 
adults. One of the tenets of this model is that 
to transform the work of primary care around 
geriatrics, it is necessary to first develop effec-
tive teams. Building these teams begins with 
team assessment and includes the restructuring 
of roles, task reallocation, and maximization of 
the skill sets of all team members. In addition, 
the implementation of the model requires an 
understanding of the process of improvement. 
The model then builds on the expertise of the 
high-functioning team to develop systems and 
processes in the practice of using Medicare re-
imbursement codes. Such a model is appealing 
to primary care practices that want to ensure 
best practices with regard to their geriatric pa-
tients but lack the capacity to transform the team 
without additional resources.

The three main components of the GITT-PC 
model are (1) team and quality improvement (QI) 
training; (2) subject content training in applying 
Medicare codes using a comprehensive toolkit 
that includes playbooks, checklists, and other ma-
terials; and (3) ongoing practice support, either 
in an elbow-to-elbow manner or through a learn-
ing collaborative. Training is delivered both face 
to face and through a web-based learning man-
agement system; it is broken into brief modules 
so that it is accessible to learners who need to be 
able to incorporate training within busy primary 
care environments. Modules include multime-
dia content, such as videos, reflective questions, 
interactive content, and competency quizzes, as 
well as a toolkit that functions as a playbook to 
walk practices through the changes necessary to 
effectively deliver and bill for services that are a 
proxy for good care for older adults.

While the motto of GITT was “Good teams 
don’t just happen,” the motto for GITT-PC is 
“Making it easy to do the right thing.”

 ▸ Why GITT-PC?
The intention of the GITT-PC model is to 
support the transformation of primary care 

and their families. These newly composed teams 
include patients, families, nurses, physicians, 
advanced practice nurses, physician assistants, 
clinical assistants, and community partners pro-
viding social services and supports.

To maximize uptake, this model focuses 
on systems and culture change in primary care, 
capitalizing on the role of nursing and other 
team members. Specifically, GITT-PC addresses 
four core components of high-quality geriat-
ric care: (1) health promotion and prevention, 
(2) chronic disease management, (3) end-of-life 
care, and (4) dementia care. Emphasizing sys-
tems change and sustainability, the GITT-PC 
model advocates transformation correspond-
ing to Medicare-reimbursable visits, including 
the annual wellness visit (AWV), chronic care 
management (CCM), advance care planning 
(ACP), and dementia care (DC). The successful 
implementation of these billable visits enables 
practices to provide evidence-based geriatric 
care while realizing a significant return on in-
vestment. This chapter describes the evolution 
of the GITT program from an academic train-
ing program to a sustainable model geared to-
ward improving the care of older adults through 
a systematic team transformation process that 
makes a clear business case for primary care.

GITT-PC is an expansion of the John A. 
Hartford Geriatric Interdisciplinary Team 
Training (GITT) program, which was funded 
from 1994 to 1997 (Fulmer, Flaherty, & Hyer, 
2003). GITT was designed to create training mod-
els to reflect the needs of the changing health-
care system and the challenge of caring for older 
adults with complex conditions. GITT trained 
more than 2500 students in medicine, nursing, 
and social work at eight academic medical cen-
ters across the United States in the 1990s in key 
team constructs (Fulmer et al., 2005). The foun-
dation of the GITT-PC model builds on the les-
sons learned from GITT and the development 
of curricula and training materials is based on 
best practices.

GITT-PC focuses on transforming tradi-
tional primary care to embrace a new culture 
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practices to maximize their revenue through 
team development, leading to task reallocation 
and maximizing revenues through the Medicare 
codes, while striving to bring joy back into the 
work of primary care.

Workforce Challenges
The many competing demands and suboptimal 
reimbursement in primary care have led to a sig-
nificant shortage in this part of the U.S. health-
care workforce. Health professions students in 
both medicine and nursing are now choosing 
to practice in subspecialty care, rather than in 
primary care. For 2001, the data reflect the ca-
reer plans for all third-year internal medicine 
residents, including categorical, primary care, 
medicine–pediatrics, and other tracks. Data for 
all other years reflect the career plans of third-
year residents enrolled in categorical and primary 
care internal medicine programs. Data for 1998 
through 2003 are from Garibaldi et al. Data for 
2004 and 2005 are from Carol Popkave, Amer-
ican College of Physicians. NA denotes not ap-
plicable. These trends are concerning given the 
growing need for primary care for an aging pop-
ulation with an increased prevalence of chronic 
disease (Bodenheimer & Mason, 2017). Cur-
rently, in the United States, there is a gap be-
tween the population’s need for primary care 
and the capacity of primary care to meet that 
need. The rate at which primary care physicians 
are entering the workforce is not matching the 
pace of retiring primary care physicians (Berra, 
2011). The burden of caring for complex pa-
tients in the current models of care is resulting 
in widespread burnout in nursing, medicine, 
and other disciplines.

The GITT-PC model begins to address some 
of these workforce issues by improving staff sat-
isfaction through team development and maxi-
mizing the role of all team members. Improving 
revenue streams by ensuring that Medicare codes 
match essential geriatric services also provides 
an opportunity to hire additional personnel, 
thereby helping to reduce burnout.

teams by helping them overcome the inher-
ent challenges faced by primary care practices 
in caring for older adults. These challenges 
include (1) financial models that support a 
fee-for-service structure with rewards for pro-
cedures rather than preventive care and risk 
reduction for older adults; (2) critical work-
force issues, especially in rural areas that lack 
primary care providers; (3) limited capacity 
to develop systems that support the delivery 
and reimbursement of Medicare-code ser-
vices designed to support best geriatric prac-
tice in primary care; and (4) moving from a 
physician-centric model to a team-based ap-
proach to care.

Financial Challenges
The financial challenges of primary care con-
tribute to the inability of practices to engage 
in practice transformation. Implementing 
substantive practice change requires an in-
vestment in staff time for team and quality 
improvement training that supports systems 
redesign. Additional support may be needed 
to enhance the capacity within the electronic 
medical records system to provide necessary 
data, coding, and auditing expertise. Imple-
menting a person-centered model such as 
GITT-PC also requires the active participa-
tion of patients and families.

The financial challenges faced in primary 
care stem from an outdated fee-for-service 
payment system that is based primarily on the 
quantity of services delivered, not on the qual-
ity of care. Reimbursement based on volume 
(not value) forces practices into a frenzy of ac-
tivity, booking schedules beyond their capacity, 
threatening practitioners’ work–life balance, and 
contributing to team burnout. Primary care pro-
cesses that rely on the physician, nurse practi-
tioner, or physician assistant to see all patients 
are inefficient and lead to rushed office visits, 
causing patient dissatisfaction that cascades 
into frustration on the part of all team mem-
bers. The GITT-PC model focuses on helping 
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coaching, the playbooks and checklists embed-
ded into the toolkit provide a path for practice 
transformation.

Teams
A wealth of evidence demonstrates the effective-
ness of team-based care. Team-based care offers 
many potential advantages, including expanded 
access to care through more hours of coverage 
and shorter wait times. Team-based care can 
also be a more effective and efficient approach 
to deliver additional services that are essential 
to providing high-quality care, such as patient 
education, behavioral health, self-management 
support, and care coordination. Finally, team-
based care is associated with increased job sat-
isfaction, and an environment in which all 
medical and nonmedical professionals are en-
couraged to perform work matched to their abil-
ities (Institute of Medicine, 2011). Fundamental 
to this approach is the belief that, when prac-
tices draw on the expertise of a variety of pro-
vider team members, patients are more likely to 
receive the care they need. In addition, a larger 
provider team might support quality improve-
ment; with effective intrateam communication 
and problem solving, practices can engage in 
data-driven, continuous quality improvement.

Better understanding of how to accelerate 
good team practice is an urgent need given the 
demographic imperative and the changing na-
ture of healthcare delivery. Principles of team- 
based health care include shared goals, clear 
roles, mutual trust, effective communication, 
and measurable processes and outcomes. By 
fulfilling the expectations of effective teams, 
a practice can ensure that care goals and care 
planning emphasize the particular needs of an 
individual older adult.

While the evidence suggests that effective 
team care improves patient outcomes and overall 
staff satisfaction, creating and sustaining highly 
effective teams is challenging. As previously de-
scribed, workforce issues may contribute to burn-
out and high rates of staff turnover, leading to 
poor team performance. Most team members  

Medicare Codes
The Centers for Medicare and Medicaid Ser-
vices provides reimbursement for primary care 
practices to deliver preventive and chronic care 
services including the following:

 ■ The annual wellness visit focusing on health 
promotion and prevention

 ■ Chronic care management supporting 
non-face-to-face time to monitor and coach  
Medicare recipients with two or more chronic  
conditions

 ■ Advance care planning facilitating the 
implementation and documentation of con-
versations with patients leading to defined 
goals of care, including the development of 
advance directives and provider/clinician 
orders for life-sustaining treatments (phy-
sician orders for life-sustaining treatment 
[POLST], clinician orders for life-sustaining 
treatment [COLST], or medical orders for 
life-sustaining treatment [MOLST], de-
pending on the state-specific documents)

 ■ Dementia care focusing on the development 
of a comprehensive plan of care for patients 
with dementia

These codes were intended to provide added  
revenues to practices offering these evidence-based 
services to patients. However, the implemen-
tation and successful billing for these codes is 
challenging. Each of these codes has very spe-
cific components that require comprehensive 
documentation. Meeting the documentation 
requirements for these visits can be an over-
whelming burden for practices that are not using 
standardized tools and templates. While some 
electronic health records (EHRs) have the ca-
pacity to support required documentation, other 
EHRs have competing requirements that unin-
tentionally provide additional barriers to imple-
menting and billing for these visits.

The GITT-PC model provides compre-
hensive support to practices enabling the im-
plementation of and successful billing for these 
Medicare-reimbursable services. In addition 
to the team development, on-site training, and 
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care, focusing on role expansion and task reallo-
cation; (2) participation in day-long training ses-
sions, including an initial kickoff and boot camps 
that focus on a step-by-step approach to imple-
menting the four Medicare codes (AWV, CCM, 
ACP, and DC); and (3) participation in ongoing 
practice support through either elbow-to-elbow 
on-site coaching or participation in a learning 
collaborative lead by the Dartmouth Geriatrics 
Workforce Enhancement Program (GWEP) fac-
ulty from the Dartmouth Centers for Health 
and Aging. The model is built on the prem-
ise that primary care practices will achieve the 
best outcomes if they are engaged with patients 
and families to successfully implement and bill 
for specific Medicare visits. The following sub-
sections outline the four Medicare reimburse-
ment codes implemented through the GITT-PC 
model representing evidence-based best prac-
tice in geriatrics.

Annual Wellness Visit
Prevention services provided through the AWV 
are valuable for maintaining the quality of life 
and wellness of older adults. The foundation of 
geriatrics care is prevention that focuses on re-
ducing risk factors associated with developing 
chronic health conditions and preventing ad-
verse events associated with common health 
conditions. Payment for AWVs has been tied 
to addressing specific clinical content and im-
plementing a health risk assessment (HRA) that 
covers 34 required elements, including demo-
graphics, health status, psychosocial and behav-
ioral risk factors, activities/instrumental activities 
of daily living, and the development of a person-
alized health plan (Medicare Learning Network, 
2017). When the Affordable Care Act (ACA) 
incorporated systematic financial support for 
team-based longitudinal health planning and 
prevention in AWVs, it created a long-awaited 
opportunity for primary care practices to re-
engineer their practices.

Implementing AWVs with a registered 
nurse (RN)–run model provides a potential op-
portunity for achieving an enhanced return on 

have not engaged in formal team training. More-
over, teams are often created through a process of 
hiring and co-locating individuals without con-
sideration of their work behavior styles.

Development of highly effective teams ne-
cessitates going beyond traditional team training. 
Team transformation requires an initial readiness 
assessment and training that focuses on improv-
ing communication, reducing conflict resolu-
tion, and defining roles and responsibilities so 
as to facilitate good teaming. GITT-PC provides 
practical tools and templates for effective team 
meetings, including agendas and process tools 
to help define roles such as timekeepers and fa-
cilitators. Before applying the GITT-PC model, 
however, primary care practices that are moti-
vated to create high-functioning teams must as-
sess their readiness to change, communication 
styles, and role development and must have an 
effective leader who is willing to rethink the sys-
tems of culture of the practice.

Moving away from traditional training, the 
GITT-PC model focuses on culture change to em-
power primary care teams to achieve best prac-
tices in geriatrics. The structure of this model 
begins with a focus on “teaming up” through 
didactic training, online self-paced interactive 
modules, and in-person team coaching that fo-
cuses on improving the effectiveness of primary 
care teams. Using the latest techniques in instruc-
tional design and professional case-based vid-
eos, teams learn and practice together to embed 
systematic change in practice while implement-
ing the four Medicare reimbursement codes de-
scribed earlier. The structure is designed to be 
practical, and includes team-based and practice 
assessments for busy primary care teams focus-
ing on the principles of good teamwork while 
implementing a team-based approach to care.

 ▸ Implementation of 
GITT-PC

Successful adoption of the GITT-PC model re-
quires (1) readiness and commitment to transform 
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directives. Nurses and social workers on a pri-
mary care team are qualified to engage patients 
and families in these conversations and con-
tribute to the visit that is billed by the provider.

GITT-PC provides support to practices 
through workflow and standardized docu-
mentation to ensure the successful billing of 
ACP codes. These visits focus on working with 
patients to establish healthcare proxies, durable 
power of attorney for health care, living wills, 
and/or POLST. Successful billing for these codes 
may include introducing standardized forms 
that may be completed during or after the visit 
(Medicare Learning Network, 2016a).

Dementia Care and Coding
Medicare reimbursement for dementia care came 
into effect on January 1, 2017. This code pro-
vides reimbursement to physicians and other 
eligible billing practitioners for a clinical visit 
that results in a comprehensive dementia care 
plan. The documentation for billing requires 
a multidimensional assessment that includes 
cognition, function, and safety; evaluation of 
neuropsychiatric and behavioral symptoms; re-
view and reconciliation of medications; and as-
sessment of the needs of the patient’s caregiver. 
The recommendations for this assessment de-
rive from a broad consensus about good clin-
ical practice, informed by intervention trials 
and emphasizing validated assessment tools 
that can be implemented in routine clinical 
care across the United States (Alzheimer’s As-
sociation, 2016). These components are central 
to informing, designing, and delivering a care 
plan suitable for patients with cognitive im-
pairment and can be conducted through a team 
approach. Nurses, social workers, and other an-
cillary staff can provide substantial support for 
the team in implementing this code. GITT-PC 
provides the support and structure for primary 
care practices to implement dementia coding 
through the development of team-based work-
flows with templated notes that include the 
evidence-based assessment tools representing 
good practice.

investment, as the reimbursement for the RN-
run visit is equal to the reimbursement when a 
physician or advanced practice nurse conducts 
the visit. The GITT-PC model supports practice 
transformation focusing on team development 
with task reallocation and role development to 
implement the RN AWV, thereby allowing pro-
viders to manage patients in need of a higher 
level of decision making and resulting in vis-
its with higher revenue generation (Medicare 
Learning Network, 2017).

Chronic Care Management
The Centers for Medicare and Medicaid Ser-
vices (CMS) recognizes chronic care manage-
ment as an essential component of primary 
care that contributes to better coordination  
of care for individuals with two or more chronic 
conditions. CCM focuses on non-face-to-face 
communication with patients to monitor and 
support patients in their management of chronic 
conditions in between office visits. It addresses 
continuity of care, with the goal of reducing pa-
tient costs and number of hospitalizations and 
emergency care visits, and is implemented us-
ing a team approach.

The GITT-PC model supports the im-
plementation of CCM using a team-based 
model. Team members (including registered 
nurses, licensed practical nurses, and medical 
assistants) provide the non-face-to-face com-
munication with the patients, families, and 
community-based organizations in collabo-
ration with the providers to execute a plan of 
care that is developed by the team (Medicare 
Learning Network, 2016b).

Advance Care Planning
On January 1, 2016, CMS began to reimburse 
for advance care planning when delivered as a 
service for traditional Medicare beneficiaries. 
The ACP code supports the face-to-face time 
that a physician or other qualified healthcare 
professional spends with a patient, family mem-
ber, or surrogate to explain and discuss advance 
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 ▸ Summary
As primary care increasingly demands more effi-
cient and effective use of scarce resources, practices 
that are designed to rely on physician-delivered 
services are becoming unsustainable. New mod-
els of care are needed that focus on task realloca-
tion, maximizing the capacity of team members’ 
roles, and maximizing revenue. The current 
and projected healthcare workforce shortage, 
coupled with the aging of the U.S. population, 
mandate that care models be as efficient and 
effective as possible. Managing the complex 
syndromes experienced by frail older adults 
requires skills beyond the training of one dis-
cipline—it necessitates that multiple clinicians 
collaborate and communicate to provide opti-
mal integrated care. The GITT-PC model was 
developed to address four concerns: (1) the ur-
gent need for innovative models of care to meet 
the challenges of providing evidence-based pri-
mary care for older adults with complex con-
ditions that incorporates patients, families, and 
community-based organizations in shared de-
cision making; (2) strong evidence that highly 
effective teams are critical to create a needed 
culture shift in primary care; (3) the reality that 
highly effective team-based care depends on es-
tablishing structure, processes, knowledge, and 
support to create and sustain high-level function; 
and (4) an expanding role of nursing and other 
team members in primary care that is critical to 
transform primary care. The goal of this transfor-
mation is to ensure that the four elements of the  
Quadruple Aim are achieved: (1) improve pop-
ulation health, (2) increase patient and family 
satisfaction, (3) reduce per capita spending, and 
(4) improve the experience and meaning in the 
work of every member of the primary care team.
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Community Team-Based 
Geriatric Care
Cheryl Phillips

Key Terms

Alternative payment models
Chronic Care Model
Community care worker

Complex care management
Comprehensive geriatric 

assessment (CGA)

Interdisciplinary teams

ChapTer ObjeCTives

1. Define team-based geriatric care, its evolution, and the role it plays in coordination of services.
2. Describe examples of community-based models of team-based care.
3. Identify barriers to team-based care in the community.
4. Summarize the potential future and role of community team-based approaches to geriatrics.

 ▸ Introduction
The role of teams has been a foundational  
element of geriatrics since the mid-1970s. Al-
though such teams were originally developed to 
manage the complex assessment and treatment 
needs of hospitalized psychiatric and rehabilita-
tion patients, the transition to geriatrics, with the 
comprehensive scope of medical and functional 

challenges, was a natural one. The importance 
of community assessment is equally fundamen-
tal to geriatric health care. A basic tenet of geri-
atrics is that older people are not merely the 
sum of their diseases. Instead, their medical is-
sues, disabilities, and abilities must be viewed 
in the context of their lives, their families and 
social networks, their environment, and their 
community. Older individuals’ ability to adapt 
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in the settings where they live greatly impacts 
their ability to remain independent.

Core to the evolution of the team-based ap-
proach was the introduction of the comprehensive 
geriatric assessment (CGA; Epstein et al., 
1987). The CGA was used to integrate not just 
the medical issues, but also the formal assess-
ment of function and cognition, behavioral 
health, and social support needs, and was most 
often applied to those persons identified as high 
risk or frail. Such an assessment typically in-
volved the physician, nurse, social worker, and, 
depending on the presenting problems, a reha-
bilitation therapist, pharmacist, dietician, or 
psychiatrist. Other health professionals, such 
as dentists, podiatrists, and audiologists, were 
included based on the specific issues and avail-
ability of these clinicians.

The CGA was shown to improve care and 
survival for frail older people by identifying un-
recognized syndromes such as incontinence and 
falls, and anticipating support needs that often 
delayed nursing home placement (Stuck et al., 
1995; Stuck, Siu, Wieland, Adams, &  Rubenstein,  
1993). However, because of patients’ limited ac-
cess to the full array of health professionals neces-
sary to complete the CGA, its use was primarily 
limited to teaching hospitals and Veterans Ad-
ministration (VA) centers. Reimbursement of the 
nonphysician components to the assessment cre-
ated even further challenges to the expansion of 
CGA in the outpatient and community settings.

Even the definition of teams has evolved 
over the past decades. Early hospital-based ap-
proaches to assessment often involved multi-
ple health professionals acting independently, 
within the scope of their specific discipline, to 
provide contributions to the care management. 
Eventually, interdisciplinary teams emerged, 
based on the recognized value in having the var-
ious health professionals work collaboratively in 
the identification of problems and the develop-
ment of a common plan of care to which each 
contributes. As these teams have matured, many 
have become transdisciplinary teams, in which 
the boundaries between disciplines are less im-
portant, and in which the team members and 

the patient engage, teach, and learn together to 
both coordinate care and identify short- and 
long-term solutions in a holistic approach to 
the individual and his or her family.

In the early 1990s, a growing awareness 
recognized that the approach to care for older 
persons needed to focus more on the long-term 
needs of people with chronic conditions, rather 
than the short-term acute care interventions that 
had dominated health care for decades prior. 
At that time, the healthcare system revolved 
around episodic, acute interventions (e.g., hip 
surgery for fractures, coronary artery grafting 
for heart disease, or respiratory interventions for 
chronic lung disease provided in the intensive 
care unit), but few systems were in place to han-
dle the longitudinal needs for people with those 
conditions that were not “curable,” but rather 
progressive in nature. This acute care approach 
was chaotic, fragmented, and very expensive. 
As one suggested remedy, Wagner, Austin, and 
Von Korff (1996) described the Chronic Care 
Model, which provided a heuristic approach to 
the management of chronic illness. Specifically, 
this model called for a prepared team-based ap-
proach to care, and the coordination of commu-
nity resources needed for support.

Ultimately, it was the rapid growth of Medi-
care managed care, in the form of Medicare 
health maintenance organizations (HMOs), 
that provided the fuel for team-based care for 
older patients enrolled in Medicare. The Eco-
nomic and Social Research Institute, funded 
by the Pew Charitable Trust, published a com-
prehensive study of interdisciplinary geriatric 
teams as a strategy to address the rapidly ris-
ing medical costs for those beneficiaries with 
complex chronic care needs enrolled in Medi-
care Advantage healthcare plans (Regenstein, 
Meyer, & Bagby, 1998). This study evaluated 
the impact of these teams in reducing utilization 
rates and costs, primarily by avoiding hospital-
izations and “unnecessary” expensive interven-
tions. Because of the capitated payment structure 
adopted as part of managed care, a potential fi-
nancial mechanism was available to cover the 
costs of the actual team—as long as the health 
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plans could develop a reimbursement model 
for the team members that did not require tra-
ditional fee-for-service payments. Those deliv-
ery systems where providers were more likely 
to be salaried (e.g., the Veterans Administra-
tion, Kaiser Permanente in Northern Califor-
nia, and the Program of All-Inclusive Care for 
the Elderly) were much more likely to embrace 
this approach to geriatric care.

In recent years, an additional driver for the 
expansion of the team approach into commun-
ity settings has been the focus on care transitions 
and the need to reduce hospital 30-day readmis-
sions. Inspired by the 2009 New England Jour-
nal of Medicine article by Jencks, Williams, and 
Coleman, hospitals, health plans, and the Cen-
ters for Medicare and Medicaid Services (CMS) 
have focused on a 20% readmission rate as both 
a measure of quality and a potentially avoidable 
cost. Furthermore, Medicare’s rapidly rising 
costs led policymakers to focus on the subpop-
ulation of beneficiaries deemed “high cost and 
high risk”—that is, those patients with multiple 
complex chronic conditions who account for a 
disproportionate share of those costs. Multi-
ple hospital systems and health plans looked to 
care transition teams as means to decrease the 
costs associated with those patients, and also de-
veloped a myriad of care coordination programs 
that focused on “complex care  management” 
(McCarthy, Ryan, & Klein, 2015).

Evidence for the success of these care co-
ordination teams has been mixed. Smaller 
provider-based case studies have demonstrated 
reduced hospitalization rates and reduced costs, 
particularly when the teams’ efforts are targeted 
toward a very vulnerable or high-risk group—
typically older persons with multiple comorbid-
ities and functional limitations. An evaluation 
of the Medicare Coordinated Care Demonstra-
tion found that none of the 11 programs stud-
ied saved significant Medicare dollars (Brown 
et al., 2012). What this study did find, however, 
was that those programs were more likely to 
demonstrate benefits in the form of in-person 
evaluations; in-person meetings involving the 
coordinator, the patient, and the providers; use 

of evidence-based education for the patients; 
medication management assistance; and com-
prehensive transitional care after hospitalization.

More recently, the focus of community care 
management has broadened to identify and co-
ordinate care for not only those patients with 
complex medical conditions, but also those in-
dividuals with behavioral health needs and so-
cioeconomic challenges. Atul Gawande (2011), 
in his seminal article in The New Yorker ti-
tled “The Hot Spotters,” described the work of 
Dr. Jeffrey Brenner, who developed the Camden 
Coalition of Healthcare Providers, through which 
high-cost “super-utilizers” received team-based 
care in the community. This care focused on not 
only on the medical needs, but also the associated 
social supports—such as transportation, hous-
ing, and access to medications or even food—
that these individuals needed.

Managed Medicaid plans have begun to 
realize that by applying this “hot spotting” ap-
proach, they can focus resources and teams on 
a very high-risk and costly population of older 
persons living in low-income or subsidized hous-
ing. These new models of community team-based 
care, which often include nursing and a service 
coordinator at the housing community, when col-
laborating with the primary care team, can re-
duce avoidable hospitalization and reduce the 
need for higher levels of care in institutional set-
tings (Sanders et al., 2016).

 ▸ Targeting and 
Assessment

Successful community team-based care be-
gins with identifying to whom to provide such 
care. Because the deployment of such teams is 
costly, both in dollars and in the workforce im-
pact, at-risk populations must be identified or 
“targeted.” Targeting is the strategy of screening 
those persons most likely to benefit from the 
team-based care and, therefore, most likely to 
demonstrate the sustainable impacts necessary 
to keep such programs afloat. Targeting is not 
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identical to assessment. That is, targeting tells 
the organization or healthcare provider which 
individuals may be at risk, with formal assess-
ment then evaluating that risk and identifying 
which medical or support needs are present. A 
number of strategies are used to target popu-
lations as risk, including specific medical con-
ditions (e.g., heart failure), self-report surveys, 
provider referrals based on functional limita-
tions (e.g., deficits in activities of living), and 
defined thresholds of healthcare utilization such 
as the number of hospitalizations or emergency 
department visits in the past 12 months, recent 
nursing home discharge, or even total costs of 
care over a given time frame.

Effective assessment for community-based 
teams involves a full evaluation of the whole 
person—that is, the individual’s medical con-
ditions and needs, including medications and 
nutrition; functional and cognitive status; social 
supports and environment; behavioral health; 
barriers to self-care such as limited transpor-
tation, poverty, or limited health literacy; and 
expressed goals of care and wishes (Table 17-1). 
In addition, special focus needs to be placed 
on areas that may be overlooked in busy pri-
mary care offices such as incontinence, sexual 
function, falls, oral care, or loss of hearing or 
vision. While it may be beneficial to include 
specific health professionals, such as pharma-
cists for medication review, dieticians for nu-
tritional assessments, or therapists for specific 
areas of function, most of the domains of the 
community-based assessment may be com-
pleted by nurses or social workers.

Multiple standardized tools are readily 
available to assess these domains (Osterweil, 
Brummel-Smith, & Beck, 2000). It is important 
to remember that assessment, in and of itself, is 
not the goal. The purpose of the assessment is  
to identify opportunities where care and support  
services can be utilized to address needs, pre-
vent avoidable decline, and develop a care 
plan with the person and his or her identified 
care partners. Thus, the assessment becomes 
the basis for the effective team-based care go-
ing forward.

Table 17-1  Domains of Community 
assessment

Medical

 ■ Problem list of medical issues (acute and 
chronic)

 ■ Medications (including over-the-counter 
medications and supplements)

 ■ Allergies
 ■ Nutritional status
 ■ Oral health, dentition

Behavioral Health

 ■ Mood and anxiety
 ■ Past behavioral health history
 ■ Cognition

Function

 ■ Activities of daily living
 ■ Instrumental activities of daily living
 ■ Life roles and activities of importance to the 

individual
 ■ Fall risk and history
 ■ Incontinence
 ■ Hearing/vision loss
 ■ Ability to self-manage medications

Social

 ■ Need for and adequacy of caregivers
 ■ Access to adequate nutrition
 ■ Social activities and networks of importance 

to the person, risks for social isolation
 ■ Finances and risk of poverty
 ■ Health literacy

Environment

 ■ Adequate housing, risk of homelessness
 ■ Access to transportation

Self-Direction

 ■ Advance care plans
 ■ Expressed personal goals or preferences  

or care
 ■ Surrogate decision makers
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 ▸ Models of Effective 
Community 
Team-Based Care  
for Older Adults

A wide variety of community team-based care 
models have been developed (Boult et al., 2009). 
They may provide comprehensive primary 
care, such as the Program of All- Inclusive Care 
for the Elderly (PACE; Eng, Pedulla, Eleazer, 
 McCann, & Fox, 1997) or Home-Based Pri-
mary Care (HBPC; De Jonge et al., 2014). They 
may work with primary and specialty care, such 
as the Geriatric Resources for Assessment and 
Care of  Elders (GRACE; Counsell,  Callahan, 
Tu, Stump, & Arling, 2009) or Guided Care 
(Boult et al., 2011) models. Alternatively, they 
may involve primary care interdisciplinary 
teams and nonclinical service providers as in 
Community Care Teams (Center for Health 
Care Strategies, 2016) and Vermont’s Support 
and Services at Home (SASH) program (RTI 
 International, 2014).

Nevertheless, all of these community 
team-based models have several elements in 
common. Specifically, they involve an interdis-
ciplinary (sometimes transdisciplinary) team, 
and they utilize assessment approaches that 
include domains of function, cognition, behav-
ioral health, and social support, in addition to 
the medical aspects of care alone. They are lon-
gitudinal in nature, rather than merely limited 
to an episode of illness or event. They involve 
coordination of care and information across set-
tings. Finally, they all engage the individual in 
the development of the plan of care.

In reviewing several of these models (as well 
as others), Hong, Siegel, and Ferris (2014) iden-
tified common strategies for successful commu-
nity care teams:

 ■ The need to define case loads
 ■ Use of telephone monitoring, in addition to 

in-person visits in the primary care office, 
hospital, emergency room, or home

 ■ Structuring the composition of the team to 
reflect the needs of the population served

 ■ Adding additional team members (e.g., 
behavior health providers, pharmacists) 
based on specific needs of individuals

 ■ Meeting face-to-face as a team on regular 
intervals, with information technology used 
to share important information among 
team members

 ■ Building trusting relationships with the care 
team and the individuals and their families

New models are also emerging, such 
as those that include nonclinical and direct 
care providers as the community focal point. 
 Community care workers often align with 
medical home practices and help individuals 
navigate their insurance claims process, coor-
dinate community-based services, and support 
communication with the medical team—all in 
a more culturally competent manner (Rosen-
thal et al., 2010). Some health plans are work-
ing with trained healthcare coaches in the home; 
these coaches use hand-held devices that cap-
ture answers to a core set of questions, which 
are then sent to a clinician or primary care pro-
vider to identify and triage those patients who 
may need additional care (Ostrovsky, 2014). 
The potential for including the unlicensed di-
rect care worker, linked via technology to the 
clinical care team, further expands the whole 
concept of community-based team.

 ▸ Summary
The need for effective, integrated teams that can 
address the full scope of challenges for at-risk 
older people in the community is expected 
to continue to grow. Alternative payment 
models, such as managed care health plans, 
bundled payments, and accountable care or-
ganizations (ACOs), are pushing providers to 
identify “the right care, for the right patient, at 
the right time, in the right setting,” and requir-
ing that a fragmented delivery model evolve into 
one that is integrated and person-focused. In an 
April 2017 policy report, the Bipartisan Policy 
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incent non-Medicare-covered community sup-
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tegrated care for high-risk, high-cost Medicare 
patients. This transformation will require com-
petent and prepared teams, as well as payment 
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tion systems that can connect them. Further-
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Effects of Team Care on 
Quality and Outcomes
David B. Reuben
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Collaborative care
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ChapTer ObjeCTives

1. Identify the importance of chronic disease management in the care of older persons.
2. Identify the principles underlying team care in healthcare systems.
3. Describe some of the benefits of team care on quality and efficiency of care.
4. Explore benefits of team care on clinical outcomes and utilization/costs of care.
5. Identify barriers to uptake and diffusion of successful team care models.

 ▸ Introduction
As the baby-boom generation has aged and 
people are living longer, the financial and per-
sonal costs of chronic disease for individuals, 
healthcare providers and systems, and insur-
ers has grown. Moreover, multimorbidity (also 
referred to as multiple chronic conditions) is 
exceedingly common in the geriatric population, 

with more than half of all older adults living 
with three or more chronic conditions (“Guid-
ing Principles for the Care of Older Adults with 
Multimorbidity,” 2012). Twentieth-century mod-
els of solo and small-group practice of medicine 
cannot meet the complex needs of this popu-
lation and have become dysfunctional in pro-
viding the care that is necessary today. Despite 
advances in diagnostics and therapeutics, the 
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quality of care for older persons remains poor, 
fragmented, and often expensive both for the 
governmental programs that pay for care and 
for the older patients who must expend per-
sonal resources on such care.

Simultaneously, increased administrative 
work generated by the electronic health record 
(EHR) and other documentation regulations has 
reduced the amount of time available to address 
patient concerns and manage chronic condi-
tions. Although intended to facilitate the qual-
ity and efficiency of care, the EHR has proved to 
be a disruptive technology that consumes more 
of providers’ time than the actual provision of 
care (Sinsky et al., 2016).

Recognizing the inadequacies of current 
care of older persons, the Centers for Medi-
care and Medicaid Services has established 
the “Triple Aim” of (1) improving individual 
health, (2) improving population health, and 
(3) decreasing health care costs (Berwick, Nolan, 
& Whittington, 2008). In response to this call 
for better, more effective delivery of health care, 
team care has emerged as a potential solution 
for improving efficiency and quality of care. 
At the simplest level, team care entails multi-
ple health professionals or para-professional 
staff working together to provide high-quality 
patient care.

Within this broad definition, however, 
team care can vary in terms of how teams are 
convened (membership and size) and function 
(roles, responsibilities, and communication). At 
one extreme is delegation—that is, the transfer 
of specified tasks from highly skilled and profes-
sionals to other staff. For example, care partners 
or certified nursing assistants frequently assist 
hospital nurses in many tasks, pharmacy tech-
nicians mix medicines and give patients instruc-
tions, and physical therapy assistants implement 
rehabilitation plans under the supervision of a 
physical therapist. Delegation often follows a “top 
down” approach, in which the opinions of assis-
tive personnel may be sought to identify work 
that they would be able to assume but the spec-
ification of tasks and responsibilities usually is 
determined by managers. At the other extreme, 

collaborative team care is characterized by the 
recognition and contribution of various disci-
plines in creating and implementing planned 
care to manage the health care and medical 
conditions of older persons. Both approaches 
may use protocols or guidelines to allow team 
members other than physicians to adjust plans 
of care, such as titrating blood pressure or dia-
betes medication dosages in response to preset 
care parameters. Both approaches have value in 
improving the quality of care, and some mod-
els have also demonstrated better clinical out-
comes and lower costs. Moreover, many hybrid 
models incorporate elements of both delegation 
and collaborative care.

In addition, team care can be based within 
the health system, in the community, or both. 
Although successful team care models have been 
implemented in hospital and post-acute settings 
(both in the home and in skilled nursing facil-
ities), this chapter focuses on teams in outpa-
tient care and in-home primary care models. The 
goal of all forms of team care is to have all pro-
fessionals work at the very top of their license 
and competencies as part of an interdisciplin-
ary approach geared toward meeting the needs 
of vulnerable older adults.

 ▸ Best Practices
In a series of studies, the Assessing Care of Vul-
nerable Elders (ACOVE) researchers first defined 
quality for common geriatric conditions and then 
aimed to improve it and the resulting clinical 
outcomes through the ACOVE-2 model. This 
structured intervention includes case finding, 
delegated clinical data collection, structured 
visit notes, primary care provider and patient 
education, and linkage to community resources 
(Reuben, Roth, Kamberg, & Wenger, 2003). Del-
egation of specific care processes includes com-
ponents such as measurement of orthostatic 
blood pressures and visual testing in persons 
who report falling as well as cognitive screen-
ing. Implementation of this model has improved 
quality of care for geriatric conditions in primary 
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care (Wenger et al., 2010; Wenger et al., 2009). 
Moreover, in a pooled analysis of eight studies 
using ACOVE quality indicators, delegation 
improved the quality of care provided for three 
common geriatric conditions—falls, urinary 
incontinence, and dementia—and a secondary 
analysis suggested that more delegation is pos-
sible and might result in higher quality scores 
(Lichtenstein et al., 2015).

Another example of delegation has been an 
effort to reduce the burden of the EHR by us-
ing scribes. Although the effects of scribes on 
quality and clinical outcomes have not been well 
defined, studies in geriatrics as well as internal 
medicine practices have demonstrated that they 
save time and are associated with some increased 
patient satisfaction (Reuben, Knudsen, Senelick, 
Glazier, & Koretz, 2014; Reuben, Miller, Glazier, 
& Koretz, 2016).

In contrast, other models of team-based 
care which focus on chronic care management, 
including disease management and care coor-
dination (Berwick et al., 2008; Boyd et al., 2007; 
Counsell et al., 2007; Unutzer et al., 2002), have 
been developed to improve quality and outcomes 
while containing costs. The various models dif-
fer with respect to the level of professional (e.g., 
registered nurses versus nurse practitioners) and 
the size of teams. Some teams have several mem-
bers representing a variety of disciplines. whereas 
others have only two members—a primary 
care provider (PCP)1 and another health pro-
fessional. They also differ in whether the team 
is advisory or has order-writing capabilities; in 
this chapter, the latter model is referred to as 
“co-management.” In these models, care is 
often organized around a care plan in which 
problems and approaches to management are 
recorded; shared with the healthcare team, pa-
tient. and, often, family; and used to imple-
ment and monitor management. A history of 
the development of team care is presented in the 

1 Health professionals other than physicians may provide primary and specialty care; throughout the 
remainder of the chapter, the term PCP refers to clinicians who may be a primary care or specialty physi-
cian or a mid-level clinician providing primary care.

Community Team-Based Geriatric Care chap-
ter. Models are described in the Evidence-Based 
Models in Action That Work chapter, and some 
paradigm examples are noted here.

Improving Mood–Promoting 
Access to Collaborative 
Treatment
Improving Mood–Promoting Access to Col-
laborative Treatment (IMPACT) is a collab-
orative care model for the management of 
older persons with depression (Boyd et al., 
2007; Gilbody, Bower, Fletcher, Richards, & 
Sutton, 2006; Jacob et al., 2012). IMPACT and 
other collaborative care models for depres-
sion include case managers—usually nurses or 
psychologists—who support PCPs by educat-
ing patients, discussing patient preferences for 
treatment (e.g., antidepressants versus psycho-
therapy), recommending treatments based on 
algorithms, following up to monitor adherence  
to treatment and response, and adjusting treat-
ment plans for patients who do not respond. PCPs  
are usually responsible for routine screening 
and diagnosis of depressive disorders, pre-
scribing antidepressants, and referring patients 
to mental health specialists as needed. Men-
tal health specialists provide clinical advice 
and decision support to PCPs, often through 
in-person meetings. Care processes and com-
munication are frequently coordinated and 
supported by EHRs, telephone support, and 
provider reminder mechanisms.

The IMPACT model has resulted in higher 
rates of depression treatment, reductions in 
depressive symptoms, more satisfaction with 
depression care, less functional impairment, 
and better quality of life. A meta-analysis that 
included trials of collaborative care for depres-
sion of persons of all ages found robust effects 
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higher than in those for patients receiving usual 
care provided by physicians alone (Reuben, 
Ganz, et al., 2013).

A nurse practitioner-led dementia 
co-management program at the University of 
Indiana includes periodic needs assessment and 
evaluation of ongoing therapy, self-management 
tools to manage symptoms and navigate the 
health care system, pharmacological interven-
tions, and case management and coordination 
with community resources. This program has 
demonstrated benefits related to quality, clini-
cal outcomes (Callahan et al., 2006), and costs 
(Callahan et al., 2011).

Another dementia co-management model, 
the UCLA Alzheimer’s and Dementia Care pro-
gram, also utilizes nurse practitioner “demen-
tia care managers.” This program provides for 
structured needs assessments of patients and 
their caregivers, creation and implementation 
of individualized dementia care plans based 
on needs assessments, monitoring and revis-
ing care plans as needed, and 24/7/365 access 
to assistance and advice (Reuben, Evertson, 
et al., 2013). The quality of care for patients in 
the UCLA program has been very high, with 
scores exceeding 90% for most dementia qual-
ity indicators and overall quality of dementia 
care (Jennings et al., 2016).

Team care can also be based in the com-
munity and extend into the healthcare system. 
For example, the Benjamin Rose Institute Care 
Consultation model is a telephone care coaching 
program for patients with dementia and their 
family or friend caregivers that is based in the 
community and relies on bachelor’s or mas-
ter’s degree–prepared social workers or nurses. 
This model has been associated with beneficial 
changes in psychosocial outcomes for both pa-
tients and caregivers (e.g., decreased symptoms 
of depression), embarrassment about memory 
problems, various forms of care-related and care-
giving strains, and social isolation (Bass, Clark, 
Looman, McCarthy, & Eckert, 2003; Clark, 
Bass, Looman, McCarthy, & Eckert, 2004). It 
has also been implemented in a joint collabo-
ration with the Department of Veterans Affairs 
health system in which team members are based 

of this model in improving adherence to treat-
ment, depression symptoms, quality of life/func-
tional status, and satisfaction with care (Thota 
et al., 2012).

More recently, team-based care integrating 
physical and mental health using process-of-care 
protocols and a common EHR had benefits on 
outcomes beyond metal health. Those benefits 
included improved adherence to diabetes care 
and better hypertension control as well as fewer 
emergency department visits and hospital ad-
missions (Reiss-Brennan et al., 2016).

Co-management
With increasing recognition of the special-
ized knowledge and skills required to effec-
tively manage specific geriatric conditions as 
well as the need to implement care processes 
that may be time-consuming (e.g., patient and 
caregiver education and referrals), models of 
co-management have emerged. These mod-
els usually rely on nurse practitioners or reg-
istered nurses. As noted earlier, these models 
differ from the team care models described pre-
viously in that the co-management team mem-
bers can usually write orders (sometimes using 
standing order sets or protocols) and are often 
responsible for making medication adjustments, 
while keeping PCPs informed.

A meta-analysis of nurse-led management 
of common medical conditions (not specific to 
geriatric patients) demonstrated that for the man-
agement of hypertension, dyslipidemia, and di-
abetes mellitus, nurse-managed protocols result 
in small but significant improvements in sec-
ondary outcomes for patients, including blood 
pressure control, cholesterol levels, and hemo-
globin A1c measurements (Shaw et al., 2014). 
Other geriatrics-specific programs have relied 
on nurse practitioners to co-manage multiple 
(Ganz et al., 2010) or single conditions (e.g., de-
mentia). Several of these models have resulted 
in substantial improvements in quality of care. 
For example, one study of nurse practitioner 
co-management of five conditions of care re-
sulted in quality scores for falls, incontinence, and  
dementia that were 22 to 50 percentage points 
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To be implemented in some health sys-
tems, interventions may need to be modified. 
For example, using registered nurses rather 
than nurse practitioners as dementia care man-
agers can reduce staffing costs and address  
access in areas that may lack advanced practice 
nurses. However, these reduced staff costs must 
be weighed against the loss of billable income  
that nurse practitioners can generate. Even the 
best models of care are rarely “shelf ready,” such 
that modifications need to be made both prior to 
and after their implementation. Formal coaching 
by those who developed the models can be valu-
able in ensuring fidelity to the successful inter-
vention by making certain that the core principles 
are retained in the adaptation and by providing 
experience of which modifications might be  
effective or ineffective (Ganz et al., 2016).

When developing approaches to team care, 
the following steps are important:

 ■ Identify the problem being addressed. Is it 
a specific condition (e.g., falls, dementia) or 
overall care coordination (e.g., preventing 
readmissions, safe transitions)?

 ■ Decide whether a team is the most effective 
approach. Sometimes an individual provider 
who has comprehensive understanding of the 
patient may be more effective and efficient 
than a team of providers.

 ■ If team care is to be provided, plan how 
each member can work to the top of his 
or her capabilities or license. Think about 
how to make the care efficient and avoid 
duplication of effort.

 ■ Get input from stakeholders, especially those 
who may be skeptical and may impede the 
program’s progress by refusing to refer patients 
or ignoring the team’s recommendations.

 ■ Establish metrics to gauge success. Early 
on, these are likely to be quality measures. 
Improved clinical outcomes and reduced 
costs will take more time to demonstrate 
success.

 ■ Expect false starts. Regardless of how many 
hours are spent sitting around a table and 
planning, no healthcare program ever works 
exactly as planned. Numerous decisions 

both within and outside the health system (Bass 
et al., 2013; Bass et al., 2014).

 ▸ Practice Challenges
Team care models have not been integrated 
into most practices. Some barriers to delega-
tion include state and federal regulations about 
which types of providers can provide specific 
services. These range from laws specifically pro-
hibiting the provision of some care processes 
by para-professionals to exclusions from reim-
bursement (e.g., noncertified staff cannot pro-
vide services billed under the Chronic Care 
Management code). However, much of the lack 
of adoption of delegated care may be due to re-
luctance by PCPs, other professionals, and ad-
ministrators, who may perceive their staff as 
being unable or too busy to perform additional 
data-gathering tasks.

An insufficiently prepared workforce is an-
other barrier to team-based care. Historically, 
healthcare professionals have received little, if any, 
training in how to work in teams to provide care. 
In the John A. Hartford Foundation–supported 
Geriatric Interdisciplinary Team Training initia-
tive, efforts to promote interdisciplinary team 
training were implemented in nine health sys-
tems. An important barrier to team training was 
“disciplinary split,” referring to the attitudinal 
and cultural traditions of different health profes-
sions faculty and students (Reuben et al., 2004).

Chronic care management models also have 
barriers to diffusion and implementation. They 
often need to be adapted to fit the culture and 
resources of the adopting system, including the 
payer mix. Team members require infrastructure 
to support them (e.g., answering calls, sched-
uling) or they are likely to become inefficient, 
performing tasks that less expensive staff could 
do. Even in programs that achieve cost savings,  
an initial upfront investment in hiring and train-
ing personnel is required. Organizational read-
iness, institutional support, and structure have 
been identified as other key elements of suc-
cess in geriatrics interdisciplinary team train-
ing (Reuben, Yee, et al., 2003).
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must be made that require compromise 
between the intentions of design and the 
practicality of implementation. Even when 
implemented, surveillance is necessary; 
mid-course correction may turn a failure 
into success (Peikes, Peterson, Brown, Graff, 
& Lynch, 2012).

 ■ Get the word out about the program. Pub-
lish the results, and present them at every 
opportunity.

 ▸ Summary
With the growth of the elderly population, 
healthcare professionals and systems are having 
increasing difficulty meeting quality standards 
and achieving good clinical outcomes while con-
taining costs. Team care approaches are valuable 
strategies to resolve these problems. The spec-
trum of team care ranges from delegation of less 
skilled tasks to comprehensive models that pro-
vide ongoing care management, in which mul-
tiple disciplines are involved in the design and 
implementation.

With the continuing desire of health sys-
tems to achieve the Triple Aim, it is likely that 
these models will be increasingly adapted and 
adopted, and new models will be created. These 
models will need to be evaluated in clinical trials 
and other research designs that include compar-
ison groups. Moreover, adopting organizations 
should monitor implementation to ensure fidel-
ity to the key elements of the intervention and 
reevaluate the program’s effectiveness in their 
own institutions.
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Evidence-Based Models in 
Action That Work
Jonny Macias and Michael L. Malone
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ChapTer ObjeCTives

1. Describe several unique challenges that lead to geriatrics models of care.
2. Understand the vulnerability of frail older adults with multiple comorbidities.
3. Describe key examples of evidence-based and cost-effective geriatrics models of care.
4. Consider strategies to sustain and disseminate geriatrics models of care, as well as to develop 

new models, that will meet changes in Medicare payment systems.

 ▸ Introduction
The population in the United States will dramat-
ically change over the next decades, as its older 
population will experience significant growth in 
its numbers. Older adults are the fastest-growing 
segment of the U.S. population. This expected 
change in the older population will bring a 
larger number of older adults with multiple 

comorbidities into the healthcare arena—cre-
ating new challenges for healthcare systems, 
healthcare providers, and policymakers. The 
intense focus on new value-based, outcome-ori-
ented payment models supports the develop-
ment and implementation of evidence-based 
models that can improve care and lower costs.

Older adults who develop frailty or chronic 
medical conditions are particularly vulnerable 

165

Chapter 19

www.ketabpezeshki.com                                 66485438-66485457



during their illness or injury. Common vulner-
abilities among this group include functional 
decline, adverse drug events in response to 
medications, hospitalization and institutional-
ization, readmission to the hospital, delirium, 
and malnutrition. To address the vulnerabili-
ties and challenges of this particular population,  
it is imperative to identify evidence-based  
models of care that are designed to meet the 
unique needs of older adults. Further, geri-
atrics leaders need to deploy “best practice”  
models, which can add value to the care of 
patients within their practice settings. Health 
system leaders will need to identify why this 
care is better than standard care and what  
specifically needs to be done differently.

The key components of geriatrics models of 
care should focus on the following major goals:

 ■ Enable seniors to remain at home.
 ■ Prevent functional disability,
 ■ Preserve patient quality of life.
 ■ Respect patients’ values, preferences, and 

goals.
 ■ Address the needs of caregivers, psychosocial 

needs, and patient safety concerns.

Geriatrics models of care focus on early 
identification of vulnerability. They take into 
account patients with multiple comorbidities 
and rely on interdisciplinary teams (instead of 
individual health providers) to those patients’ 
need. Many of these models use population 
health strategies to identify the needs of older 
adults as they navigate the continuum of care. 
Notably, care coordination is an essential com-
ponent of many of these models.

Most organizations struggle when defin-
ing where they should start in implementing 
such a model. Many different models have been 
proposed, but organizations typically have only 
limited resources to commit to implementing 
best practice strategies. One place to start is by 
identifying the area of care where the needs are 
most compelling—that is, by getting a better 
understanding of the challenges of older patients 
and their family caregivers within various set-
tings of the healthcare organization (e.g., the 

emergency department, inpatient, outpatient, 
or the transition from the hospital to post-
acute care). A patient story can be very pow-
erful in helping to define a compelling need to 
improve care. Next, the organization should 
get a feel for the unique needs of the commu-
nity and the context of the care (e.g., rural set-
ting with long distances to travel for patients 
and providers; inner city with lack of access to 
health care for economic reasons). Likewise, it 
should try to understand the financial impact 
of the current care, as well as how improving 
care for that population is consistent with the 
mission of the organization.

This chapter outlines five different settings 
of care and “evidence-based models that work” 
in each site. Although many geriatrics models 
of care are described in this chapter, we recog-
nize that our list is incomplete. The goal here 
is to provide the reader with examples of these 
models in an effort to highlight the key elements 
of successful interdisciplinary care.

 ▸ Geriatrics Models of 
Care

Hospital-Based Models
Acute Care for Elders
An Acute Care for Elders (ACE) unit is designed 
to prevent functional decline in hospitalized 
older adults. The key elements of the originally 
described ACE unit include a prepared environ-
ment, with the main goal of enhancing safety 
and independence; patient-centered care; med-
ical care review to assure safe medical care; and 
interdisciplinary team rounds (Table 19-1).

Three randomized clinical trials (RCTs) 
confirmed the benefits of the ACE model of care 
as compared to usual care. Patients admitted to 
ACE units are discharged with less disability 
and a shorter hospital length of stay, and are less 
likely to transition to a skilled nursing facility. 
The total cost of hospitalizations is slightly lower 
on the ACE units (Landefeld, Palmer, Kresevic, 
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the quality of care for older adult patients in 
hospitals and healthcare organizations. NICHE 
implements evidence-based best practices 
into hospital care. This model of care focuses on 
improving nursing clinical knowledge and nurs-
ing skills. At the heart of NICHE is the geriat-
ric nurse specialist, who prepares staff nurses to 
serve as clinical resources on geriatric issues to 
other nurses on medical–surgical units.

NICHE promotes the use of interdisciplin-
ary teams and provides practical tools to improve 
care for older adults. This model of care supports 
the implementation of evidence-based, geriat-
ric care for multiple geriatric syndromes: man-
agement of pain, prevention of pressure ulcers, 
adverse medication events, delirium, falls, and 
management of urinary incontinence (Capezuti 
et al., 2012). NICHE has been widely dissemi-
nated in North America.

Care Transitions Models
Care Transition Intervention
The Care Transition Intervention program was 
designed to empower individuals to under-
stand their health needs and to make decisions 
to manage their care. The key outcome of this 
intervention is reduced hospital readmissions 
of vulnerable older adults. This model fea-
tures a nurse as a coach, who helps teach and 
guide the older patient. The patient and family 
are trained by the transition coach to identify 
worsening symptoms or “red flags” and effec-
tively communicate with a patient’s primary care 
provider or specialist. The transition coach also 
assists and trains the patient and family in med-
ication self-management.

The transition coach does not provide 
direct patient care services, but instead makes 
home visits in the month following the patient’s 
hospital discharge. An RCT involving hospital-
ized older adults with at least one risk factor for 
unplanned readmission demonstrated lower rehos-
pitalization rates among this group when com-
pared to a control group at 30 days (8.3% versus 
11.9%, p = 0.48) and at 90 days (16.7% versus 

Fortinsky, & Kowal, 1995). The strength of the 
ACE unit model is the potential to disseminate 
this care within an entire hospital or a healthcare 
system. The ACE Tracker in the electronic health 
record has changed the ACE paradigm from a 
unit-based model to a single-page report that 
identifies vulnerable older patients on each 
medical–surgical unit throughout the hospital. 
This practical tool has been used to bring the 
ACE model to scale. In addition, mobile ACE 
teams have been implemented in many hospi-
tals in an effort to disseminate the best practice 
from one site to multiple nursing units within 
a medical center.

Hospital Elder Life Program
The Hospital Elder Life Program (HELP) is an 
evidence-based model of care designed to pre-
vent delirium. This model’s multicomponent 
intervention deploys six standardized proto-
cols that address specific risk factors for delir-
ium: cognitive impairment, sleep deprivation, 
immobility, visual impairment, hearing impair-
ment, and dehydration. The effectiveness of 
HELP was demonstrated in a prospective, indi-
vidual matching strategy study called the Delir-
ium Prevention Trial. The incidence of delirium 
was significantly lowered in this study (9.9% 
among patients receiving the HELP interven-
tion, compared to 15% in the control group, 
p = 0.02) (Inouye et al., 1999). Additional stud-
ies of this model have shown that those individ-
uals enrolled in this program have lower rates 
of delirium, less cognitive decline, less func-
tional impairment, and a decreased rate of hos-
pital falls. HELP has been widely disseminated 
and can be replicated in medical units, surgical 
units, and skilled nursing facilities. Additional 
aspects of cognitive assessment are noted in the 
Cognitive/Mentation Assessment chapter.

Nurses Improving Care for 
Healthsystem Elders
Nurses Improving Care for Healthsystem Elders 
(NICHE) is a nursing model designed to improve 
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and/or caregiver, and the patient’s understand-
ing is assessed through patient “teach-back.”  
Communication with other providers is assured 
through personal communication and a dis-
charge summary. While evidence basis for this 
model is not as strong as the two transitions 
models described earlier, Project BOOST has 
achieved wide dissemination through the efforts 
of the Society of Hospitalist Medicine (Society 
of Hospital Medicine, n.d.).

Community-Based Models
Program of All-Inclusive Care for 
the Elderly
The Program of All-Inclusive Care for the  Elderly 
(PACE) provides comprehensive primary care 
for participants age 55 and older. Its main goal 
is for its participants to be able to continue liv-
ing in the community. PACE services are pro-
vided at a day health center; in addition to 
medical care, this center provides nursing ser-
vices, physical and occupational therapy, rec-
reational therapies, meals, nutrition services, 
social work, and personal care. PACE is a cap-
itated program that coordinates all services to 
 participants covered by Medicare and Medicaid. 
This basis also enables the PACE program to 
provide services or medical equipment, which is 
not  typically covered by Medicare or Medicaid 
(Table 19-3). The 119 PACE programs are avail-
able in 32 states (Halter et al., 2017; Malone, 
Capezuti, & Palmer, 2015).

Geriatric and Evaluation 
Management
Geriatric and Evaluation Management (GEM) 
is an interdisciplinary team of healthcare pro-
fessionals designed to assess older adults’ med-
ical, functional, psychosocial, nutritional, and 
environmental needs. This model of care devel-
ops an overall plan for treatment and follow-up, 
with the recommendations being submitted to 
the primary care physician. The interdisciplin-
ary team, which is led by a geriatrician, generally 

22.5%, p = 0.04) (Coleman, Parry, Chalmers, &  
Min, 2006). This model has been widely dis-
seminated, with key components becoming 
the standard of care in the United States. The 
reader is encouraged to review further notes 
on care transitions highlighted in the Transi-
tions of Care chapter.

Transitional Care Model
The Transitional Care Model (TCM) is designed 
to improve the process of comprehensive dis-
charge planning after an acute medical or sur-
gical illness. A nurse practitioner or a registered 
nurse coordinates early discharge planning with 
the patient, family, attending physician, and 
other health professionals. In RCTs, the TCM 
intervention reduced 30- and 90-day hospital 
readmissions and total days of readmission, and 
reduced total costs of care for 90 days follow-
ing discharge. Patient satisfaction and quality 
of life were likewise improved in the interven-
tion group (University of Pennsylvania School 
of Nursing, n.d.). As the title of this chapter sug-
gests, this model works—it has a very strong evi-
dence base (Table 19-2).

Better Outcomes for Older 
Adults Through Safe Transitions
The Better Outcomes for Older Adults Through 
Safe Transitions (BOOST) model of care is a 
quality improvement project developed by the 
Society of Hospital Medicine and intended 
to optimize hospital discharge processes and 
improve communication among healthcare 
providers. The Project BOOST developers cre-
ated a tool for assessing risk of readmission 
and preparation for transitions of care. Inter-
ventions include (1) a list of items demonstrat-
ing general assessment of preparedness for the 
transition from the hospital and (2) a check-
list to review during hospitalization to prepare 
for care transitions. Project BOOST also uses a 
structured approach for medication reconcilia-
tion. Medications are reviewed with the patient 
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usual care (Boult et al., 2013). This model has 
been implemented in Medicare HMO (health 
maintenance organization) settings.

Geriatric Resources for 
Assessment and Care of Elders
The Geriatric Resources for Assessment and Care 
of Elders (GRACE) model is a cost-effective, 
patient-centered team care model that focuses 
on improving the health of older adults in their 
homes. This model of care features a nurse 
practitioner, a social worker, and an interdisci-
plinary care team. The key components of the 
GRACE model are an in-home geriatric assess-
ment, an individualized care plan, an interdis-
ciplinary team conference, and primary care 
collaboration. The nurse practitioner and the 
social worker collaborate with the primary 
care physician to implement the GRACE care 
plan. The GRACE support team then moni-
tors the care plan implementation of the inter-
disciplinary team’s suggestions (Table 19-3).

Among a group of older patients at high risk 
for healthcare utilization, the GRACE interven-
tion reduced emergency department visits and 
hospital admission rates during the second year 
of the intervention (Counsell et al., 2007). This 
model has been successfully implemented at 
Veterans Administration facilities (Indianapolis 
and Atlanta) as well as at the HealthCare Part-
ners Medical Group in Los Angeles.

UCLA Alzheimer’s  
and Dementia Care
The University of California, Los Ange-
les (UCLA) Alzheimer’s and Dementia Care 
(ADC) model provides comprehensive, coor-
dinated, patient-centered care for patients with 
 Alzheimer’s disease and other dementias. The 
key components of this model of care con-
sist of patient  recruitment, structured needs 
assessments, creation and implementation of 
individualized dementia care plans, thoughtful 

consists of nurses, social workers, and geria-
tricians, but may also include other members, 
such as an occupational therapist, physical ther-
apist, psychologist, pharmacist, and nutrition-
ist. These members assess the patient based on 
the patient’s needs and the setting.

The goal of the GEM model of care is to 
develop a comprehensive plan to improve the 
patient’s quality of life and maximize the patient’s 
function. This program also ascertains the 
patient’s goals of care, advance directives, and 
end-of-life wishes.

The evidence base for this model comes from 
both inpatient and outpatient settings. When 
compared to usual care, frail older patients who 
received care on a GEM unit had a lower mor-
tality rate, were less likely to be discharged to 
a skilled nursing facility, and had better func-
tional outcomes. The evidence from the outpa-
tient setting shows better mental health scores 
for patients with the GEM model, but similar 
costs and clinical outcomes as with the tradi-
tional care model. The GEM model is currently 
applied primarily in Veterans Administration 
(VA) settings (Cohen et al., 2002).

Guided Care Model
The guided care model is intended to improve 
the quality of care and efficiency of resources 
used by older adults with complex health needs. 
This model includes a registered nurse as a 
guided care nurse (GCN). The GCN is based 
in the primary care office to facilitate commu-
nication with the primary care physician and 
office staff. The GCN’s clinical activities include 
assessment of the patient’s medical, functional, 
cognitive, psychosocial, and environmental  
status. The GCN also develops care planning,  
promotes the patient’s self-management of chronic 
conditions, monitors the patient’s symptoms 
and adherence, coordinates care with providers 
across all care settings, and facilitates access to 
community resources. Patients enrolled in this 
model (and their family caregivers) report bet-
ter quality of chronic care when compared to 
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facilitation of transitions in care, and 24/7 access 
to a geriatrician for assistance and advice. The 
ultimate goal of this model is to help patients 
with dementia maintain independence and 
functioning.

The ADC program has been successfully 
implemented in a fee-for-service Medicare pop-
ulation in a large medical group at UCLA. Ini-
tial evidence shows that individuals who receive 
this intervention achieve very high quality rat-
ings on ACOVE measures (Jennings et al., 2016). 
This model received initial funding from the 
Center for Medicare and Medicaid Innovation. 
New billing codes for dementia care may make 
its implementation feasible within the Medicare 
fee-for-service model.

Home Care Models of Care
Hospital at Home
This home-based model of care provides patient 
evaluation and management services usually 
performed in the acute inpatient hospital set-
ting. Selecting appropriate patients with specific 
medical conditions is critical to the success of  
Hospital at Home. The following conditions have 
been treated in this model: community-acquired 
 pneumonia, chronic obstructive pulmonary 
 disease, chronic heart failure, cellulitis, sepsis 
due to urinary tract infection, complicated 
 urinary tract infection, ischemic cerebrovascu-
lar accident, pulmonary embolism, deep venous 
thrombosis, pancreatitis, Parkinson’s disease, 
and dehydration. Patients receiving Hospital 
at Home services report greater satisfaction as 
compared to those patients who receive care 
in a traditional inpatient setting. Length of 
stay is generally shorter for Hospital at Home 
patients, and this model is less expensive than 
traditional care (Leff et al., 2005). This model 
of care has been deployed in settings where the 
care is paid for by Medicare HMOs. In addi-
tion, this model is currently under study by 
the Center for Medicare and Medicaid Inno-
vations Office (Table 19-4).

Home-Based Primary Care
The Home-Based Primary Care (HBPC) model 
of care targets veterans with multiple chronic dis-
eases. The HBPC team consists of a nurse, physi-
cian, nurse practitioner, social worker, rehabilitation 
therapist, dietitian, pharmacist, and psychologist. 
This program’s main goal is to provide long-term 
care for individuals who have chronic and complex 
disabling diseases, helping them avoid unwanted 
emergency visits and hospital admissions. This 
model has been successfully deployed in the VA 
healthcare system in both urban and rural set-
tings. Studies showed that costs of (Medicare and 
VA) care in this model were lower than projected 
costs, and hospitalization rates were lower than 
during a period without this program (De Jonge 
et al., 2014). In short, this model has been well 
received by veterans. The most compelling argu-
ment in its favor is that it allows those patients 
with complex needs to be served in their homes 
by interdisciplinary teams. Medicare is testing an 
equivalent model called Independence at Home.

Community Aging in  
Place—Advancing Better  
Living for Elders
The Community Aging in Place—Advancing 
Better Living for Elders (CAPABLE) model of 
care is a patient-directed, team-based interven-
tion that integrates a registered nurse, an occu-
pational therapist, and a licensed handyman. 
The main goal of this program is to keep older 
adults at home, while helping them remain safe 
and functional. The occupational therapist assists 
by identifying and prioritizing problematic func-
tional areas, as well as by assessing the patient’s 
safety, difficulty, and efficiency, and the presence 
of environmental barriers. The occupational 
therapist determines the need for environmental 
modifications and assistive devices. The handy-
man works on home modifications and repairs 
to achieve the patient’s functional goals. A reg-
istered nurse assists the patient in identifying  
areas that can potentially affect daily function  
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(e.g., pain, depression, strength, balance, medica-
tion management, and ability to communicate with 
the primary care provider). In the initial assess-
ment of this model, those older patients enrolled 
in this program had lower nursing home utiliza-
tion, improved functioning and quality of life, and 
reduced healthcare costs (Szanton et al., 2015).

Long-Term Care–Based Models
Interventions to Reduce Acute 
Care Transfers Program
The Interventions to Reduce Acute Care Trans-
fers (INTERACT) program focuses on improving 
the identification, evaluation, and management 

Table 19-4 home Care Models of Care

Model of Care Goal Key Components

Findings That 
Support the 
Intervention

Hospital at 
Home

In-home care for older 
patients who are medi-
cally suitable with:

 ■ Pneumonia
 ■ Congestive heart 

failure exacerbation 
 ■ Chronic obstructive 

pulmonary disease 
 ■ Cellulitis

 ■ Eligibility criteria 
 ■ Direct nursing care 
 ■ Medical equipment 
 ■ Medicines

Nonrandomized, 
controlled study 
showed shorter 
length of stay.

Higher patient and 
caregiver satisfaction.

Lower delirium 
incidence and lower 
cost of care.

Home-Based 
Primary Care 
(HBPC)

Primary care and care 
coordination at home

 ■ Geriatrician, nurse 
practitioner, and 
social worker 
working together 

 ■ Periodic follow-up

Studies demonstrate 
improved quality of 
life without added 
cost.

Independence 
at Home

Primary care and
care coordination at 
home for frail older 
adults

 ■ Assessment within 
24–72 hours of 
hospital discharge 

 ■ Nurse practitioner 
 ■ Home health agency

Case-controlled 
study showed cost 
reduction.

Community 
Aging in Place—
Advancing 
Better Living for 
Elders (CAPABLE)

Help older adults 
remain in their homes 
longer, improve health 
outcomes, and decrease 
medical costs

 ■ Nursing care 
assessment 

 ■ Occupational 
therapy assessment 

 ■ Handyman: home 
repairs based on the 
assessments

Preliminary findings:

 ■ Reduced nursing 
home utilization 
and hospital 
admissions 

 ■ Improved 
functioning and 
quality of life 

 ■ Reduced 
healthcare costs
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Table 19-5 Long-term Care–Based Models

Model of Care Goal Key Components

Findings That 
Support the 
Intervention

Interventions to 
Reduce Acute 
Care Transfers 
(INTERACT)

Reduce potentially 
avoidable 
hospitalizations 
from subacute and 
long-term care 
facilities

 ■ Nursing education 
 ■ “Stop and Watch” 
 ■ SBAR (situation–

background-assessment–
recommendation) 
communication 

 ■ Improve communication 
with healthcare providers

Quality improvement 
studies show 
reductions in hospital 
admissions.

Decreased 
readmission rate.

Initial analysis 
suggests savings to 
Medicare.

of acute changes in the condition of individuals 
in post-acute and long-term care. It emphasizes 
the use of quality improvement tools, the use of 
tools to improve communication, implementa-
tion of decision support tools, early identifica-
tion and evaluation of changes in the patient’s 
condition, management of common changes in 
the patient’s condition, and advance care plan-
ning. Effective implementation of the INTER-
ACT program has been associated with reductions 
in hospitalization of nursing home residents 
(Ouslander, Bonner, Herndon, & Shutes, 2014). 
This model has been successfully disseminated to 
numerous long-term care facilities in the United 
States (Table 19-5).

 ▸ Strategies to 
Implement, Sustain, 
and Disseminate 
Geriatrics Models of 
Care

A business plan is essential to implementing 
any geriatrics model of care successfully. The 
costs of each program are typically those for 

the personnel who staff the model. For some 
programs, there is no direct reimbursement 
through the Medicare or Medicaid fee-for-ser-
vice model. The key element of the business 
plan for most of these models is preventing 
loss of revenue and improving the quality of 
care for the older adults. Many of these geriat-
rics models of care will become more relevant 
as the payment systems change from fee- 
for-service to value-based payments.

Sustaining these models requires contin-
ued efforts to improve care, along with cham-
pions who can promote the program. Critical to 
the survival of these evidence-based models of 
care is the development of a strategic plan and 
a communication plan. To ensure success, it is 
critical to provide data and reports regularly 
that demonstrate the impact on patients and the  
financial outcomes. Finally, the organization 
must be able to describe how the model of care 
helps to accomplish its mission.

If there is good evidence that these models 
work, why are they not widely disseminated across 
U.S. hospitals and healthcare systems? Several rea-
sons explain their slow rollout. Reimbursement 
by Medicare has traditionally favored providing 
more care, whereas the implementation of most 
of these models leads to less utilization of ser-
vices. Further, many of these geriatrics models 
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of care require providers to critically review their 
care daily workflow and strive for continuous 
improvement—a prospect that takes time and 
effort. Moreover, gaining support of key stake-
holders and hospital administrators is essential 
to develop these evidence-based models of care 
for vulnerable older adults. Lastly, much of the 
training of the current U.S. healthcare work-
force is directed toward care delivery, instead 
of toward systems improvement.

 ▸ Summary
To successfully disseminate geriatrics models  
of care that work, organizations must keep a 
few points in mind. First, they must be able to  
define the needs of a large population of pati-
ents who need care. Second, they must define  
efficiencies that can allow team members to 
work on the same project across multiple set-
tings (a common healthcare record system, or a 
common organizational goal). Lastly, they must 
define a vision in which multiple facilities strive 
to work on together. A wide range of successful 
evidence-based models have been  developed that 
are tailored to different care settings. Changes 
in reimbursement favor these models, which 
focus on outcomes over utilization.

As the United States moves toward adopt-
ing quality payment programs for healthcare 
professional reimbursement systems, opportu-
nities will arise for many new models of geri-
atrics practice. The new themes of care will 
emphasize improved coordination of care and 
improved value for the care that is delivered. We 
remain humble in trying to better serve older 
adults (and their family caregivers) with their 
healthcare needs.
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Advance Care Planning
Amy Berman, Sheena Thakkar, Nanxing Li, and Maureen Henry

Key Terms

Advance care planning Advance directive

ChapTer ObjeCTives

1. Understand the purpose of advance care planning.
2. Identify and describe the types of advance directives.
3. List four key considerations in the advance care planning process.

 ▸ Introduction
Death is an inevitable part of the human life cy-
cle. The aging process begins at birth and culmi-
nates with the dying process. While death may 
be sudden or expected, and while it may occur 
in childhood or as an adult, most deaths hap-
pen in older age and are preceded by a course 
of illness and subsequent decline. The nature 
of the decline may be rapid, or it may be vari-
able, with multiple periods of decline and im-
provement occurring before the final decline 
and death. Whatever the final course, death is 

a fact of life and as such can be anticipated from 
the moment of birth.

The dying process has changed with the ad-
vent of cutting-edge procedures, medications, 
and technology aimed at delaying death. The 
emergence of innovations in health care capable 
of supporting life as the body, mind, and spirit 
fade has raised ethical issues related to patient 
autonomy. The question may not be whether we 
can keep a person alive artificially, but rather 
what that person would want his or her care to 
look like and would want to avoid at the end of 
life. A number of court cases, including those 
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involving Terri Schiavo, Nancy Cruzan, and 
Shirley Dinnerstein (Devettere, 2016;  Sedensky, 
2010), prompted and sustained the national 
conversation about the right to participate in 
one’s own end-of-life decisions by stating or 
documenting preferences in advance. Out of 
this conversation came the process we know 
in the United States as advance care planning  
 (Devettere, 2016).

The Patient Self-Determination Act (PSDA) 
was passed by Congress in 1990 and enacted in 
1991. PSDA required hospitals, nursing homes, 
home health care, and health maintenance or-
ganizations (HMOs) accepting Medicare or 
Medicaid funding to provide a written pol-
icy affirming a patient’s right, according that 
state’s law, to accept or refuse treatment and the 
right to complete an advance directive (101st 
 Congress, 1990).

Advance care planning is a process of dis-
cussing values and specific wishes about wanted 
and unwanted care at the end of life. It may oc-
cur in the home, in the community, or within a 
healthcare delivery setting. It can include mem-
bers of the family, friends, or significant others, 
as well as members of the healthcare team in-
cluding physicians, nurses, and social workers. 
Many discussions occur in the context of the 
preparation of legal documents such as a will 
or during consultation with a financial planner.

 ▸ Advance Directives
An advance directive is a document by which 
a person makes provisions for healthcare deci-
sions in the event that, in the future, he or she 
becomes incapacitated and unable to make de-
cisions (Patients Rights Council, 2013). Ideally, 
advance care planning discussions begin before 
a health crisis occurs. The discussions and doc-
uments should be reviewed periodically and as 
health changes, and should be updated to re-
flect the patient’s current preferences.

Advance directives typically contain one of 
two components: the documentation of wishes 
or the designation of a surrogate (Mayo Clinic, 

2014). The statement of wishes might be called 
a living will and the designation of a surrogate 
may be called a healthcare power of attorney. 
A living will provides general guidance about 
which care or treatment an individual would 
want or would not want as part of end-of-life 
care. A healthcare power of attorney designates 
a specific person who may make decisions on 
the individual’s behalf when he or she is unable 
to do so because of health issues.

In addition to advance directives, more 
than half of U.S. states recognize physician or-
ders for life-sustaining treatment (POLST). In 
contrast to the general guidance provided in 
advance directives, POLST forms contain spe-
cific instructions about specific interventions, 
including the overall approach to care, intuba-
tion, and resuscitation. POLST forms are gen-
erally viewed as appropriate for people with a 
life expectancy of less than one year.

For healthcare providers to act on an ad-
vance directive, that document needs to be avail-
able to the clinician. It is critically important that  
(1) advance care planning leads to the documen-
tation of one’s end-of-life preferences in a form 
recognized by that state, (2) the advance direc-
tive or a summary of its contents be accessible to 
the clinical team, (3) the clinical team provides 
care congruent with the documented wishes of 
the patient or his or her designee (proxy), and 
(4) the patient (or proxy) always maintains the 
right to change his or her preferences.

 ▸ Why Is Advance Care 
Planning Important?

Imagine planning for your own death—or 
more specifically, how you will die. We live in a 
death-denying culture. While most people have 
experienced loss, few choose to think about their 
own death. Some people want aggressive care to 
the very end in hopes of more days, no matter 
what the quality of life those days offer. Others 
want to focus on trying to manage pain or symp-
toms, and others would not want to delay death 
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if the quality of life were poor. Many people do 
not die the way they want, and one barrier is the 
dearth of advance care planning.

Nearly 70% of older adults prefer to die at 
home, yet most are likely to die in institutional set-
tings. According to the Centers for Disease Con-
trol and Prevention (CDC), there were 859,464 
deaths of people older than age 85 in the United 
States in 2015. Most of those deaths took place in 
a hospital (22%) or nursing home (36%). By com-
parison, 25% took place at home, and 8% took 
place in hospices (CDC, 2016). One contributor 
to the high rates of deaths in hospitals and nurs-
ing homes is a lack of advance care planning.

Advance care planning is important not 
just to the patient, but also to families who make 
end-of-life care decisions. In one study of family 
members of patients treated in an intensive care 
unit (ICU), the risk of moderate to major post- 
traumatic stress disorder (PTSD) was found in 
48.4% of family members who felt information 
was incomplete, 47.8% of family members who 
shared in decision making, 50% of family mem-
bers whose relative died in the ICU, 60% of those 
whose relative died after someone else made deci-
sions about life-sustaining treatment, and 81.8% 
who participated in life-sustaining treatment de-
cisions (Azoulay et al., 2005). Advance care plan-
ning can help lessen the risk of PTSD and other 
burdens experienced by surviving family members.

Despite the potential value of advance care 
planning, this topic is often not discussed or doc-
umented. Moreover, disparities in end-of-life 
planning are significant. One study of adults ages 
18 and older showed that, of 7946 respondents, 
only 26.3% had an advance directive. The most 
commonly reported reason for not completing 
an advance directive was lack of awareness. The 
completion of advanced directives was associ-
ated with being older, more educated, and hav-
ing a higher income; by comparison, it was less 
frequent among non-white respondents. Indi-
viduals who completed advance directives were 
more likely to report having chronic disease and 
a care plan (Rao, Anderson, Lin, & Laux, 2014).

A systematic review of studies from 2011 to 
2016 led by Katherine Courtright, an instructor 

of medicine in the division of Pulmonary, Al-
lergy, and Critical Care and the Palliative and 
Advanced Illness Research (PAIR) Center at 
University of Pennsylvania, found that among 
approximately 800,000 Americans, 63% had not 
completed any advance directive. Fewer than 
one-third (29.3%) had completed a living will 
that contained specific end-of-life care wishes, 
and roughly one-third (33.4%) had designated a 
healthcare power of attorney (Yadav et al., 2017).

Many healthcare providers who see older 
adult patients raise the importance of end-of-life 
discussions and advance care planning with their 
patients. Yet, clinicians report significant barriers 
that prevent them from having these discussions 
with their patients. Nearly half of the physicians in 
a nationally representative survey conducted by 
PerryUndem Research and commissioned by The 
John A. Hartford Foundation, California Health 
Care Foundation, and Cambia Health Founda-
tion reported that clinicians do not know how 
to have this kind of conversation (Perry Undem 
Research/Communication, 2016). This lack of 
knowledge about how to do advance care plan-
ning stood in stark contrast to the 99% of physi-
cian respondents who reported that they should 
be having these conversations with their patients.

Beginning in 2016, Medicare launched new 
payment codes that provide reimbursement 
for advance care planning (U.S. Department of 
Health and Human Services, 2016). In the first 
year that healthcare providers were allowed to 
bill for these critical discussions, nearly 575,000 
Medicare beneficiaries took part in the conver-
sations, according to Kaiser Health News. Na-
tionwide, slightly more than 1% of Medicare 
beneficiaries received advance care planning 
talks that were billed under Medicare (Alec-
cia, 2017). Use of the billing codes for advance 
care planning varied widely among states, with 
0.2% of older Alaskans and 2.5% of older Ha-
waiians enrolled in Medicare plans participating 
in advance care planning according the Medi-
care billing data. This high degree of variability 
suggests that even within the national context 
of the generally low rates of advance care plan-
ning, there are significant disparities.
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provider asks the patient for permission to pro-
vide information; then, with permission, tells the 
patient about prognosis and treatment options 
and outcomes; then asks the patient to explain 
what he or she heard (Center to Advance Palli-
ative Care, 2013).

The next step in advance care planning is 
the discussion of goals of care. Given the per-
son’s overall health and health trajectory, what 
is he or she trying to achieve? Some commonly 
described goals include independence (e.g., re-
maining at home), physical function (e.g., going 
to church), and pain and symptoms management.

The final step is to reach agreement on a 
care plan that is based on the patient’s care goals, 
and to document the patient’s goals in the form 
of advance directives, where appropriate.

These steps may be repeated several times as 
a patient’s condition worsens. A change in con-
dition or a change in preferences should prompt 
a discussion. In addition, providers should con-
sider the value of revisiting the conversation 
at regularly scheduled intervals, such as dec-
ade birthdays for healthy patients, annually for 
older adults, or within shorter time frames for 
patients with serious illness.

Documentation
Clinicians can provide care congruent with a per-
son’s wishes only if they know what those wishes 
are. Documentation of advance care planning 
discussions and completion of an advance dir-
ective allows members of the healthcare team 
to understand the care preferences and/or the 
 patient’s choice of surrogate in the event the 
 patient is not able to make the necessary deci-
sions. The forms and documentation vary by 
state. In general, the state-approved living will 
and healthcare power of attorney forms may 
be found on each state’s department of health 
website. The patient is advised to keep a copy of 
any advance directive and provide a copy to the 
person with the healthcare power of attorney.

While the process of eliciting the patient’s 
end-of-life preferences is key to advance care plan-
ning, the forms may not always have designated 

 ▸ Best Practices in 
Advance Care Planning

The Conversation
Discussing preferences at the end of life and com-
pleting an advance directive can be done at any 
time across the health trajectory, from people 
who have no known health issues to people ex-
periencing a life-limiting illness. Typically, ad-
vance care planning is initiated with an adult 
population, but even young children experienc-
ing serious illness can document their wishes. 
That said, advance care planning with a healthy 
person looks very different from advance care 
planning with a seriously ill individual. Peo-
ple living with serious illness or disability need 
information about their condition and its tra-
jectory, as well as treatment options and their 
outcomes, to fully participate in decisions about 
care and treatment.

Advance care planning discussions with a 
patient experiencing serious health challenges 
should begin with information sharing. As the 
patient approaches the end of life, the healthcare 
team identifies the clinical conditions and the 
likely course of the disease, also known as the 
prognosis. Before sharing emotionally charged 
information about prognosis, however, provid-
ers should ask the patient about preferences for 
receiving information, because some people do 
not want such information. With permission, 
the provider should share information that in-
cludes the context of the person’s health, options 
for care and treatment, and the anticipated out-
comes based on the choices for care and probable 
treatment outcomes. It is this critically import-
ant sharing of information (prognosis, treatment 
options, and treatment outcomes) that enables 
the patient to fully participate in care decisions 
and advance care planning.

Given the emotionally charged nature of a 
discussion of health challenges, it is important 
to affirm the patient’s understanding. One struc-
tured approach to eliciting the patient’s under-
standing is known as “ask–tell–ask,” wherein the 
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(https://theconversationproject.org) was launched 
to encourage the discussions necessary for ad-
vance care planning. Its Conversation Starter 
Kit contains tools and resources for patients 
and families (The Conversation Project, 2017).

The American Bar Association Toolkit for 
Health Care Advance Planning (https://www 
.americanbar.org/groups/law_aging/resources 
/health_care_decision_making/consumer_s 
_toolkit_for_health_care_advance_planning 
.html) contains worksheets that patients and 
their family can work through as they engage 
in advance care planning.

Prepare for Your Care (https://preparefor 
yourcare.org/welcome) is a website where ques-
tion prompts and videos can be used to engage 
patients and families in advance care planning.

In addition, the American Geriatrics So-
ciety, the American Academy of Hospice and 
Palliative Care, and the American Academy of 
Nursing all have guidelines for clinicians in ad-
vance care planning.

 ▸ Practice Challenges
While advance care planning and advance dir-
ectives provide patients with the opportunity 
to influence their care when they are unable 
to make decisions or communicate their pref-
erences, both bring challenges. Advance care 
planning must be an ongoing process as people 
move through life and illness because prefer-
ences can change with time and in different cir-
cumstances, but patients may view it as “once 
and done.” A meta-analysis of studies on pref-
erence stability over time suggests that between 
11.1% and 37% of patients have unstable pref-
erences about life-sustaining treatments (Au-
riemma et al., 2014). Another challenge is that 
advance directives may be signed years before 
they are used, which may cause discomfort in 
providers who have to rely on them.

As noted earlier, physicians think advance 
care planning is important, but nearly half feel 
unprepared to have the conversation. Trained 
physicians are critical to ensure that patients 

areas that capture what a patient wants or wishes 
to avoid. The clinical team can add notes on 
the form or in an attachment and in the clini-
cal record to support the patient’s right to self- 
determination at end of life.

As people near the end of life and are ex-
pected to die within the next year, providers 
in states where they are offered should discuss 
physician orders for life-sustaining treatment 
forms as part of advance care planning. POLST 
forms are medical orders signed by the patient 
and the healthcare provider (physician, nurse 
practitioner, or physician assistant, depending 
on state law) that lay out the types of medical 
treatment a patient wishes to receive at the end 
of life. POLST forms are more likely than ad-
vance directives to be followed because they are 
more specific than advance directives and leave 
less room for interpretation. The POLST level 
of specificity can be determined only further 
along in the disease trajectory, as a patient ap-
proaches the end of life. Because they are more 
likely to be followed, however, creating POLST 
forms that accurately reflect the patient’s goals 
and preferences is critical.

When a POLST form appropriately reflects 
the patient’s goals and preferences, it can pre-
vent unwanted care and treatments and align 
care with patient goals and preferences (Coa-
lition for Compassionate Care, 2017). An ad-
vantage of the POLST process is its specificity. 
Some states have a POLST registry or database 
that allows emergency medical services (EMS) 
providers, emergency department providers, and  
other members of the healthcare team to access 
the content of the POLST form.

As valuable as advance directives might be, 
no person can be forced to complete an advance 
directive or POLST form. Indeed, it is against 
the law to require a patient to have an advance 
directive (American Bar Association, n.d.).

Tools
A number of tools are available to support cli-
nicians, patients, and families in the process of 
advance care planning. The Conversation Project 
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with serious illness can receive the information 
and assistance they need to engage in advance 
care planning. Training is available to providers 
through organizations such as VITALtalk, the 
Ariadne Labs Serious Illness Care programs, the 
Center to Advance Palliative Care, and Respect-
ing Choices. In addition, online training and re-
sources are publicly available from the Veterans 
Administration’s Life Sustaining Treatment De-
cisions Initiative.

Advance directive forms are typically au-
thored by state legislators in language that is 
very broad because it is designed for everyone, 
from healthy 18-year-olds to frail 95-year-olds. 
This broad language can be very challenging 
for providers to interpret and apply in specific 
clinical scenarios and, in turn, the lack of clar-
ity can diminish the value of advance directives. 
If clinicians are unclear about the meaning or 
intent of an advance directive, it may be dis-
regarded or may result in the provision of un-
wanted care.

 ▸ Summary
Advance care planning and advance directives 
have the potential to empower patients and fam-
ily members and to support patient autonomy 
and preserve the right to self-determination. 
Providers play a critical role in supporting their 
patients’ end-of-life preferences by eliciting pref-
erences in advance care planning discussions 
and documenting them in the form of advance 
directives. To fulfill that role successfully, pro-
viders need to seek training in advance care 
planning and must initiate these discussions 
with their patients—especially those living with 
serious illness.
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KEY TERMS

Delirium Dementia

CHAPTER OBJECTIVES

1. Understand the key differences between dementia and delirium.
2. Describe assessment of each domain of cognitive capacity.
3. Identify common standardized initial screening tools for dementia.

 ▸ Introduction
The number of people affected by cognitive im-
pairment and dementia is predicted to double 
over the next 20 years, leading some to warn 
of an impending “dementia epidemic” (Prince 
et al., 2016). The psychological, social, and 
physical burdens of cognitive decline deeply 
affect patients and family members, leading to 
increased healthcare utilization as well as in-
creased morbidity and mortality (Bellelli et al., 

2007; Boustani et al., 2010; Fick, Steis, Waller, & 
Inouye, 2013). Patients with cognitive impair-
ment have a significantly increased risk of com-
plications related to confusion and functioning. 
For example, cognitive decline can lead to loss of 
independence (Francis & Kapoor, 1992; Inouye 
& Charpentier, 1996), postoperative complica-
tions (Marcantonio et al., 1994), and behavioral 
difficulties (Cooper, Mungas, & Weiler, 1990). 
Individuals who develop cognitive impairment 
are highly susceptible to experiencing delirium 
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during hospitalization, postoperatively, and  after 
discharge from the hospital (Francis & Kapoor, 
1992; Marcantonio et al., 1994; McCartney & 
Palmateer, 1985), which in turn may lead to in-
creased morbidity and mortality.

Clinicians working in primary care settings, 
emergency rooms, and hospitals are on the front 
lines for identifying early cognitive decline and 
can play an enormous role in helping mitigate 
the impact of cognitive decline on health. Recog-
nition of this condition can help identify modi-
fiable risk factors and assist patients and family 
members in preparing for and coping with its 
potential consequences. Yet early diagnosis, in 
particular, can be a challenge given the subtle na-
ture of the changes experienced by the affected 
individual and the fact that some older peo-
ple may be able to compensate for their symp-
toms when they are present. Common barriers 
to recognizing cognitive decline include clini-
cians’ worries about prematurely or inaccurately 
diagnosing dementia as well as concerns about 
causing stigma and psychological distress to 
patients (Lliffe & Manthorpe, 2004). Even with 
these concerns, several studies suggest that pa-
tients and families prefer early disclosure of a 
diagnosis (van den Dungen et al., 2014).

As the U.S. health system shifts toward 
emphasizing patient- and family-centered out-
comes such as quality of life and incentivizing 
clinicians to reduce hospital lengths of stay and 
readmission rates, there are new reasons to pay 
closer attention to signs of cognitive impairment. 
In addition, the increased accessibility of brief 
pragmatic assessment tools and team-based ap-
proaches to care could lead to better outcomes 
for people at risk for dementia.

 ▸ Defining Dementia 
and Cognitive 
Impairment

Dementia is a syndrome that spans a spectrum 
of patient condition. Given these variations, one 
useful diagnosis is that from the Diagnostic and 

Statistical Manual, Fifth Edition (DSM-V; Amer-
ican Psychiatric Association, 2013), as it can give 
a useful starting point. DSM-V uses the term 
“major neurocognitive decline” to characterize 
dementia as a decline of cognitive capacity in-
volving at least one of the following domains:

 ■ Learning and memory
 ■ Language
 ■ Executive function
 ■ Complex attention
 ■ Perceptual-motor function
 ■ Social cognition

Importantly, the deficits must be severe 
enough to significantly affect daily functioning 
and not be otherwise explained by delirium or 
psychiatric disorder (see Box 21-1).

 ▸ Differential Diagnosis
Before delving into cognitive assessments, it is 
useful to consider the differential diagnosis of 
cognitive impairment. Particularly in the acute 
setting, the initial distinction that must be made 
by the clinician is between dementia and delir-
ium. At the outset, it must be emphasized that 
older adults may exhibit delirium superim-
posed on dementia. The aged central nervous 
system may be especially vulnerable to dysfunc-
tion brought about by metabolic disturbances. 
A decline in function of persons with dementia 
should prompt a search for potentially  reversible 
conditions.

At the same time, a diagnosis of delirium 
warrants further evaluation even after delirium 
resolves, recognizing the correlation between 
dementia and delirium. Delirium—a term that 
is interchangeable with the terms acute confu-
sional state and encephalopathy, is marked by 
a disturbance in arousal and attention, usually 
of acute onset (i.e., in hours or days) with fluc-
tuations during the course of a day. This con-
trasts substantially with the onset of dementia, 
which is typically more slowly progressive and 
occurs over a longer period of months to years 
and with fewer fluctuations. The disturbance in  
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Box 21-1 Diagnostic Criteria for Major Neurocognitive Disorder

Major Neurocognitive Disorder
Diagnostic Criteria
 A. Evidence of significant cognitive decline from a previous level of performance in one or more 

cognitive domains (complex attention, executive function, learning and memory, language, 
perceptual-motor, or social cognition) based on:

 1. concern of the individual, a knowledgeable informant, or the clinician that there has been a 
significant decline in cognitive function; and

 2. a substantial impairment in cognitive performance, preferably documented by standardized 
neuropsychological testing or, in its absence, another quantified clinical assessment.

 B. The cognitive deficits interfere with independence in everyday activities (i.e., at a minimum, 
requiring assistance with complex instrumental activities of daily living such as paying bills or 
managing medications).

 C. The cognitive deficits do not occur exclusively in the context of a delirium.
 D. The cognitive deficits are not better explained by another mental disorder (e.g., major depressive 

disorder, schizophrenia).

reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (Copyright ©2013). american psychiatric 
association. all rights reserved.

attention seen in delirium can be described as 
a change in the person’s ability to direct,  focus, 
and sustain his or her attention. Lethargy and 
drowsiness are easily recognizable signs of a dis-
turbance in arousal; a more subtle sign  occurs 
when a family member notices that the  patient is 
more easily distracted from a task or conversation.

The key aspect of diagnosing delirium is 
 establishing the patient’s baseline mental status. 
It is therefore essential to take a good history 
from a caregiver or family member when pos-
sible.  Establishing the rapidity of the changes is 
key in differentiating delirium from dementia. It 
cannot be overemphasized, however, that delir-
ium is a syndrome, not a diagnosis. Delirium re-
quires further evaluation for its underlying causes 
and includes its own wide differential work-up 
(Inouye, 2006), even if dementia is also present.

Once delirium is definitively ruled out, or 
when it is recognized and steps are taken to treat 
the underlying cause, the clinician must then 
determine whether global cognitive impair-
ment is present. If this is established with the 
help of history and assessments described later 
in this chapter, a consideration of the specific 

etiology is in order. Concomitant with the dif-
ferential assessment, it behooves clinicians to 
consider the diagnosis of depression, either as 
the exclusive cause of cognitive changes or con-
comitantly associated with cognitive changes  
secondary to another etiology. While Alzheimer’s 
disease is the most common form of dementia, 
the reality is that a broad range of conditions 
can cause dementia. A thoughtful work-up to 
evaluate the possibility of an underlying med-
ical condition as the cause of the dementia and 
developing appropriate management is always 
the first step.

 ▸ Pre-assessment 
Process

Before embarking on assessments, it is essen-
tial that the clinician be aware of several key 
factors related to the patient and the context. 
For example, it is well known that age, educa-
tional attainment, work experience, and literacy 
can all affect cognitive assessments (Acevedo, 
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In addition to simple detection of the de-
mented state, the mental status assessment in-
struments can stratify persons with regard to the 
severity of dementia. Many of the instruments 
designed specifically for this purpose include 
some assessment of functional ability.

Providers should be aware that mental sta-
tus assessment instruments may exhibit thresh-
old or ceiling effects. In other words, persons 
beyond a certain level of severity of dementia 
may score the same despite some differences 
in the degree of their impairment. In a pop-
ulation with a predominance of severely de-
mented persons, for example, an instrument 
would not be useful for following changes if 
all severely affected individuals performed 
equally poorly. By the same token, in a popu-
lation of relatively well older persons, an easy 
test will be insensitive to mildly demented per-
sons, who may be able to perform well on it, 
whereas they would have difficulties on a more 
discriminating test.

 ▸ The Mental Status 
Examination

While there remains lack of consensus regard-
ing routine screening for cognitive impairment 
among older adults (Cordell et al., 2013; Moyer, 
2014), the general mental status exam has long 
been regarded as part of the initial assessment 
of overall health. Combined with clinical cues 
or “triggers,” the mental status exam can be 
used to prompt further assessment using one 
or more assessment instruments discussed later 
in this chapter. The mental status examination 
samples behavior and mental capability over a 
range of intellectual functions (Box 21-2). The 
standardized brief assessments described in 
this chapter can be used to detect cognitive im-
pairment by testing a range of intellectual func-
tions using one or two questions in each area. 
If these screens detect impairment, further ex-
amination is warranted. In clinical settings, 

 Loewenstein, Agrón, & Duara, 2007; Manly et al., 
1999). Other factors, such as the environment in 
which the assessment takes place, can also play 
an important role. Thus, there is good reason 
to delay definitive assessments of patients who 
are in the hospital when those patients may be 
more likely to have resolving delirium—while 
recognizing that such a delay is not always fea-
sible when trying to determine a course of treat-
ment. Less well  understood is the effect of culture 
and other sociodemographic factors.

It is also important to recognize the value 
that collateral information obtained from a 
loved one or family member can yield. Concrete, 
functional real-life examples of the patient’s 
daily experience can provide useful informa-
tion in the assessment process and serve to elu-
cidate areas of concern. For all these reasons, 
completing a comprehensive patient history 
and involving collateral sources in the assess-
ment to obtain supplementary information is 
the ideal scenario.

 ▸ Test Selection
Many assessment instruments have been de-
vised to assist clinicians in measuring cognitive 
function. Some screening instruments for in-
tellectual functioning were devised for the sole 
purpose of assessing mental status, whereas oth-
ers form part of a total instrument that includes 
measures of functional status and/or psychiat-
ric illness. Further information on instruments 
to assess mental status and dementia symp-
toms may be found in Cognitive Assessment for 
 Clinicians (Hodges, 2007), Geropsychology Assess-
ment Resource Guide (National Center for Cost 
Containment & U.S. Department of Veterans 
Affairs, 1996), and Measuring Health: A Guide 
to Rating Scales and Questionnaires (McDowell, 
2006). When selecting any test measures, it is 
important to consider patient-specific factors. 
Understanding the level of severity of a patient’s 
cognitive difficulties can help with identifying 
appropriate assessment measures.
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Higher Cognitive Functions
Ideally, the interview could start with questions 
of significance to the patient, which also gauge 
his or her memory and may help allay anxiety. 
Likewise, introductory statements that indicate 
interest in the older patient as a person (e.g., 
occupation, children, grandchildren, and hob-
bies) help determine the patient’s current and 
previous levels of mental and social function-
ing. General appearance and grooming, posture, 
behavior, speech, and word choice can speak 
volumes to the careful observer (Fry, 1986). At 
the same time, the examiner should be wary of 
hearing and visual deficits that may mimic cog-
nitive impairment, and should ask the patient 
if he or she has eyeglasses or hearing aids that 
can be used before beginning the assessments.

The higher cognitive functions that may be 
specifically tested include the patient’s fund of 
information and ability to reason abstractly and 
perform calculations. After some preliminary 
questions about personal history are discussed, 
the patient may be asked questions regarding 
current events in the news (e.g., “Who is the 
president now?”) or commonly known histor-
ical information (e.g., “When did World War II 
end?”) to assess the fund of information. In eval-
uating responses, it is critical to know the level 
of educational attainment and whether English 
is the patient’s first language.

Assessment of insight and judgment has im-
portant implications for considering driving skills 
and independence. Accidents and burns may 
be more common among cognitively impaired 
persons with poor insight and judgment (Feher, 
Doody, Pirozzolo, & Appel, 1989).  Observe the 
patient’s responses to mental status testing and 
conversation to note whether statements belie a 
lack of insight into deficits (Feher et al., 1989).

Proverb testing and similarities can shed light 
on the patient’s reasoning ability, intelligence, 
and judgment. The examiner needs to be care-
ful that the patient is not repeating the meaning  
of a proverb from memory rather than reason-
ing what an abstract interpretation might be.  

this usually means more detailed mental sta-
tus testing to localize and define the problem. 
When further characterization of the intellec-
tual functioning is required, neuropsychologic 
testing may be in order.

Some healthcare professionals take the men-
tal status examination no further than asking 
a few questions about orientation, having the 
person perform calculations, and requiring that 
he or she remember three items. In some situ-
ations, however, a thorough assessment can be 
crucial in an appropriate diagnosis and hence 
management. A common example is the patient 
with intracranial hemorrhage who is not mak-
ing any sense and is mistakenly thought to be 
psychotic or confused because a specific lan-
guage disturbance is not recognized. The com-
plete mental status examination encompasses 
an assessment of the level of consciousness, 
attention, language, memory, proverb inter-
pretation, similarities (e.g., “How are an apple 
and an orange alike?”), calculations, writing, 
and constructional ability (e.g., copying com-
plex figures).

Box 21-2 Intellectual Functions

Level of consciousness
Attention

Language
Fluency
Comprehension
Repetition

Memory
Short-term memory
Remote memory

Proverb interpretation
Similarities
Calculations
Writing
Constructional ability

Data from Strub, r. L., & Black, F. W. (1980). the Mental Status 
examination in Neurology. Fa Davis Company.
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recall five to seven digits (Blum, Jarvik, & Clark, 
1970; La Rue, 1982).

The second component of memory is 
short-term memory, ranging over a period of 
minutes to days. This is usually tested by ask-
ing the person to remember three to four ob-
jects or abstract terms and then requesting him 
or her to recall them 5 or 10 minutes later af-
ter an intervening conversation or other testing. 
Examples of words used are “apple,” “table,” and 
“penny” (Gallo, Marino, Ford, & Anthony, 1995). 
The memory of aphasic persons may be tested 
by asking them to recall where items have been 
hidden in the room. It has been suggested that 
older persons do not use mnemonics when given 
a memory task, and that this in part accounts for 
their failure to recall items (Blum et al., 1970). 
Also, some evidence suggests older persons have 
increased processing time, which may interfere 
with learning  (Eriksen, Hamlin, & Daye, 1973).

The third component of memory is remote 
or long-term memory. In one study, older adults 
were able to recall 80% of a catechism that they 
had learned some 36 years before (Smith, 1963).

In general, older persons’ self-reports of 
memory difficulty correlate poorly with ob-
jective measures of memory function. Not un-
commonly, persons who complain fervently 
of memory loss are depressed, whereas some-
one with Alzheimer’s disease may be oblivious 
to profound memory deficit (Vogel, Waldorff, 
& Waldemar, 2010). Early in the course of the 
disease, however, patients with Alzheimer’s dis-
ease may notice and complain of memory loss 
(Grut et al., 1993). Normal middle-aged or older 
persons may complain of memory difficulties, 
but their memory symptoms are more consis-
tent with age-associated memory impairment 
(Grut et al., 1993; Kral, 1962), which is usually 
not associated with functional impairment and 
has little impact on daily activities.

Attention and Level  
of Consciousness
Before an examiner can test and comment on 
the higher intellectual functions of the brain, 

The Cognitive Capacity Screen  (Jacobs,  Bernhard, 
Delgado, & Strain, 1977), the Kokmen Short 
Test of Mental Status  (Kokmen, Naessens, & 
Offord, 1987), and the Saint Louis University 
Mental Status Exam are examples of screen-
ing instruments that include a test of reasoning 
with similarities—a task requiring the subject 
to think in abstract categories to discover how 
two concepts are alike. An example of a simi-
larity is “How are a poem and a novel alike?” It 
has been suggested that the use of similarities 
is better than the use of proverb testing for the 
assessment of abstraction ability.

The ability to perform calculations may 
be tested with serial 7s (i.e., “take 7 away from 
100 and keep subtracting 7 from the answer 
all the way down”), serial 3s (i.e., “take 3 away 
from 20 and keep subtracting 3 from the an-
swer all the way down”), or simple math prob-
lems.  Corrected mistakes should not be counted 
as errors.  Calculation ability also requires sub-
stantial memory and concentration ability. 
 Occasionally, patients who have difficulty with 
serial 7s will handle the subtractions flawlessly 
if the problem is expressed in dollar terms (i.e., 
“If you had $100 and took away $7, how much 
would you have left?”).

Memory
Of all of the components of the mental status 
examination, memory assessment most com-
monly engenders anxiety—and understandably 
so. It sometimes puts the patient at ease when 
the examiner prefaces the evaluation, particu-
larly when using a standard questionnaire, with 
an explanation such as the following: “I’m go-
ing to ask you some questions. Some are easy. 
Some may be hard. Please don’t be offended be-
cause it’s the same routine I use for everyone.” 
The examiner should give positive reinforce-
ment during the examination with expressions 
such as “That’s OK” or “That’s fine.”

Memory can be thought of as comprising 
three components. First and most fleeting is im-
mediate recall, which can be assessed with digit 
repetition. Normal older persons can correctly 
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examiner needs to avoid interviewing such a 
person from the neglected side if communica-
tion is to be effective.

Language
Language should be observed and tested in a com-
prehensive mental status examination. Spontaneous 
speech is observed during the initial interview. 
Does the patient make errors in words or gram-
matical construction? Persons with dysarthria, 
who have difficulty in the mechanical produc-
tion of language, use normal grammar. Do spo-
ken words flow smoothly? Fluency is one of the 
features that is used to differentiate the aphasias.

A simplified approach to aphasia divides the 
spoken language functions to be tested into three 
areas: comprehension, fluency, and repetition. 
Comprehension can be tested by asking the pa-
tient yes-or-no questions. If there is doubt about 
the responses, the patient may be asked to point 
to objects in the room. The task may be made 
more difficult by having the patient try to point to  
objects in a particular sequence or after the exam-
iner has provided a description of the item rather 
than the item’s name.

Fluency is a characteristic of speech that de-
scribes the rate and rhythm of speech produc-
tion and the ease in initiating speech. Patients 
may be asked to name objects and their parts, 
such as a wristwatch and its band, buckle, and 
face. Repetition is tested with easy expressions 
(e.g., “ball” or “airplane”) progressing to more 
difficult ones (e.g., “Methodist Episcopal” or 
“around the rock the rugged rascal ran”).

Writing and Construction Ability
The components of the mental status examina-
tion discussed to this point can smoothly follow 
the history interview because it is primarily a ver-
bal examination. At this point in the examina-
tion, the patient may be presented with a blank 
sheet of paper for subsequent tests.

The patient is asked to write his or her name 
at the top of the page. Although the signature is 
usually overlearned and can be intact even with 

including memory, some assessment (even if 
informal) must be made of the patient’s level 
of consciousness. Obviously, functions such as 
orientation and memory cannot be tested in a 
comatose patient.

Orientation to surroundings is a fundamen-
tal beginning to mental status testing, but unfor-
tunately, in routine clinical situations, the mental 
status evaluation often ends there. Questions re-
garding orientation to time, place, person, and 
situation are basic. Most people continually ori-
ent themselves by means of daily routines, clocks 
and watches, calendars, news media, and social 
activities. Older persons, particularly those liv-
ing alone or in nursing homes, may not experi-
ence these activities and, as a result, may have 
poor orientation to time and events (Blazer, 
2003; Fry, 1986).

After it is determined by observation that 
the person is alert enough for mental status 
testing to proceed, his or her attentiveness is 
assessed. Assessing attentiveness is important 
because a person who is easily distracted and 
unable to attend to the examiner will have poor 
performance on mental status testing solely be-
cause of inattention. Special note must be taken 
of the person who is inappropriately distracted 
by environmental noise or talking in the hall-
way. In such a case, a specific examination for 
attention deficit indicative of delirium may be 
warranted. Tests of attention sometimes used 
include digit repetition and the “A” test of vigi-
lance. The length of a string of digits able to be 
repeated immediately after presentation tends 
to remain stable with age. A normal 90-year-old 
person should be able to repeat four digits, per-
haps even seven or eight, after the examiner (La 
Rue, 1982). In the “A” test, the patient is asked to 
tap the table when the letter “A” is heard while 
the examiner presents random letters at a rate 
of one letter per second. The examiner observes 
for errors of commission and omission.

Neglect is a form of inattention in which 
the individual does not attend to stimuli pre-
sented from a particular side, and it occurs most 
commonly with nondominant hemisphere le-
sions (usually in the right hemisphere). The 
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 ▸ Standardized Brief 
Assessments

The Montreal Cognitive Assessment (MoCA) is 
a screening test for cognitive impairment that 
covers major cognitive domains including epi-
sodic memory, language, attention, orientation, 
visuospatial ability, and executive functions, 
while remaining brief and easy to administer 
(Nasreddine et al., 2005). It is generally con-
sidered superior to the well-established Mini- 
Mental State Examination (MMSE) screening 
test, since the MoCA not only assesses exec-
utive functioning but also has a higher sensi-
tivity for mild cognitive impairment (Hoops 
et al., 2009).

The Mini-Cog test combines the clock 
drawing test with a three-item recall test. The 
patient is asked to repeat three unrelated words, 
then to perform the clock drawing test, and fi-
nally to recall the three words. The total pos-
sible score ranges from 0 to 5, with one point 
given for each correctly recalled word (only the 
delayed recall is scored), and two points for a 
normal clock drawing test. Scores from 0 to 
2 are highly suggestive of dementia, whereas 
scores from 3 to 5 have a low likelihood of de-
mentia (Borson, Scanlan, Watanabe, Tu, & 
Lessig, 2005). The Mini-Cog takes 2 to 4 min-
utes to perform, and has a sensitivity of 76% 
and a specificity of 89% in detecting dementia 
(positive likelihood ratio = 7.0; negative like-
lihood ratio = 0.27).

The Folstein Mini-Mental State Examination 
(MMSE; Folstein, Folstein, & McHugh, 1975) is 
one of the most widely employed tests of cognitive 
function and is one of the best studied (Crum, 
Anthony, Bassett, & Folstein, 1993; Tombaugh 
& McIntyre, 1992). Five cognitive functions un-
derlie the items in the MMSE: concentration, 
language, orientation, memory, and attention 
(Jones & Gallo, 2001). Population-based norms 
are readily available according to age and educa-
tional level (Crum et al., 1993). The MMSE con-
sists of two parts. The first part requires verbal 

writing difficulty for more complex tasks, this 
action acclimates the patient to the idea that he 
or she will be asked to do some writing, and the 
signature is a nonthreatening way to begin. Be-
low the signature, the patient is asked to write a 
complete sentence, perhaps about the weather.

While the person has the blank sheet of pa-
per and pen in hand, construction ability may be 
tested. The ability to reproduce the line draw-
ings of the examiner represents construction 
ability. This can be a very sensitive test of pa-
rietal lobe damage and is an early abnormality 
in dementia. Trouble with construction ability 
is not something most persons will complain 
of specifically, but testing constructional abil-
ity can be revealing. The testing begins with 
simple figures such as a triangle or square, and 
progresses to more complex drawings such as 
a cube, house, or flowerpot. Difficulty in copy-
ing figures is not specific to dementia, however; 
trouble with this test may also reflect motor in-
coordination or apraxia (Jacobs et al., 1977).

Asking the patient to draw a clock show-
ing the numerals and time (e.g., “10 min-
utes past 11 o’clock”) can act as a single-item 
screen for cognitive impairment. The examiner 
draws a large circle on a blank sheet of paper 
and asks the patient to fill in the numbers as 
on a clock. This task is thought to be a sensi-
tive test of parietal lobe dysfunction. Persons 
with primarily right or nondominant hemi-
sphere dysfunction will write the numbers cor-
rectly but plan poorly. Those with primarily 
left or dominant hemisphere dysfunction will 
have trouble writing the numbers but execute 
the general plan of the clock correctly, per-
haps placing lines where the numbers should 
be. Clock drawing has been used to screen for 
cognitive impairment (Wolf-Klein, Silverstone, 
Levy, & Brod, 1989) as well as to follow pro-
gression of diagnosed Alzheimer’s disease. Sev-
eral scoring methods for the clock-drawing 
task are available (Ainslie & Murden, 1993; 
Shuttleworth, 1982; Sunderland et al., 1989; 
Tuokko, Hadjistavropoulos, Miller, & Beattie, 
1992; Watson, Arfken, & Birge, 1993).
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It should also be remembered that the MMSE 
and other mental status instruments serve as 
only one component in assessment of dementia.

 ▸ Practical 
Considerations

Completing a comprehensive evaluation as-
sessing cognition within a geriatric popula-
tion can be challenging. Clinicians may want 
to consider the use of a “rolling” assessment 
over several visits to obtain the necessary in-
formation. One school of thought is to focus on 
one domain at each visit (e.g., function, physi-
cal health, cognition, mental health, polyphar-
macy, and socio-environmental needs/support). 
This enables the clinician to acquire the rele-
vant information over time and can aid in ob-
taining a comprehensive profile of the patient 
to manage the condition, minimize complica-
tions, and improve diagnostic accuracy (Elsawy 
& Higgins, 2011).

Even with the inclusion of screening mea-
sures, it can be difficult for the clinician to con-
firm the presence of dementia. In cases that are 
challenging, it may be beneficial to consider the 
option of referring the patient for a neuropsy-
chological evaluation. Neuropsychologists as-
sess brain function and impairment by drawing 
inferences from a patient’s objective test perfor-
mance. Tests of neuropsychological function are 
often able to detect subtle cognitive deficits that 
are undetected by electrophysiologic or imag-
ing methods (“Assessment: Neuropsychological 
Testing of Adults,” 1996). A neuropsychologi-
cal assessment can be used to facilitate clinical 
decision making, inform treatment planning, 
and monitor performance over time. Further, 
a formal assessment can help guide practical 
decisions about safety, driving, work appropri-
ateness, and general changes to lifestyle if indi-
cated (Moberg & Rick, 2008).

Once a diagnosis of dementia has been made, 
attention needs to be turned to addressing goals 

responses only and assesses orientation, mem-
ory, and attention. The three words used to test 
memory are left up to the examiner, leaving the 
possibility that this question could vary in diffi-
culty. The items “apple, table, penny” were used 
in the Epidemiologic Catchment Area Program. 
In addition to serial 7s, the individual is asked to 
spell “world” backward, and the best score may 
be taken for calculating the total score. A “chess 
move” strategy is used to score the “world” item 
(i.e., the number of transpositions required to spell 
“DLROW” yields the number of errors) (Gallo 
et al., 1995). The second part of the MMSE eval-
uates the ability to write a sentence, name ob-
jects, follow verbal and written commands, and 
copy a complex polygon. The maximum score  
is 30. A score of 20 to 24 suggests mild demen-
tia, 13 to 20 suggests moderate dementia, and  
less than 12 indicates severe dementia. The 
test is not timed. A telephone version of the 
MMSE is available for special purposes (Brandt,  
Spencer, &  Folstein, 1988).

There is some question as to the  adjustment 
of scores on mental status screening  instruments 
based on the educational level of the subject. 
A low score may imply more  severe intellec-
tual impairment among persons with high ed-
ucational attainment. As the education level 
increases, one expects the specificity of an in-
strument to rise; an abnormal test result proba-
bly really is abnormal because one would expect 
better performance from an educated person.

Lower scores may occur among patients 
with less education who are not demented (Crum 
et al., 1993; Uhlmann & Larson, 1991). Among 
persons with 0 to 4 years of education, a cut-
off point of 19 represents the 75th percentile 
(i.e., 75% of community-dwelling adults with 
0 to 4 years of education would score below 19 
on the MMSE). Corresponding cutoff points 
are for persons with 5 to 8 years of schooling, 
23 and below; for 9 to 12 years of schooling, 27 
and below; for schooling at the college level and 
beyond, 29 and below (Crum et al., 1993). The 
person should be asked how much schooling he 
or she has had to assist in interpreting scores. 
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of care. These goals can reflect a patient’s spe-
cific medical treatment goals, specific personal 
health goals, and patient-specific needs/ interests. 
 Embedded in the discussion of a patient’s goals 
of care is the understanding that the family plays  
a central part in the decision-making process 
(Yaffe, Orzeck, & Barylak, 2008). The family’s 
adjustment and acceptance of the dementia di-
agnosis is vital (Schulz & Martire, 2004). Re-
search has suggested that directing the patient 
toward maintaining a sense of self and finding 
a purpose or focus can improve general adjust-
ment to dementia. Finally, identifying and locat-
ing resources (e.g., community support groups, 
peer support groups) are considered essential in  
the journey of dementia care (Frank, Feldman, & 
Schulz, 2011).

 ▸ Summary
Assessing the cognitive status of patients is im-
portant, especially during the initial work-up for 
an older adult admitted to a hospital or nurs-
ing home and whenever behavior, mental status, 
or level of functioning is a cause for concern. 
Changes in cognitive state can be more confi-
dently assessed when a baseline has been estab-
lished. Assessment of cognitive status must be 
considered within the context of the individu-
al’s functional status, the physical examination 
 (especially vision and hearing), the history from 
an informant, and the total clinical picture.
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Depression Assessment 
and Other Mental Illnesses
Brenna N. Renn, Diane Powers, Jürgen Unützer, and Patricia A. Areán

KEY TERMS

Assessment
Late-life depression

Older adults
Screening

CHAPTER OBJECTIVES

1. Review the role of assessment in the care of depressed older adults.
2. Describe commonly used measures for assessing late-life depression.
3. Discuss challenges, best practices, and recommendations for depression screening in older adults.

 ▸ Introduction
Depression is a pressing public health problem. 
According to the World Health Organization 
(2017), this common mental disorder is the lead-
ing cause of disability and ill health worldwide. 
Depressive disorders are characterized by per-
sistent sadness or loss of interest and pleasure, 
and a number of somatic and cognitive symp-
toms. They create a debilitating burden, includ-
ing poor quality of life, increased morbidity and 

mortality, higher utilization of health services, 
and an increased risk for a future diagnosis of 
dementia (Kaup et al., 2016).

Older adults may be particularly vulner-
able to the ill effects of depression. The term 
late-life depression (LLD) typically refers 
to depressive episodes occurring after the age 
of 60; it includes both the first occurrence of 
a depressive disorder in late life and aging in-
dividuals with an earlier onset of depression. 
While not a natural consequence of aging, 
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age-associated physical health and neurobi-
ological changes, stressors related to loss and 
role transitions, and curtailment of daily ac-
tivities may increase vulnerability to depres-
sive disorders (Fiske, Wetherell, & Gatz, 2009). 
Despite the significant adverse impact of de-
pressive disorders, LLD often goes undetected 
and untreated (Unützer, 2007). This disparity 
may be attributed in part to the differing pre-
sentations of depression among older versus 
younger adults. Older adults may be less likely 
to report depressed mood (Fiske et al., 2009) or 
guilt (Gallagher et al., 2010), and instead pres-
ent with cognitive complaints (even in the ab-
sence of dementia; Morimoto, Kanellopoulos, 
Manning, & Alexopoulos, 2015) or an empha-
sis on somatic symptoms, such as fatigue, lack 
of stamina, decreased appetite, problems with 
sleep, and physical aches and pain (Hegeman, 
de Waal, Comijs, Kok, & van der Mast, 2015). 
Even when depression is detected, it may not 
be treated (Morichi et al., 2015). This failure 
to treat is often attributable to the “fallacy of 
good reasons” and therapeutic nihilism: When 
seemingly reasonable explanations exist for 
why a patient is depressed (e.g., loss of spouse 
or friends, loss of health and functioning), the 
provider may recognize the condition but fail 
to initiate treatment.

The tremendous burden of depressive dis-
orders warrants routine screening and targeted 
treatment of older adults with these conditions. 
This chapter provides an overview of LLD,  
reviews the most common assessment mea-
sures for LLD, and discusses best practices 
and challenges. The term depression in this  
chapter refers to unipolar depression, which may 
encompass clinical presentations that run the 
gamut from an episode of major depressive dis-
order to chronic depression and subsyndromal 
depression that causes functional impairment. 
We differentiate this condition from bipolar  
depression (also known as the depressive phase 
of bipolar affective disorder or “manic depres-
sion”), which requires different therapeutic  
approaches. Assessment of LLD is an import-
ant part of the health assessment and clinical 
examination of older adults.

 ▸ Depression
The fifth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-V) includes  
several categories of depressive disorders that may 
occur in older adults: major depressive disorder 
(MDD), persistent depressive disorder (previously 
referred to as dysthymia), substance/medication- 
induced depressive disorder, depressive disorder 
due to another medical condition, other specified 
depressive disorder, and unspecified depressive  
disorder (American Psychiatric Association [APA],  
2013). Although all of these disorders impart a 
serious burden to the patients who experience 
them, major depressive disorder is the most  
severe. To make this diagnosis, at least five of the 
nine depressive symptoms must be present most 
of the day, nearly every day, for at least 2 weeks; 
TABLE 22-1 lists these diagnostic criteria.

Persistent depressive disorder is a related uni-
polar depressive condition, and is characterized by 
chronic depressive symptoms that last for at least 
2 years. Although fewer symptoms are required 
for a diagnosis of persistent depressive disorder 
relative to MDD (three versus five), the chronic-
ity of this condition imparts functional impact 
and health consequences that are just as worthy of  
assessment and treatment considerations (Meeks, 
Vahia, Lavretsky, Kulkarni, & Jeste, 2011). Minor 
(subsyndromal) depression is classified in the 
DSM-V as “other specified depressive disorder” 
and refers to a depressive episode with a num-
ber of symptoms or duration insufficient to meet 
criteria for MDD. While the diagnosis of minor  
depression signifies the patient has fewer symp-
toms than in MDD, minor depression is more 
prevalent than MDD in older adults, and carries 
a considerable disease burden (Meeks et al., 2011).

 ▸ Assessment of 
Late-Life Depressive 
Disorders

Older adults with depression are likely to present 
to primary care and may report somatic symptoms 
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such as insomnia, fatigue, chronic pain, and com-
plaints of fair or poor health (Fiske et al., 2009; 
Jackson, O’Malley, & Kroenke, 1998; Wuthrich, 
Johnco, & Wetherell, 2015). Older adults also pres-
ent in a variety of other settings, including home 
health care, social services agencies, churches,  
community-based services and program, and 
medical and mental health specialist practices. 
Given the prevalence and functional impact of 
mood symptoms among older adults, a thorough 
geriatric assessment must include screening for  
depression. The U.S. Preventive Services Task 
Force recommends routine depression screen-
ing in the general adult population, with further 
evaluation when warranted (Siu et al., 2016). In  
contrast, case-finding is a more selective approach, 
in which only patients who are suspected of hav-
ing depression are assessed (e.g., those with risk 
factors, such as chronic illness, chronic pain, or  
recent loss and associated grief and bereavement). 
Such a targeted approach may reveal more cases 
of depression than general screening, but it may 
also miss many more patients than would be iden-
tified through routine surveillance.

Routine depression screening may be con-
ducted in person at a clinic or agency appointment, 

such as annual primary care visits. In addition, 
it can be reliably conducted over the telephone 
(Pinto-Meza, Serrano-Blanco, Peñarrubia, Blanco, 
& Haro, 2005) or online (Areán, Hallgren, et al., 
2016). Recently, assessment conducted over 
the Internet or via applications on mobile de-
vices has garnered considerable interest in the 
field; however, this modality offers both ben-
efits (e.g., reduced access barriers) and chal-
lenges (e.g., issues of data sparsity and patient 
engagement; privacy and data security concerns) 
(Areán, Hoa Ly, & Andersson, 2016). Regard-
less of which assessment modality is used, pro-
viders should make a clinical judgment about 
whether the patient put forth his or her best per-
formance. For  example, when using telephone, 
webcam, or other remote assessment, the clinician  
should note whether the remote testing environ-
ment appeared free of distractions, whether any 
significant technological problems were noted, 
and whether the person appeared engaged in 
and understood the task.

Assessment of LLD has evolved substan-
tially over the last two decades, and a number 
of new assessment tools have been introduced. 
Typically, two types of assessment measures are 

TABLE 22-1 DSM-V  Diagnostic Criteria for Major Depressive Disorder

Five (or more) of the following symptoms have been present most of the day, nearly every day, 
during the same 2-week period and represent a change from previous functioning; at least one of 
the symptoms is either (1) depressed mood or (2) loss of interest or pleasure. These symptoms cause 
clinically significant distress or impair important areas of functioning. 

Depressed mood Fatigue or loss of energy

Anhedonia (markedly diminished interest or 
pleasure in all, or almost all, activities)

Feelings of worthlessness or excessive or 
inappropriate guilt

Insomnia or hypersomnia Diminished ability to think or concentrate

Psychomotor agitation or retardation Recurrent thoughts of death, or recurrent 
suicidal ideation or a suicide attempt

Significant weight loss (when not dieting) or 
weight gain, or decrease or increase in appetite

Source: Data from American Psychiatric Association, 2013.
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of the nine DSM-V symptoms of depression over  
the last 2 weeks, based on a range of 0 (not at 
all) to 3 (nearly every day). Out of a possible 
total score of 27, PHQ-9 scores of 5, 10, 15, 
and 20 correspond to mild, moderate, moder-
ately severe, and severe depression, respectively 
(Kroenke et al., 2001). An additional follow-up 
question assesses the degree to which the depres-
sive symptoms have interfered with the person’s 
daily functioning.

Several factors of the PHQ-9 increase its 
utility as a screening tool. First, the PHQ-9 is 
in the public domain and easily accessible for 
clinical use. Second, in addition to the origi-
nal English version, a validated Spanish trans-
lation and translations in a number of other 
languages are available. Third, the nine items 
of the PHQ-9 correspond to the nine core de-
pressive symptoms in DSM-V, so this tool can 
assist a clinician with making a diagnosis of 
MDD or with tracking specific DSM-V symp-
toms of depression during a course of treat-
ment. Fourth, a variant of the PHQ-9, called the 
PHQ-2 or the two-question screen, is available 
as an ultra-brief screener (Arroll, Khin, & Kerse, 
2003). This instrument is composed of the first 
two questions of the PHQ-9: “During the last 
month, have you been bothered by . . . (1) feel-
ing down, depressed, or hopeless? and (2) hav-
ing little interest or pleasure in doing things?” 
These items correspond to the two cardinal 
symptoms of depressive disorders—dysphoria 
and anhedonia, respectively. Respondents may 
use the same 0–3 rating scales as used with the 
PHQ-9, or provide a dichotomous response 
(yes/no). A single “yes” response, or a score of 
3 or greater (possible range: 0–6) detects MDD 
with a 61% to 83% sensitivity and 92% spec-
ificity in adult primary care settings (Arroll 
et al., 2010;  Kroenke, Spitzer, &  Williams, 
2003). Some practices begin by screening all 
patients with the PHQ-2, then follow up with 
the PHQ-9 for only those patients who screen 
positive on the first two items.

The PHQ-9 can also be used to monitor treat-
ment response in a standardized way through 
repeated assessment at follow-up visits. Many 

used to determine the presence of a depressive 
disorder: screening instruments (commonly  
using self-report measures) and clinical inter-
views (both structured and semi-structured). 
The purpose of depression assessment using one 
of these two approaches is four-fold: (1) screen-
ing for the elevated symptomatology, which 
may suggest presence of a depressive disorder; 
(2) precise diagnosis, including differential di-
agnosis and rating of severity and history of 
the disorder; (3) establishing a baseline level of 
symptoms, from which to guide treatment; and 
(4) assessing treatment response and tailoring 
clinical decision making (“measurement-based 
care” and “treatment-to-target”) (Fortney et al., 
2017). Determining the presence of a depressive 
disorder requires clinical skill as well as time 
and effort. Thus, the most efficient approach is 
a two-pronged method, beginning with screen-
ing using a validated self-report measure, and if 
that screening is positive, performing a clinical  
interview to confirm or rule out the diagnosis of 
depression. The most common screening assess-
ment measures for depression are now consid-
ered a routine part of a comprehensive geriatric 
assessment, and the gold-standard assessment 
includes both a standardized scale and a good 
clinical assessment.

Patient Health Questionnaire
Perhaps the most commonly used depression 
screening instrument in routine clinical prac-
tice is the nine-item Patient Health Question-
naire (PHQ-9; FIGURE 22-1) (Spitzer, Williams, 
Kroenke, Hornyak, & McMurray, 2000). This 
status is due in part to this questionnaire’s 
brevity, ease of use, and strong psychomet-
ric properties in primary care settings, includ-
ing its accuracy in detecting the presence of a  
depressive disorder: It has 88% sensitivity and 
88% specificity using a cut score of 10 or greater 
(Kroenke, Spitzer, & Williams, 2001). The data 
for this assessment tool are often collected via 
self-report, perhaps filled out by a patient while 
waiting for an annual primary care visit. The  
respondent endorses the presence and frequency 
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FIGURE 22-1 Patient Health Questionnaire. (continues)
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PHQ-9 Patient Depression Questionnaire 

For initial diagnosis: 

1. Patient completes PHQ-9 Quick Depression Assessment. 

2. If there are at least 4 s in the shaded section (including Questions #1 and #2), consider a depressive 

disorder. Add score to determine severity.

Consider Major Depressive Disorder 
- if there are at least 5 s in the shaded section (one of which corresponds to Question #1 or #2) 

Consider Other Depressive Disorder 
- if there are 2-4 s in the shaded section (one of which corresponds to Question #1 or #2)

Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician, 

and a definitive diagnosis is made on clinical grounds taking into account how well the patient understood 

the questionnaire, as well as other relevant information from the patient.  

Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social, 

occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a 

history of a Manic Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the 

biological cause of the depressive symptoms. 

To monitor severity over time for newly diagnosed patients or patients in current treatment for 
depression:

1. Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at 

home and bring them in at their next appointment for scoring or they may complete the 

questionnaire during each scheduled appointment. 

2. Add up s by column. For every : Several days = 1 More than half the days = 2 Nearly every day = 3 

3. Add together column scores to get a TOTAL score. 

4. Refer to the accompanying PHQ-9 Scoring Box to interpret the TOTAL score. 

5. Results may be included in patient files to assist you in setting up a treatment goal, determining degree of 

response, as well as guiding treatment intervention.

Scoring:  add up all checked boxes on PHQ-9 

For every  Not at all = 0; Several days = 1; 

More than half the days = 2; Nearly every day = 3 

Interpretation of Total Score  

Total Score Depression Severity 
1-4  Minimal depression 

5-9  Mild depression 

10-14 Moderate depression 

15-19  Moderately severe depression 

20-27 Severe depression 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational 

grant from Pfizer Inc. No permission required to reproduce, translate, display or distribute. 

A2662B 10-04-2005 

FIGURE 22-1 Continued
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and 99% specificity (Steer, Cavalieri, Leonard, & 
Beck, 1999). This instrument has since been re-
named the BDI-FastScreen for Medical Patients.

Although originally developed for use by 
a trained administrator, contemporary use of 
the BDI-II allows for self-reporting. However, 
whereas the PHQ-9 is relatively brief, the BDI-II 
takes approximately 5 to 10 minutes to admin-
ister, and the complex response format is not as 
simple as other popular self-report measures. 
Critics of the BDI-II argue that the reliance on 
multiple somatic items may artificially elevate 
depressive severity in medically ill older adults; 
however, studies examining the psychometric 
properties of the BDI-II in community-dwelling 
older adults suggest adequate support for use in 
geriatric assessment (Segal, Coolidge, Cahill, & 
O’Riley, 2008). The BDI measures are copy-
righted, and a fee is required for each copy of 
the scale used. As of this writing, 25 BDI-II or 
50 BDI-FastScreen record forms cost $58.85. 
Given that there are easy-to-use alternative mea-
sures available in the public domain with equiv-
alent psychometric properties, the BDI-II has 
limitations for routine screening. Nonetheless, 
it remains commonly used in clinical practice, 
particularly in psychiatric settings.

Geriatric Depression Scale
Other screening instruments have been explic-
itly developed for assessment of depression in 
geriatric populations. The Geriatric Depression 
Scale (GDS) is one such self-report instrument. 
Originally developed with 30 items (Yesavage 
et al., 1983), the GDS has since been shortened 
to briefer versions (Dath et al., 1994; Parmelee, 
Lawton, & Katz, 1989; Sheikh & Yesavage, 1986; 
van Marwijk et al., 1995). One of the most com-
monly used short version forms is the 15-item 
version (GDS-15; items 1–4, 7–9, 10, 12, 14, 15, 
17, and 21–23), for which more than five depres-
sive responses suggest further assessment; this 
version has a sensitivity of 72% and specificity 
of 78% for diagnosing MDD (Marc, Raue, & 
Bruce, 2008). An even briefer 5-item version 
(GDS-5; items 1, 4, 10, 12, and 17) facilitates 

studies have validated utility of the PHQ-9 for 
screening and treatment monitoring with older 
adults in various settings, including primary 
care (Phelan et al., 2010) and community-based  
aging services (Richardson, Tu, & Conwell, 2008), 
concluding that it is comparable or superior to 
other measures. Nevertheless, the PHQ-9 may 
not perform as well for older adults with cog-
nitive impairment (Boyle et al., 2011).

Beck Depression Inventory
Aaron T. Beck, the father of cognitive therapy, 
created the Beck Depression Inventory (Beck, 
Erbaugh, Ward, Mock, & Mendelsohn, 1961), 
a 21-item instrument designed to assess the 
presence and severity of depressive symptoms. 
With the advent of revised diagnostic criteria 
for MDD, a revised second edition of the in-
ventory was released as the Beck Depression In-
ventory II (BDI-II; Beck et al., 1996); it remains 
in use today. The major changes between ver-
sions were modification of selected symptoms 
and a lengthening of time frame, to reflect DSM 
guidelines of assessing symptoms over the pre-
ceding 2 weeks. As with its predecessor, each of 
the 21 items on the BDI-II lists four statements 
that represent increasing severity of a symp-
tom of depression, with each answer scored on 
a scale of 0 to 3. A summary score is calculated, 
ranging from 0 to 63, with higher total scores 
reflecting more severe depressive symptoms. 
The standardized cutoffs of 0–13, 14–19, 20–28, 
and 29–63 reflect minimal, mild, moderate, and  
severe depression, respectively. The proprietary 
software also includes an interpretative report 
that rates an individual patient’s scores relative 
to a normative sample.

A seven-item adaptation of the BDI, the 
Beck Depressive Inventory for Primary Care 
(BDI-PC; Beck, Guth, Steer, & Ball, 1997), was 
developed to ascertain MDD among medical pa-
tients. Using the same rating scale as the BDI-II, 
each item is rated on a 4-point scale, for a maxi-
mum summary score of 21. When a cutoff score 
of 4 points is used among primary care patients, 
the BDI-PC identifies MDD with 97% sensitivity 
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detection of depression among medically ill  
older adults. The GDS has demonstrated  
reliability and validity for detecting depression 
among older primary care patients (Friedman, 
Heisel, & Delavan, 2005) as well as nursing 
home  residents (Lesher, 1986).

One limitation of the GDS is its de-
creased accuracy among cognitively impaired 
older adults (Burke, Houston, & Boust, 1989; 
Debruyne et al., 2009). Although the GDS is 
likely appropriate in more mildly impaired in-
dividuals (Midden & Mast, 2017), an informant  
report such as the Cornell Scale for Depres-
sion in Dementia (BOX 22-1) is preferable when  
assessing more impaired individuals.

ease of administration; if the patient gives two 
depressive responses to these five items, further 
assessment is considered to be warranted (Hoyl 
et al., 1999). All versions of the GDS employ a 
simple dichotomous yes/no response format, 
with certain items being reverse scored.

Strengths of the GDS in geriatric depres-
sion assessment include its specific development 
for this population, along with its focus on the 
cognitive and behavioral symptoms of depres-
sion. Since somatic symptoms of depression  
might be conflated with symptoms of chronic 
disease, the GDS generally excludes somatic 
items to prevent spuriously elevated depres-
sion scores, thereby avoiding false-positive 

BOX 22-1 Mood Assessment Scale

1. Are you basically satisfied with your life?
2. Have you dropped many of your activities and interests?
3. Do you feel that your life is empty?
4. Do you often get bored?
5. Are you hopeful about the future?
6. Are you bothered by thoughts you can’t get out of your head?
7. Are you in good spirits most of the time?
8. Are you afraid that something bad is going to happen to you?
9. Do you feel happy most of the time?

10. Do you often feel helpless?
11. Do you often get restless and fidgety?
12. Do you prefer to stay at home, rather than going out and doing new things?
13. Do you frequently worry about the future?
14. Do you feel you have more problems with memory than most?
15. Do you think it is wonderful to be alive now?
16. Do you often feel downhearted and blue?
17. Do you feel pretty worthless the way you are now?
18. Do you worry a lot about the past?
19. Do you find life very exciting?
20. Is it hard for you to get started on new projects?
21. Do you feel full of energy?
22. Do you feel that your situation is hopeless?
23. Do you think that most people are better off than you are?
24. Do you frequently get upset over little things?
25. Do you frequently feel like crying?
26. Do you have trouble concentrating?
27. Do you enjoy getting up in the morning?
28. Do you prefer to avoid social gatherings?
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function, considers alternative explanations for 
presenting symptom patterns (such as medi-
cations or medical conditions), and considers  
alternative mental disorders such as dementia 
or bipolar affective disorder.

 ▸ Challenges and 
Best Practices in 
Assessment

Diagnostic Considerations
Clinicians should be aware of possible compli-
cations when assessing LLD. Many older adults 
have complex medical histories and health sta-
tus, which may include overlapping symptoms 
between depression and physical health condi-
tions (e.g., fatigue, sleep disturbances, appetite 
and weight changes) (APA, 2013). Furthermore, 
effects of prescription or nonprescription med-
ications may overlap with, overshadow, cause, 
or worsen symptoms of depression (Areán & 
Reynolds, 2005). Given that depressed older 
adults may preferentially endorse somatic and 
cognitive concerns, relative to classic affective 
symptoms of depression (e.g., depressed mood 

Other Measures
There exist a multitude of other measures for 
identifying clinical levels of depression, inclu-
ding the Zung Self-Rating Depression Scale 
(Zung, 1972), the General Health Question-
naire (GHQ; Goldberg, 1972), the Hospital Anx-
iety and  Depression Scale (HADS; Zigmond & 
Snaith, 1983), the Montgomery Asberg Depres-
sion Rating Scale (MADRS-S; Montgomery & 
Asberg, 1979), and the Center for Epidemiolog-
ical Studies Depression Scale (CES-D; Radloff, 
1977). The CES-D is one of the instruments 
most commonly used in community samples 
for epidemiologic surveillance. For patients 
with dementia, the Cornell Scale for Depression 
in Dementia (Alexopoulos, Abrams, Young, & 
Shamoian, 1988) is an alternative to relying on 
self-report; this 19-item measure incorporates 
both clinician-provided and informant-based 
information to evaluate depressive symptoms 
in cognitively impaired patients.

None of the measures mentioned in this 
section is sufficient to establish a definitive  
diagnosis of a depressive disorder. Instead, a  
diagnosis must be confirmed by a structured 
or semi-structured diagnostic interview or a 
clinical assessment that confirms the impact 
of symptoms identified on a patient’s ability to 

Source: Courtesy of Yesavage, J.A., & Brink, T.L. (n.d.). Geriatric Depression Scale. Retrieved from https://web.stanford.edu/~yesavage/GDS.html

29. Is it easy for you to make decisions?
30. Is your mind as clear as it used to be?

This is the original scoring for the scale: One point for each of these answers. 

1. no
2. yes 
3. yes 
4. yes 
5. no

6. yes 
7. no 
8. yes 
9. no 

10. yes

11. yes 
12. yes 
13. yes 
14. yes 
15. no

16. yes 
17. yes 
18. yes 
19. no 
20. yes

21. no 
22. yes 
23. yes 
24. yes
25. yes

26. yes
27. no
28. yes 
29. no
30. no

Cutoff: normal, 0–9; mild depression, 10–19; severe depression, 20–30.
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Katon, 2014). TABLE 22-2 lists medical condi-
tions and medications associated with depres-
sive disorders.

Cohort effects may further complicate geri-
atric depression assessment. Although this may 
change with the aging of the baby boomer gen-
eration, both research findings and our clinical 
experience is that the current cohorts of older 
adults, particularly the “oldest old” (ages 80 and 
greater) are less likely to see themselves as de-
pressed and more likely to perceive themselves 
as irritable, apathetic, or succumbing to “nor-
mal” aging (Sirey et al., 2001). Such ageism and 
therapeutic nihilism on behalf of the patient, as 
well as families, caregivers, and even clinicians, 
can further complicate diagnosis and treatment 
engagement.

or anhedonia), cases of LLD may be missed by 
clinicians, particularly among frail or medically 
complex older adults. Depression should be 
considered in all older adults who present with 
somatic or cognitive complaints that seem out 
of proportion to what is expected given their 
medical status; in older adults who report per-
sistent affective or ruminative symptoms in the 
context of their medical comorbidity; and in 
those who have difficulty engaging effectively 
in health care or other services offered. Pro-
viders in primary care settings are apt to see  
numerous patients with multiple and persistent 
physical symptoms; in such patients, depression 
assessment and psychoeducation about the in-
terplay of psychosocial stressors and somatic 
symptoms can be useful (Croicu, Chwastiak, &  

TABLE 22-2 Medical Conditions and Medications Associated with Depressive Disorders

Medical Conditions

Neurologic disorders: stroke, Alzheimer’s disease, Huntington’s disease, Parkinson’s disease, multiple 
sclerosis, traumatic brain injury

Coronary artery disease: hypertension, myocardial infarction, coronary artery bypass surgery, 
congestive heart failure

Metabolic disturbances: hypothyroidism or hyperthyroidism, Cushing’s disease, diabetes mellitus

Other conditions: chronic obstructive pulmonary disease, rheumatoid arthritis, deafness, chronic pain, 
sexual dysfunction, renal dialysis

Medications

Antiviral agents
Cardiovascular agents (primarily antihypertensive medications)
Retinoic acid derivatives
Psychotropic medications (including antidepressants and antipsychotics)
Anticonvulsants
Antimigraine agents
Hormonal agents (including oral contraceptives)
Smoking cessation agents
Immunologic agents

Source: Data from American Psychiatric Association, 2013.
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 ▸ Suicide
Specific consideration in the context of assessing 
depression should be given to the assessment of 
suicidality. Although older adults as a group evi-
dence lower rates of MDD than younger cohorts 
(Kessler et al., 2003), older adults—particularly 
older white men—are among the highest-risk 
groups for completed suicide. The most re-
cent U.S. data available at the time of this writ-
ing indicated a suicide rate of 16.6 per 100,000 
people aged 65 and older, which is more than 
20% greater than the national average (McIn-
tosh, 2017). Depression and hopelessness are 
important risk factors in suicide among older 
adults; other notable risks include prior suicide 
attempts, the presence of comorbid physical ill-
nesses (especially life-limiting conditions), social 
isolation, discord in the family or other import-
ant relationships, alcohol or prescription drug 
misuse, and impulsivity (Conwell, Van Orden, &  
Caine, 2011). Recent loss may increase the risk 
for suicide by increasing perceived burdensome-
ness and thwarting social connection, particularly 
among those persons with difficulty adapting to 
these changes. Such loss may include functional 
decline and loss of independence (e.g., mobil-
ity, vision), changes to the individual’s social role 
(e.g., retirement, revocation of driving privil-
eges), anticipatory grief due to a physical illness 
or other life-limiting condition, or death and be-
reavement (Van Orden et al., 2010).

Although depression alone does not account 
for all cases of suicide, the vast majority of older 
adults who complete suicide have a diagnosable 
psychiatric condition, most commonly MDD 
(Conwell et al., 2011). Moreover, research shows 
that most individuals who attempt or complete 
suicide sought care from their primary care pro-
vider (PCP) within 3 months of their suicidal act 
(De Leo, Draper, Snowdon, & Kölves, 2013; Mills, 
Watts, Huh, Boar, & Kemp, 2013). Thus, suicide 
is among the most devastating consequences of 
depression and other psychiatric illnesses, and 
potentially represents a missed opportunity for 
assessment and treatment. Although an assess-
ment of suicide is crucial to the assessment of 

LLD, we urge clinicians to assess suicidal ide-
ation among nondepressed individuals as part 
of every comprehensive examination.

Notably, older adults are less likely to en-
dorse suicide relative to their similarly depressed 
younger adults (Balsis & Cully, 2008). Given that 
older adults are more likely to complete suicide 
than their younger counterparts, this finding 
may represent a systematic under-reporting 
of suicidality, which behooves clinicians to use 
a broader range of evaluations to thoroughly  
assess suicide risk in older individuals. Sui-
cidality comprises a spectrum ranging from 
passive thoughts of death (e.g., “It would just 
be easier to not wake up”) to more specific and 
active thoughts, including planning, rehears-
ing, and preparing the means one would use to 
complete a suicidal act. These various levels of 
intensity require different assessment, response, 
and ongoing management.

While a comprehensive review of suicide 
assessment is beyond the scope of this chap-
ter, we offer a few resources. The ninth item 
of the PHQ-9 depression screener (discussed 
earlier in this chapter) asks about the presence 
and frequency of “thoughts that you would be 
better off dead, or of hurting yourself in some 
way.” Alternatively, a clinician can first assess 
for passive suicide ideation (“In the past couple 
of weeks, have things gotten so bad that you’ve 
had thoughts that life is not worth living, or that 
you’d be better off dead?”) and follow up affir-
mative responses by assessing for active ideation 
(“Have you had any thoughts about hurting 
yourself or thoughts of suicide in the past cou-
ple of weeks?”) (Raue et al., 2006; Raue, Ghes-
quiere, & Bruce, 2014). Any positive response 
to these inquiries warrants further assessment, 
including evaluation of intent, specific means 
and plan, previous attempts, and imminence of 
such action. The P4 suicidality screener (Dube, 
Kurt, Bair, Theobald, & Williams, 2010) offers 
structured screening questions to assess the four 
“Ps” of suicide risk: past attempts, plan, proba-
bility (how likely the person is to act on suicidal 
thoughts), and preventive (or protective) factors 
against acting on suicidal thoughts (FIGURE 22-2). 
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FIGURE 22-2 Suicide Screener.
http://gerocentral.org/wp-content/uploads/2013/04/P4-Suicide-Risk-Screener.pdf
Physicians Postgraduate Press. Reprinted by permission.
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FIGURE 22-2 Continued
Copyright 2018, Physicians Postgraduate Press. Reprinted by permission.

A thorough assessment of suicide (or other risk 
of harm, such as homicidal ideation) needs to  
be completed by a qualified mental health pro-
fessional, to include appropriate referrals for 
acute stabilization and/or treatment. We  refer 
readers to reviews by Raue and colleagues (Raue 
et al., 2006; Raue et al., 2014) and practice 
 recommendations by Diggle-Fox (2016), and  
encourage continuing education in comprehen-
sive risk of harm and suicide assessment.

 ▸ Differential Diagnosis
Depression is often comorbid with other psychi-
atric and medical conditions. One of the most 
important differential diagnoses to establish in 

this regard is the exclusion of bipolar affective 
disorder (previously called “manic depression”). 
Although the new onset of bipolar disorder in 
older adults is rare, a number of older adults who 
present with symptoms of depression may have 
had a prior episode of mania or hypomania. Use 
of standard depression treatments (e.g., antide-
pressant medications) may be ineffective with 
such patients, or it could increase the risk of a 
mixed or manic episode in patients at risk. Be-
fore making a diagnosis of unipolar depression, 
clinicians should enquire about prior episodes 
of mania or hypomania or earlier treatment for 
bipolar disorder or manic depression.

The complex interaction between depres-
sive disorder and chronic medical illness was 
comprehensively articulated by Katon (2003) 
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confusional state that manifests with poor at-
tention, agitation, fluctuating consciousness, 
and disorganized thought. Differential diag-
nosis of these conditions is complicated by 
findings that depression may be a prodrome 
of dementia (Mirza et al., 2016), and that de-
lirium is not only more prevalent among pa-
tients with dementia, but also may increase the 
risk of incident dementia (Davis et al., 2012; 
Gross et al., 2012).

 ▸ Recommendations for 
Practice

The assessments tools reviewed in this chapter 
include a few of the most popular instruments 
used in the assessment of LLD. Several attri-
butes of an instrument should be considered 
when selecting a measure, particularly for use in  
population screening—namely, whether the in-
strument is easily administered, cost-effective  
(in terms of both expense of the measure and 
provider time), sensitive and specific for a par-
ticular patient population, and accepted by the 
patient.

We suggest routine screening of depression 
in any setting that routinely serves older adults, 
including primary care, aging service agencies, 
and specialty medical and mental health settings 
(including rehabilitative, medical inpatients, and 
long-term care). Staff should be trained in the 
importance of depression screening and its intro-
duction to patients, the importance of standard-
ized assessment, and ways to address concerns 
about confidentiality. The most notable risk of 
routine screening is false-positive diagnoses, 
which may subsequently expose the patient to 
potential harms in terms of anxiety or unneces-
sary treatment and associated costs and adverse 
effects. The potential of false-positive detection 
from screening measures further underscores 
the need to confirm elevated symptom reporting 
with a clinical assessment. While this will incur 
opportunity costs of provider time for follow- 
up assessment, it is necessary to ensure an 

and considered earlier in this chapter. More-
over, depressive disorders are often comorbid 
with anxiety across the lifespan (Kessler et al., 
2015). Recent epidemiologic findings suggest 
that even subsyndromal depressive conditions 
among adults age 55 years and older are associ-
ated with elevated risk of anxiety and personal-
ity disorders (Laborde-Lahoz et al., 2015). These 
comorbid mental health conditions may com-
plicate assessment, diagnosis, and treatment of 
depression; thus, differential diagnosis is crucial.

While a thorough review of this subject is 
beyond the scope of this chapter, the importance 
of a good differential diagnosis of depression, 
dementia, and delirium (the “3 Ds” of geriatric 
psychiatry; Downing, Caprio, & Lyness, 2013) 
cannot be emphasized enough. Although these 
three conditions may overlap, each warrants a 
unique clinical work-up and treatment course; 
when unrecognized and untreated, each may 
complicate treatment and lead to poor health 
outcomes including premature death. Clinicians 
should consider disease onset, course, presen-
tation, and information from a trusted infor-
mant in conjunction with a thorough medical 
evaluation.

Depression tends to have a gradual onset 
(perhaps over weeks or months) and a fluctu-
ating and often recurring course. Poor concen-
tration is the most common cognitive deficit or 
complaint. In contrast, dementia (particularly 
of the Alzheimer’s type) tends to have an insid-
ious onset and a gradual, progressive course, 
often spanning many years. With this condi-
tion, the most common cognitive symptom is in 
the  domain of short-term memory, which will 
eventually result in functional impact and loss 
of independence in daily activities. Brief cog-
nitive tests can help identify possible dementia 
and determine the need for further evaluation. 
The third “D,” delirium, typically constitutes a 
more acutely presenting case of “brain failure,” 
a medical emergency in older adults that may 
be particularly relevant in the setting of medi-
cal illness or the toxic effects of medications or 
other substances. It is characterized by a sud-
den change in mentation—specifically, an acute 
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et al., 2002). This team-based model of care 
adds a care manager (e.g., counselor, clinical 
social worker) and psychiatric consultant to 
the  existing patient–provider dyad. The care 
manager assists the PCP with a biopsychosocial  
assessment and psychoeducation; offers brief, 
evidence-based psychotherapy as the  primary 
therapy or as an adjunct to pharmacotherapy 
prescribed by the primary care provider; mea-
sures and monitors treatment outcomes to  
ensure ineffective or partially effective treat-
ments are changed proactively; and coaches  
patients in developing a relapse prevention 
plan. Psychiatric consultants offer systematic 
consultation on the entire panel of patients in 
active treatment, focusing on those patients 
who are not improving as expected. More than 
twice as many patients experienced significant 
 improvement in depression with this population- 
focused, treat-to-target approach as compared 
with usual primary care, even when usual care 
included co-located behavioral health  providers 
care (Unützer et al., 2002). IMPACT-treated  
patients also experienced significantly less 
 physical pain, better social and physical func-
tioning, and better overall quality of life as com-
pared to usual-care–treated patients, even in the 
context of multiple comorbid physical condi-
tions (Harpole et al., 2005). The collaborative 
care approach was found to be more effective 
than usual care for patients with and without 
prior depression treatment, and for patients from 
ethnic minority groups (Areán et al., 2005) and 
low  socioeconomic status (Areán, Gum, Tang, &  
UnÜtzer, 2007).

 ▸ Summary
Accurate assessment of LLD can help identify 
a common and disabling problem among older 
adults—a problem for which a wide range of ef-
fective treatments exist, ranging from psycho-
therapies to medications and other somatic 
treatments (Qaseem, Barry, & Kansagara, 2016; 
Renn & Areán, 2017). When they do undiagnosed,  
patients with depression often suffer from years 

accurate differential diagnosis and to develop 
an appropriate treatment plan.

A comprehensive assessment is pivotal to 
inform accurate detection and appropriate treat-
ment of LLD and related conditions. A general 
health examination, including laboratory mea-
sures of overall health status (e.g., comprehensive 
metabolic panel, vitamin B12, thyroid-stimulating  
hormone, complete blood count, serologic tests 
for syphilis and human immunodeficiency  
virus [HIV]), will inform the differential diag-
nosis and guide optimal treatment. Similarly,  
clinicians are encouraged to review prescrip-
tion and nonprescription medications for 
all older adults, but particularly in regard to 
the differential diagnosis and pharmacologic 
treatment of LLD. We recognize there is often  
limited time in a clinic visit; with older adults who 
have multiple chronic, acute, or otherwise com-
plex health conditions, attention to psychologi-
cal problems may be considered a lower priority. 
When possible, working with an interdisciplin-
ary healthcare team can optimize assessment and 
treatment from a biopsychosocial perspective that  
considers physical, psychological, and social con-
tributors to depression and related conditions.

Finally, regardless of the assessment  
approach, treatment and follow-up are essential 
to successful care of the older adult with depres-
sion. While screening is important and useful 
for recognizing depression, it is necessary but 
not sufficient for improving clinical outcomes 
(Gilbody, Sheldon, & House, 2008).

Given that the overwhelming majority of 
depressed older adults initially present to pri-
mary care, rather than seek specialty mental 
health care, mental health treatment embedded 
in such settings is garnering increased attention 
from providers and policymakers. Older adults 
typically have established relationships with  
primary care providers, such that the stigma 
associated with mental health treatment is re-
duced in the primary care setting.

The IMPACT trial demonstrated that de-
pressed older adults can be more successfully 
treated in primary care with a collaborative 
care approach than with care as usual (Unützer 
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oldest-old: A population-based cohort study. Brain, 
135(Pt 9), 2809–2816.

Debruyne, H., Van Buggenhout, M., Le Bastard, N., Aries, M., 
Audenaert, K., De Deyn, P. P., & Engelborghs, S. (2009). 
Is the Geriatric Depression Scale a reliable screening 
tool for depressive symptoms in elderly patients with 
cognitive impairment? International Journal of Geriatric 
Psychiatry, 246, 556–562.

De Leo, D., Draper, B. M., Snowdon, J., & Kölves, K. (2013). 
Contacts with health professionals before suicide: Missed  
opportunities for prevention? Comprehensive Psychiatry, 
547, 1117–1123.

Diggle-Fox, B. S. (2016). Assessing suicide risk in older adults.  
Nurse Practitioner, 4110, 28–35.

Downing, L. J., Caprio, T. V., & Lyness, J. M. (2013). Geriatric 
psychiatry review: Differential diagnosis and treatment of 
the 3 D’s—delirium, dementia, and depression. Current 
Psychiatry Reports, 156, 365.

Dube, P., Kurt, K., Bair, M. J., Theobald, D., & Williams, L. S. 
(2010). The P4 screener: Evaluation of a brief measure 
for assessing potential suicide risk in 2 randomized 
effectiveness trials of primary care and oncology 
patients. Primary Care Companion to the Journal of 
Clinical Psychiatry, 126.

Fiske, A., Wetherell, J. L., & Gatz, M. (2009). Depression 
in older adults. Annual Review of Clinical Psychology, 
5, 363–389.

of functional impairment that robs them of the 
ability to enjoy their later years. Successful as-
sessment must address comorbid conditions and 
its results used to drive effective treatment and  
close follow-up. With the exponential increase in 
the older adult population, and the subsequent 
demands on primary and specialty care, social 
services agencies, and other geriatric settings, it 
is imperative that clinicians become proficient 
in the assessment and treatment (or referral to 
treatment) for LLD.
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Recognizing Mistreatment in 
Older Adults
Anthony Rosen, Alyssa Elman, and Terry Fulmer

Key Terms
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Elder mistreatment (EM)
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Neglect
Physical abuse
Psychological abuse

Sexual abuse

ChapTer ObjeCTives

1. Elder mistreatment (EM) is a common phenomenon that has serious medical and social consequences, 
but it is dramatically under-recognized by clinicians and often not reported to authorities.

2. EM includes physical abuse, sexual abuse, neglect, abandonment, psychological abuse, and 
financial exploitation.

3. Clinical assessment should include observation of patient–caregiver interactions, clinical 
interview of the patient alone, and head-to-toe physical exam. When available, laboratory and 
imaging tests may be helpful. Implementing formal screening protocols may be valuable.

4. When concerned about EM, clinicians should document their findings in detail and report their 
suspicions to the appropriate authorities.

 ▸ Introduction
Elder mistreatment (EM) is defined as action 
or negligence against an older adult that causes 
harm or risk of harm in a relationship with an 

expectation of trust or when an older adult is 
targeted based on age or disability. This mis-
treatment may include physical abuse, sexual 
abuse, neglect, abandonment, psychological 
abuse, and financial exploitation (Table 23-1) 
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(Acierno et al., 2010; Connolly, Brandl, & 
Breckman, n.d.; Lachs & Pillemer, 2004; Lifes-
pan of Greater Rochester, Weill Cornell Med-
ical Center of Cornell University, & New York 
City Department for the Aging, 2011; National 
Research Council, 2003). Commonly, victims 
suffer from multiple types of EM concurrently 
(Acierno et al., 2010; Connolly et al., n.d.; Lachs 
& Pillemer, 2004; Lifespan of Greater Roch-
ester et al., 2011; National Research Council, 
2003). Recognizing EM can be challenging, 
but maintaining a high level of suspicion and 
evaluating for mistreatment is a critical part of 
geriatric assessment.

 ▸ Scope and 
Consequences of EM

EM is widespread, with an estimated 5% to 10% 
of community-dwelling older adults being vic-
timized each year (Acierno et al., 2010; Connolly 
et al., n.d.; Lachs & Pillemer, 2004, 2015; Lifes-
pan of Greater Rochester et al., 2011; National 
Research Council, 2003). Older adults in skilled 
nursing facilities are at even greater risk for EM 
by other residents (Albert, McCaig, & Ashman, 
2013; Brownell, Wang, Smith, Stephens, & Hsia, 
2014) or staff members (Ortmann, Fechner, 

Table 23-1 types of elder Mistreatment with examples 

Type examples

Physical abuse  ■ Slapping, hitting, kicking, pushing, pulling hair
 ■ Use of physical restraints, force-feeding
 ■ Burning, use of household objects as weapons, use of firearms and knives

Sexual abuse  ■ Sexual assault or battery, such as rape, sodomy, coerced nudity, and sexually 
explicit photographing

 ■ Unwanted touching, verbal sexual advances
 ■ Indecent exposure

Neglect  ■ Withholding of food, water, clothing, shelter, medications
 ■ Failure to ensure the older adult’s personal hygiene or to provide physical aids, 

including walker, cane, glasses, hearing aids, or dentures 
 ■ Failure to ensure the older adult’s personal safety and/or appropriate medical 

follow-up

Psychological 
abuse

 ■ Verbal berating, harassment, or intimidation
 ■ Threats of punishment or deprivation
 ■ Treating the older person like an infant
 ■ Isolating the older person from others

Financial 
exploitation

 ■ Stealing money or belongings
 ■ Cashing an older adult’s checks without permission and/or forging his or 

her signature
 ■ Coercing an older adult into signing contracts, changing a will, or assigning 

durable power of attorney against his or her wishes or when the older adult 
does not possess the mental capacity to do so

Data from National Center on elder abuse. types of abuse. retrieved from https://ncea.acl.gov/faq/abusetypes.html
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Bajanowski, & Brinkmann, 2001; Schiamberg 
et al., 2012). Research has demonstrated that 
psychological abuse, financial exploitation, 
and neglect are the more common types of EM, 
whereas physical abuse and sexual abuse occur 
more infrequently (Acierno et al., 2010; Amstad-
ter et al., 2011; Laumann, Leitsch, & Waite, 2008).

EM can have serious medical and social 
consequences, including dementia (Dyer, Pavlik,  
Murphy, & Hyman, 2000), depression (Dyer 
et al., 2000), and much higher mortality (Dong 
et al., 2011; Lachs & Pillemer, 2015; Lachs,  
Williams, O’Brien, Pillemer, & Charlson, 1998). 
Older adults suffering from EM are more likely 
to present to the emergency department (Dong &  
Simon, 2013a; Lachs et al., 1997), be hospital-
ized (Dong & Simon, 2013c), and be placed in 
a nursing home (Dong & Simon, 2013b; Lachs, 
Williams, O’Brien, & Pillemer, 2002). The dir-
ect costs to society of this phenomenon are es-
timated to be many billions of dollars annually 
(Connolly et al., n.d.; Mouton et al., 2004).

EM is seldom identified, with as few as 1 in 
24 cases of abuse reported to authorities (Lifes-
pan of Greater Rochester et al., 2011). This fail-
ure in identification likely contributes to the 
high morbidity and mortality associated with 
EM (Murphy, Waa, Jaffer, Sauter, & Chan, 2013). 
Improving recognition is critical, as EM is ex-
pected to become more prevalent as the older 
adult population, especially the group older than 
age 85, continues to grow (American College of 
Emergency Physicians, 2013; Roskos & Wilber, 
2006; Wilber et al., 2006).

 ▸ EM Risk and 
Vulnerability

Conceptual frameworks have been found to be 
useful to improve understanding of the causes of 
EM and for constructing approaches to assess-
ment. One such approach is the risk and vul-
nerability model developed by Rose and Killien 
(1983), which has successfully applied to EM 
(Frost & Willette, 1994; Fulmer et al., 2005a) and 

used to guide assessment approaches (Fulmer, 
Guadagno, & Bolton, 2004) (Figure 23-1). Risk 
refers to hazards or stressors in the external en-
vironment relevant to the older person that can 
contribute to the likelihood of mistreatment, 
such as having a caregiver who is emotionally 
unstable; vulnerability refers to characteris-
tics within an older person, such as decreased 
cognitive status, that may influence the likeli-
hood of mistreatment. Such a framework helps 
guide clinical thinking when approaching the 
EM assessment. Research in elder neglect has 
found that risks including functional status, 
history of trauma, and personality of the care-
giver are contributing factors to such abuse  
(Fulmer et al., 2005a). Vulnerabilities include 
the older adult’s personality, cognitive status, 
depression, functional capacity, social support, 
and childhood trauma (Fulmer et al., 2005a).

Other theories have been proposed to im-
prove understanding of underlying causes of 
EM and to inform assessment and interven-
tion (Jones, Holstege, & Holstege, 1997). Each 
of these adds valuable new insights into how to 
best shape an EM assessment.

 ▸ EM Assessment
Assessment for EM can be challenging in busy 
clinical settings, including emergency depart-
ments (Fulmer et al., 2005b). Nevertheless, 
these sites are an appropriate place for screen-
ing (Fulmer et al., 2005b; Fulmer et al., 2012; 
Rosen, Hargarten, Flomenbaum, & Platts-Mills, 
2016). Many cases have only subtle indicators, 
and perpetrators and even victims often try to 
prevent detection of the abuse. The clinical en-
counter is an important potential opportunity 
to recognize EM (Fulmer, 2015), as evaluation 
by a healthcare provider may be the only time a 
mistreated older adult leaves the home (Rosen, 
Hargarten, et al., 2016). When possible, all geri-
atric patients should receive formal screening. 
Clinicians should use risk factors, elements of 
the medical history, and physical signs to aid 
their assessment.
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Another concerning indicator is if the caregiver 
interrupts the patient or does not allow him or 
her to answer questions, or if the older adult ap-
pears to look at the caregiver before responding 
to questions for approval or confirmation. Ad-
ditionally, if the caregiver appears overwhelmed 
or burdened by, frustrated with, or angry at the 
older adult, the clinician’s suspicions should be 
raised (Fulmer, 1990). A caregiver who appears 
unengaged and inattentive to the older adult’s 

Observing Patient–Caregiver 
Interactions
When assessing geriatric patients, it is essential 
to closely observe interactions between the older 
adult and any family or paid caregivers pres-
ent. These interactions may contain red flags 
suggesting that EM may be occurring. The cli-
nician should note whether the older adult ap-
pears fearful of or hostile toward the caregiver. 

Figure 23-1 A risk vulnerability model of elder mistreatment.
Data from Vandeweerd, C., paveza, G., Walsh, M., & Corvin, J.a. (2013). physical mistreatment in persons with alzheimer’s disease. Journal of Aging Research, article ID 920324, 2–10.
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risk factors and symptoms of abuse and neglect, 
while also understanding the context in which 
it is occurring, so as to conduct an appropriate 
assessment (Fulmer et al., 2003).

Physical Examination
A complete head-to-toe physical examination 
of the older adult is a critical part of the EM as-
sessment, as it may include signs suspicious for 
physical abuse, sexual abuse, or neglect (Chang, 
Wong, Endo, & Norman, 2013; Collins, 2006; 
Foreman, Theis, & Anderson, 1993; Gibbs, 2014; 
Palmer, Brodell, & Mostow, 2013; Speck et al., 
2014; Wallace & Fulmer, 2003) (Table 23-2). 
When assessing an injury, it is essential to eval-
uate whether the physical findings are consist-
ent with the reported mechanism. For example, 
it would be suspicious for an older adult to sus-
tain four upper rib fractures from rolling off a 
bed two feet above the floor. A sexual assault 
forensic examination, typically performed by a 
forensically trained nurse, should be considered 
if the clinician has a concern for sexual abuse.

Laboratory and Imaging Studies
In clinical settings where available, laboratory 
and imaging studies may contribute to the as-
sessment of EM. Laboratory tests evaluating for 
anemia, dehydration, malnutrition, hypother-
mia/hyperthermia, and rhabdomyolysis, though 
not diagnostic of EM, may support the clini-
cian’s suspicion (LoFaso & Rosen, 2014). Lev-
els of medications and other drugs may also be 
helpful, particularly as part of a forensic investi-
gation (LoFaso & Rosen, 2014). Inappropriately 
low levels of prescribed medications may suggest 
that a caregiver has been intentionally or uninten-
tionally not providing an older adult with those  
pills (LoFaso & Rosen, 2014). A particular con-
cern is diversion of narcotic pain medications 
(LoFaso & Rosen, 2014). High medication  levels 
may indicate intentional or unintentional over-
dose. The detection of toxins or drugs that have 
not been prescribed may suggest poisoning  
(LoFaso & Rosen, 2014).

care should also be regarded as a worrisome sign. 
In clinical settings where other staff, including 
clerks, technologists, and receptionists, work, 
these staff should be encouraged to watch for 
concerning interactions between older adults 
and caregivers and to report them to clinicians 
(Rosen, Hargarten, et al., 2016).

Clinical Interview
It is imperative that older adults are assessed for 
EM without family or other caregivers present. 
If caregivers are resistant to allowing the patient 
to be evaluated alone, this reluctance should 
raise concern for EM. If a language barrier ex-
ists, professional translation services should be 
utilized. Use of family members, caregivers, or 
friends as interpreters should be avoided, re-
gardless of whether they are suspected to be 
perpetrators. The clinician should assure the 
patient of privacy and confidentiality during 
the assessment. Many victims will be reluctant 
to divulge EM because of shame, guilt, and fear 
of reprisal.

The EM assessment should investigate the 
patient’s functional status, cognition, and care 
needs, as well as the safety of the home en-
vironment (Lachs & Fulmer, 1993). The cli-
nician should inquire about quality of life and 
explore whether an older adult feels isolated or 
depressed (Fulmer, Rodgers, & Pelger, 2014). 
The clinician should then ask questions about 
whether the older adult has experienced specific 
types of EM as well. Potential questions are in-
cluded in Figure 23-2.

A separate interview with the caregiver/po-
tential perpetrator may be helpful in clarifying 
the presence of EM (Lachs & Fulmer, 1993). Cli-
nicians should avoid being critical or accusatory 
but approach the interview as an opportunity to 
learn more about the patient. The assessment 
should focus on the caregiver’s knowledge and 
involvement in the patient’s care. Also, the cli-
nician should empathetically explore whether 
the caregiver feels overwhelmed and identify 
other responsibilities and recent changes in his  
or her life. It is important to note the presence of 
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In the last 6 months:

*Please explore any positive responses in more detail.

PHYSICAL ABUSE Has anyone tried to harm you? Have you been hit, slapped, pushed, grabbed, 
strangled, or kicked?
Are there guns or other weapons in your home? Does anyone close to you have 
access to guns or other weapons?

SEXUAL ABUSE Has anyone touched you in ways or places you did not want to be touched?

NEGLECT/ 
FUNCTIONAL 
STATUS

Have you relied on people for any of the following: bathing, dressing, shopping, 
banking, or meals?
  If yes, have you had someone who helps you with this?
  If yes, how often do you receive help? Is this help enough?
  Have they done a good job? Are they reliable?
  What happens if no one is available to help?
Has anyone prevented you from getting food, clothes, medication, glasses, hearing 
aids, medical care, or anything else you need to stay healthy?

PSYCHOLOGICAL 
ABUSE

Has anyone close to you called you names, put you down, or yelled at you?
 Has anyone close to you ever threatened to punish you or put you in an 

institution?
 Have you felt sad or lonely at home?
 Have you felt afraid of anyone close to you?
 Do you distrust anyone close to you?
 Does anyone close to you drink or use drugs?

FINANCIAL 
EXPLOITATION

Has anyone tried to force you to sign papers against your will, or that you did not 
understand?
Has anyone pressured you to give them money or property?
Has anyone taken money or things that belong to you without asking?
Does anyone close to you rely on you for housing and/or financial support?

Figure 23-2 Questions to assess for elder mistreatment.
Data from Yaffe, M., Wolfson, C., Lithwick, M., & Weiss, D. (2008). Development and validation of a tool to improve physician identification of elder abuse: the elder abuse suspicion index (eaSI). Journal of Elder 
Abuse and Neglect, 20(3), 276–300; Giraldo-rodriguez, L., & rosas-Carrasco, O. (2013). Development and psychometric properties of the geriatric mistreatment scale. Geriatrics & Gerontology International, 13(2), 
466–474; Schofield, M. J., & Mishra, G. D. (2003). Validity of self-report screening scale for elder abuse: Women’s health australia Study. The Gerontologist, 43(1), 110–120.

Although no imaging findings have been de-
scribed that definitively identify EM, potentially 
suggestive findings exist (Murphy et al., 2013; 
Rosen, Bloemen, Harpe, et al., 2016; Wong et al., 
2017). In particular, co-occurring old and new 
fractures, high-energy fractures despite assertion 
of a low-energy mechanism, and distal ulnar di-
aphyseal fractures should raise concern (Rosen, 
Bloemen, Harpe, et al., 2016; Wong et al., 2017). 

When the possibility of EM, particularly physical 
abuse, is present, the clinician should communi-
cate his or her suspicion to the radiologist and 
ask that professional to focus on whether the im-
aging findings are consistent with the purported 
mechanism. Additional screening imaging tests 
may be considered, including maxillofacial com-
puted tomography (CT) scan and chest X-ray, to 
evaluate for acute and chronic fractures.

220 Chapter 23 Recognizing Mistreatment in Older Adults

www.ketabpezeshki.com                                 66485438-66485457



Table 23-2  physical Signs Suspicious 
for potential elder 
Mistreatment

Physical Abuse

 ■ Bruising in atypical locations (not over 
bony prominences; on lateral arms, back, 
face, ears, or neck)

 ■ Patterned injuries (bite marks or injury 
consistent with the shape of a belt buckle, 
fingertip, or other object)

 ■ Wrist or ankle lesions or scars (suggesting 
inappropriate restraint)

 ■ Burns (particularly a stocking/glove 
pattern, suggesting forced immersion, or a 
cigarette pattern)

 ■ Multiple fractures or bruises of different ages
 ■ Traumatic alopecia or scalp hematomas
 ■ Subconjunctival, vitreous, or retinal 

ophthalmic hemorrhages
 ■ Intraoral soft-tissue injuries

Sexual Abuse

 ■ Genital, rectal, or oral trauma (including 
erythema, bruising, lacerations)

 ■ Evidence of sexually transmitted disease

Neglect

 ■ Cachexia/malnutrition
 ■ Dehydration
 ■ Pressure sores/decubitus ulcers
 ■ Poor body hygiene, unchanged diaper
 ■ Dirty, severely worn clothing
 ■ Elongated toenails
 ■ Poor oral hygiene 

adapted from Chang et al., 2013; Collins, 2006; Foreman et al., 1993; Gibbs, 
2014; palmer et al., 2013; Speck et al., 2014; Wallace & Fulmer, 2003.

 ▸ Documentation
Comprehensive, accurate documentation is 
a critical element of EM clinical assessment. 
When documenting, the clinician should be 

mindful that the medical chart may be used 
in the future for investigation and prosecu-
tion, and the quality of the documentation can 
 significantly impact whether justice and protec-
tion can be achieved for a victimized older adult 
 (Coulourides et al., 2017). The patient’s responses 
to questions in the interview should be docu-
mented in detail, using the patient’s own words 
if  possible.  Social history information should be 
 documented as well, including functional status, 
the  caregiver’s relationship to the patient, and living  
arrangements. The physical examination should 
be documented comprehensively, including the 
general appearance of the patient on arrival. In 
addition, the description should identify signs 
of potential neglect, including dirty clothing, 
poor dental hygiene, and untrimmed nails. For 
all injuries, documentation should include size, 
location, stage of healing, and whether consis-
tent with the reported mechanism.

When documenting physical findings, 
 clinicians should consider using a body diagram/
traumagram, which is available as part of many 
electronic medical records, to increase accuracy. 
Whenever possible, clinicians should photograph 
physical findings and add these photographs to 
the medical chart, as these images may be use-
ful forensically. A protocol for  photographing 
 injuries in the acute  medical care setting has 
been recently published  (Bloemen et al., 2016).

 ▸ Reporting to the 
Authorities

Reporting concerns about EM to the authorities 
is essential to ensure the safety of a vulnerable 
older adult. In most U.S. states, clinicians are man-
datory reporters of suspected EM. Adult Protec-
tive Services (APS) are the county- or state-based 
agencies responsible for receiving and investi-
gating these reports. In some states, clinicians 
are also required to report to law enforcement, 
who should always be contacted if a clinician be-
lieves an older adult is in immediate danger. For 
older adults who live in nursing homes, concerns 
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should be reported to the state’s long-term care 
ombudsman; the National Long-Term Care Om-
budsman Resource Center has a website that can 
help the provider identify this contact (http://
theconsumervoice.org/get_help).

 ▸ Tools for Formal 
Screening

The American Medical Association has recom-
mended that healthcare providers routinely screen 
all geriatric patients for EM during healthcare 
assessments (American College of Emergency 
Physicians, 2013; American Medical Associ-
ation, 1992). Several effective screening tools 

are described in the literature (Fulmer, 2002; 
Fulmer, Guadagno, Bitondo Dyer, & Connolly, 
2004; National Center on Elder Abuse [NCEA], 
2018), some of which have been validated in var-
ious clinical settings. Additional tools are cur-
rently in development. For a screening tool to 
be useful, it must be accurate, easy and efficient 
to use, and useful in a variety of clinical settings.

The Elder Assessment Instrument (EAI; 
exhibiT 23-1) is useful across varied clinical 
settings (Fulmer, 2008), including the emer-
gency department; is easy to administer; and 
offers an efficient method for organizing ob-
servations relevant to a mistreatment judg-
ment (Fulmer & Cahill, 1984; Fulmer, Paveza, 
Abraham, & Fairchild, 2000; Fulmer et al., 
2005b; Fulmer, Street, & Carr, 1984). The Elder 

exhibiT 23-1 elder assessment Instrument

1. General 
Assessment

Very 
Good Good Poor

Very 
Poor

Unable 
to 
Assess

 a. Clothing 

 b. Hygiene

 c. Nutrition

 d. Skin integrity

Additional comments:  

Instructions: There is no “score” for this instrument. A patient should be referred to social services  
if the following exists: (1) if there is any positive evidence without sufficient clinical explanation,  
(2) whenever there is a subjective complaint by the older adult of elder mistreatment, or (3) whenever 
the clinician deems there is evidence of abuse, neglect, exploitation, or abandonment.
Purpose: To be used as a comprehensive approach for screening suspected elder abuse victims in all 
clinical settings.
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(continues)

2. Possible Abuse 
Indicators

No 
Evidence

Possible 
Evidence

Probable 
Evidence

Definite 
Evidence

Unable 
to 
Assess

 a. Bruising

 b. Lacerations

 c. Fractures

 d. Various stages 
of healing of any 
bruises or fractures

 e. Evidence of sexual 
abuse

 f. Statement by older 
adult related to 
abuse

Additional comments: 

3. Possible Neglect 
Indicators

No 
evidence

Possible 
Evidence

Probable 
Evidence

Definite 
Evidence

Unable 
to 
Assess

 a. Contractures

 b. Decubiti

 c. Dehydration

 d. Diarrhea

 e. Depression

 f. Impaction

 g. Malnutrition
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exhibiT 23-1 elder assessment Instrument (continued)

 h. Urine burns

 i. Poor hygiene

 j. Failure to respond 
to warning of 
obvious disease

 k. Inappropriate 
medications  
(over/under)

 l. Repetitive hospital 
admissions due to 
probable failure 
of healthcare 
surveillance

 m. Statement by older 
adult related to 
neglect

Additional comments:

4. Possible 
Exploitation 
Indicators

No 
Evidence

Possible 
Evidence

Probable 
Evidence

Definite 
Evidence

Unable 
to 
Assess

 a. Misuse of money

 b. Evidence

 c. Reports of 
demands for goods 
in exchange for 
services

 d. Inability to account 
for money/property

 e. Statement by older 
adult related to 
exploitation

Additional comments:
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5. Possible 
Abandonment 
Indicators

No 
Evidence

Possible 
evidence

Probable 
Evidence

Definite 
Evidence

Unable 
to 
Assess

 a. Evidence that 
a caretaker has 
withdrawn care 
precipitously 
without making 
alternative 
arrangements

 b. Evidence that 
older adult is left 
alone in an unsafe 
environment for 
extended periods 
of time without 
adequate support

 c. Statement by older 
adult related to 
abandonment

Additional comments:

Summary
No 
Evidence

Possible 
Evidence

Probable 
Evidence

Definite 
Evidence

Unable 
to 
Assess

Evidence of abuse

Evidence of neglect

Evidence of exploitation

Evidence of 
abandonment

Additional comments:

Comments:  

reproduced from Fulmer, t. (2003). elder abuse and neglect assessment. Journal of Gerontological Nursing, 29(6), 4–5. reproduced with permission of SLaCK 
Incorporated. 
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Abuse Suspicion Index (EASI; box 23-1) is a 
short screening instrument validated for cog-
nitively intact patients in family practice and 
ambulatory care settings, with a sensitivity of 

0.47 and a specificity of 0.75 (Yaffe, Wolfson, 
Lithwick, & Weiss, 2008). It includes six ques-
tions and takes less than two minutes to con-
duct (Yaffe et al., 2008).

 ▸ Practice Challenges
EM assessment can be challenging for clinicians. 
Many older adults suffer from dementing illness, 
making it difficult to obtain a reliable medical 
history. A clinician should still interview older 
adults who are cognitively impaired, as recent 
studies have shown that individuals with de-
mentia can often reliably report how an injury 
occurred (Wiglesworth et al., 2009; Ziminski, 
Wiglesworth, Austin, Phillips, & Mosqueda, 
2013). In instances where the patient cannot 
provide history, collateral information should 
be obtained from other sources, such as other 
family members, neighbors, or the primary 
care provider.

Another challenge in EM assessment is 
the difficulty in distinguishing between EM 
and accidental trauma or illness. This task is 
made more challenging by the normal physio-
logic changes that occur with aging and older 
adults’ frequent use of medications that affect 
bruising (Collins, 2006; Collins & Presnell, 
2007; Collins & Sellars, 2005; Murphy et al., 
2013; Rosenblatt, Cho, & Durance, 1996). 
 Although only limited research exists to assist 
clinicians, recent studies have shown that phys-
ical abuse–related injuries are most frequently 
 observed on the head, neck, and upper extrem-
ities ( Murphy et al., 2013; Rosen, Hargarten, 
et al., 2016). In one study, abuse victims had 
bruises that were more often large (greater than 
5 cm) and found on the face, lateral right arm, 
or posterior torso (Wiglesworth et al., 2009). 
Preliminary results from another study suggest 
that injuries to the left periorbital area, neck, 
and ulnar forearm may be much more com-
mon with abuse than with an accident (Wong 
et al., 2016). Future research to further inform 
EM assessment is ongoing.

box 23-1  Clinical Screening for elder 
Mistreatment: elder abuse 
Suspicion Index (eaSI)

Questions 1 through 5 are answered by 
the patient. Question 6 is answered by the 
physician.

1. Have you relied on people for any of the 
following: bathing, dressing, shopping, 
banking, or meals?

2. Has anyone prevented you from getting 
food, clothes, medication, glasses, 
hearing aids, or medical care or from 
being with people you wanted to be 
with?

3. Have you been upset because someone 
talked to you in a way that made you 
feel shamed or threatened?

4. Has anyone tried to force you to sign 
papers or to use your money against 
your will?

5. Has anyone made you afraid, touched 
you in ways that you did not want, or 
hurt you physically?

6. Doctor: Elder abuse may be associated 
with findings such as poor eye contact, 
withdrawn nature, malnourishment, 
hygiene issues, cuts, bruises, 
inappropriate clothing, or medication 
compliance issues. Did you notice any 
of these today or in the last 12 months?

The patient can answer “yes,” “no,” or 
“unsure.” A response of “yes” on one or more of 
questions 2 through 6 should prompt concern 
for abuse or neglect. 

reproduced from Yaffe, M. J., Wolfson, C., Lithwick, M., & Weiss, D. (2008). 
Development and validation of a tool to improve physician identification of 
elder abuse: the elder abuse Suspicion Index (eaSI). Journal of Elder Abuse 
and Neglect, 20, 276–300. reprinted by permission of the publisher, taylor &  
Francis Ltd, http://www.tandfonline.com.
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 ▸ Approach for Readers
Key elements of the clinical assessment for EM 
are highlighted in box 23-2. Ultimately, the most 
valuable tool for a clinician in assessing for EM is 
maintaining a high index of suspicion for this com-
mon, serious, but frequently missed phenomenon.

 ▸ Summary
Although abuse of older adults is common and has 
serious consequences, EM is both under-recognized 
and under-reported. The clinical encounter is 
an important opportunity to identify EM, and 
clinicians should routinely assess for it. A stan-
dardized approach and formal screening proto-
cols may be helpful. The assessment should be 
comprehensively documented, and any concerns 
should be reported to the appropriate authori-
ties. Identifying EM has the potential to dramat-
ically impact the health and quality of life of the 
most vulnerable older adults.
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Functional Assessment 
of Older Adults
Sherry A. Greenberg and Donna McCabe

Key Terms

Activities of daily living
Function

Functional assessment Older adults

ChapTer ObjeCTives

1. Describe the components of a functional assessment.
2. Describe use of valid, reliable tools to assess function in older adults.
3. Understand how functional assessment may be conducted in healthcare settings.
4. Identify factors and conditions that affect function in older adults.

 ▸ Introduction
Functional assessment is a vital component of a 
comprehensive geriatric assessment. A person’s 
level of function is affected by his or her overall 
state of health, yet is beyond a specific disease or 
health condition. Reflecting the broad scope of 
factors affecting function, functional assessment 
includes physical, psychological, socioeconomic, 
and environmental components. An emphasis 

is placed on knowing the individual’s baseline 
status and making comparisons to that status. 
The focus on preservation of function relative 
to this baseline requires that declines be noticed 
as early as possible if they are to be improved or 
slowed in progression. Lack of systematic assess-
ment using evidence-based tools and reliance on 
assumptions or patient self-report can limit the 
data obtained and lead to missed opportunities 
for preventing functional decline. Particularly 
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concerning is the high risk for progressive loss 
of function among older adults with a preex-
isting need for assistance in activities of daily   
living (Graf, 2008, 2012; Resnick, 2016).

Physical functioning in some degree is a 
requirement for many facets of day-to-day life. 
For older adults, it may dictate their ability to 
live alone, where they are able to live, and what 
degree of assistance is required regardless of set-
ting. In some sense, functional ability may be 
synonymous with overall good health. Older 
adults, in fact, often define the degree of their 
health in terms of their overall functioning—that 
is, their ability to do “what they do” on a daily 
basis (Boltz, Capezuti, Shabbat, & Hall, 2010).

Functional well-being, which comprises 
the maintenance of baseline optimal function-
ing, is a public health concern. Healthy People 
2020 (2017) has set forth a goal of reducing the 
proportion of older adults with moderate to se-
vere functional limitations by 10%, from 29.3% 
in 2007 to 26.4% in 2020. Older adults living 
with or developing functional decline place a 
tremendous burden on government healthcare 
funding (Guralnik, Alecxih, Branch, & Wiener, 
2002). Hence, it is healthcare providers’ respon-
sibility to assess function regularly and inter-
vene quickly, as needed.

 ▸ Assessment and Best 
Practices

The basic elements of functional assessment are 
recommended to be completed at regular inter-
vals to allow comparisons over time, quick iden-
tification of declines, and early intervention. 
Functional assessment should be completed for-
mally at least yearly and informally during every 
encounter with an older adult. A functional as-
sessment can be basic or comprehensive in na-
ture. A complete functional assessment includes 
a thorough functional history and knowledge of 
the person’s baseline functional status. The clini-
cian must integrate functional assessment into 
the entire comprehensive exam that evaluates 

the characteristics of the home environment, 
the role of caregivers, the existence of pain, and 
other elements that may affect function.

Caregivers, friends, and neighbors may pro-
vide information about a person’s baseline func-
tional status, as needed. The clinician should 
make direct observations of functional status 
whenever possible, however, as the client’s or a 
family member’s verbal report may not always 
be accurate. Document all findings. Do not as-
sume that what is told is always the case, as func-
tional status may change over time.

Functional assessment should be performed 
in all healthcare settings in which older adults are 
encountered. In the home setting, it is import-
ant to assess the older adult’s ability to function 
in the home and surrounding environment at 
every home visit. Assess for safety issues, light-
ing, throw rugs, waxed floors, cooking items 
within reaching distance, condition of stairs 
and railings, wide doorways, raised toilet seats, 
handicap accessibility, and grab bars and/or a 
seat in the shower or bathtub.

In the primary care office, start assessing 
function upon a person’s entrance into the of-
fice. Observe how the person walks; if an assis-
tive device is used; if the person is holding onto 
the wall, objects, or other people for balance; 
and if the person needs assistance to change 
into an examination gown for the office phys-
ical examination.

In the acute care setting, assess the older adult’s 
functional status and compare it to the baseline 
status. Assess level of activity and self-sufficiency. 
Family members and visiting friends may pro-
vide assistance in obtaining information about 
a person’s baseline functional status. Although 
the primary focus during an acute care stay is 
assessment and management of the admitting 
health condition, there is increasing awareness 
of the importance of addressing the functional 
status needs of older adults, especially to pre-
vent negative outcomes (Boltz, Resnick, & Galik, 
2016; Resnick, Galik, Wells, Boltz, & Holtzman, 
2015). In the post-acute care setting, assess the 
older adult’s functional status upon admission, 
quarterly, and upon significant change in clinical 
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status. The identification of functional decline 
is a major problem during transitions in health 
care, particularly upon entering and discharge 
from acute care setting. It is crucial to obtain 
a baseline history as a basis for making com-
parisons over time  (Hoogerduijn et al., 2012).

Basic aspects of the health history and phys-
ical examination related to function of older 
adults include vision, hearing, oral health, nutri-
tion, elimination, social support, cognition, and 
upper and lower extremity mobility. Aspects of 
visual function include assessment of eyes, ex-
traocular movements, and visual fields; vision 
screening with glasses and/or contact lenses with 
a Snellen chart or book, if needed; and know-
ledge of the last ophthalmologist exam. Hearing 
function includes assessment for and removal 
of any cerumen, need for hearing aids and/or 
their battery function, and a whisper test to as-
sess actual hearing of a soft voice. The condi-
tion of the mouth, oral mucosa, teeth, dentures, 
and tongue are important, as they relate to oral–
systemic health. Note any difficulty chewing, 
eating, or swallowing. Ask about the last den-
tal appointment or arrange for one, as needed.

In terms of nutrition, ask about ease of access 
to food and stores; dexterity to open cans, bot-
tles, and packages; and ability to prepare meals 
and cook safely. In terms of mobility, assess up-
per and lower extremity function by determin-
ing range of motion and strength. Inquire about 
pain and any treatments used, as pain can af-
fect overall function, mobility, and willingness 
to participate in physical and social activities.

In addition, assess ethnic, spiritual, and cul-
tural factors that may affect any aspect of func-
tion or well-being. Ask about the person’s social 
support system and participation in commun-
ity activities, such as in a neighborhood sen-
ior center.

Interprofessional team members may assist 
in the comprehensive assessment of function 
for older adults. These team members include 
nurses, primary care providers, social workers, 
dietitians, dentists, podiatrists, and clergy mem-
bers; physical, occupational, speech, and recrea-
tion therapists; and paid and nonpaid caregivers.

 ▸ Assessment Tools
The most common assessments for physical 
function examine the person’s ability to per-
form activities of daily living (ADLs) and in-
strumental activities of daily living (IADLs) 
(Graf, 2008, 2012; Resnick, 2016). The Katz In-
dex of Independence in Activities of Daily Liv-
ing and the Lawton Instrumental Activities of 
Daily Living Scale (Lawton & Brody, 1969) are 
tools that are frequently used to assess the most 
common components of functional ability to 
live independently.

The Katz Index, which is used to assess for 
problems in performing ADLs, ranks adequacy 
of performance in the six functions of bathing, 
dressing, toileting, transferring, continence, and 
feeding (Box 24-1). The individual receives a score 
of “yes” or “no” regarding independence in each 
of the six functions. A score of 6 indicates full 
function, 4 indicates moderate impairment, and 
2 or less indicates severe functional impairment 
(Katz, 1983; Shelkey & Wallace, 2012).

The Lawton IADL Scale is used to assess 
independent living skills. It ranks adequacy in 
performance of eight complex activities: ability 
to use the telephone, shopping, food prepara-
tion, housekeeping, laundry, mode of transpor-
tation, responsibility for own medications, and 
ability to handle finances (Box 24-2). People are 
scored according to their highest level of func-
tioning in that category. The summary score 
ranges from 0 (low function, dependent) to 8 
(high function, independent) (Graf, 2008, 2012; 
Lawton & Brody, 1969).

Many other tools may be used to develop 
a more detailed assessment of overall function 
and different facets of function other than just 
the physical domain. The Advanced Activities of 
Daily Living (AADL) tool is one such compre-
hensive assessment of overall functioning, whose 
results are highly dependent on cognitive abilities  
(Reuben & Solomon, 1989). The comprehensive 
nature of an AADL assessment provides data that 
indicate how the person is functioning in the en-
vironment on social, occupational, and more ad-
vanced levels such as hobbies and working. Cultural 
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Box 24-1 Katz Index of Independence in activities of Daily Living

Activities
Points (1 or 0)

Independence:
(1 Point)
No supervision, direction, or personal 
assistance

Dependence:
(0 Points)
With supervision, direction, 
personal assistance, or total 
care

Bathing
Points: ________

(1 Point) Bathes self completely or needs 
help in bathing only a single part of the 
body such as the back, genital area, or 
disabled extremity.

(0 Points) Needs help with 
bathing more than one part 
of the body, getting in or 
out of the tub or shower. 
Requires total bathing.

Dressing
Points: ________

(1 Point) Gets clothes from closets and 
drawers and puts on clothes and outer 
garments complete with fasteners. May 
have help tying shoes.

(0 Points) Needs help with 
dressing self or needs to be 
completely dressed.

Toileting
Points: ________

(1 Point) Goes to toilet, gets on and off, 
arranges clothes, cleans genital area 
without help.

(0 Points) Needs help 
transferring to the toilet, 
cleaning self, or uses bedpan 
or commode.

Transferring
Points: ________

(1 Point) Moves in and out of bed or 
chair unassisted. Mechanical transferring 
aides are acceptable.

(0 Points) Needs help in 
moving from bed to chair or 
requires a complete transfer.

Continence
Points: ________

(1 Point) Exercises complete self-control 
over urination and defecation.

(0 Points) Is partially or totally 
incontinent of bowel or 
bladder.

Feeding
Points: ________

(1 Point) Gets food from plate into 
mouth without help. Preparation of food 
may be done by another person.

(0 Points) Needs partial or 
total help with feeding or 
requires parenteral feeding.

Total points = ______ 6 = High (patient independent) 0 = Low (patient very dependent)

reproduced from Katz, S., Down, t.D., Cash, h.r., & Grotz, r.C. (1970). progress in the development of the index of aDL. the Gerontologist, 1970, 10(1), 
20-30, by permission of Oxford University press.
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Box 24-2 Lawton Instrumental activities of Daily Living Scale

A. Ability to Use Telephone
1. Operates telephone on own initiative; looks up and dials numbers 1
2. Dials a few well-known numbers 1
3. Answers telephone, but does not dial 1
4. Does not use telephone at all 0

B. Shopping
1. Takes care of all shopping needs independently 1
2. Shops independently for small purchases 0
3. Needs to be accompanied on any shopping trip 0
4. Completely unable to shop 0

C. Food Preparation
1. Plans, prepares, and serves adequate meals independently 1
2. Prepares adequate meals if supplied with ingredients 0
3. Heats and serves prepared meals of prepares meals, but does not  

maintain adequate diet 0
4. Needs to have meals prepared and served 0

D. Housekeeping
1. Maintains house alone with occasional assistance (heavy work) 1
2. Performs light daily tasks such as dishwashing, bed making 1
3. Performs light daily tasks, but cannot maintain acceptable level of cleanliness 1
4. Needs help with all home maintenance tasks 1
5. Does not participate in any housekeeping tasks 0

E. Laundry
1. Does personal laundry completely 1
2. Launders small items, rinses socks, stockings, and so on 1
3. All laundry must be done by others 0

F. Mode of Transportation
1. Travels independently on public transportation or drives own car 1
2. Arranges own travel via taxi, but does not otherwise use public transportation 1
3. Travels on public transportation when assisted or accompanied by another
4. Travel limited to taxi or automobile with assistance of another 0
5. Does not travel at all 0

G. Responsibility for Own Medications
1. Is responsible for taking medication in correct dosages at correct time 1
2. Takes responsibility if medication is prepared in advance in separate dosages 0
3. Is not capable of dispensing own medication 0

H. Ability to Handle Finances
1. Manages financial matters independently (budgets, writes checks, pays  

rent and bills, goes to bank); collects and keeps track of income 1
2. Manages day-to-day purchases, but needs help with banking, major  

purchases, and other tasks 1
3. Incapable of handling money 0

Scoring: For each category, circle the item description that most closely resembles the client’s 
highest functional level (either 0 or 1).

reproduced from Lawton, M.p., & Brody, e.M.  (1969). assessment of older people: Self-maintaining and instrumental activities of daily living. the 
Gerontologist, 9(3), 179–186, by permission of Oxford University press.
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self-care, medical status, and psychosocial fac-
tors. The acronym stands for Physical condi-
tion, Upper limb function, Lower limb function, 
Sensory components, Excretory function, and 
Support factors (Granger, Sherwood, & Greer, 
1977; Moskowitz, 1985). Each aspect should be 
assessed thoroughly.

Medications, including prescribed and over-
the-counter drugs, laxatives, vitamins, and herbal 
remedies, should be assessed on each visit or every 
encounter in an institutional setting. Older adults 
at increased risk for adverse drug effects include 
those older than 85 years, those with low body 
weight or low body mass index, those with six or 
more concurrent chronic illnesses, those with im-
paired renal function, those who experienced a 
prior adverse drug event, and those with cognitive 
impairment (Resnick, 2016). Polypharmacy and 
medication use, misuse, or nonadherence can affect 
an older adult’s functional status. The American 
Geriatrics Society (AGS) 2015 Updated Beers Cri-
teria are designed to help reduce older adults’ drug- 
related problems, including, but not limited to, ex-
posure to potentially inappropriate medications, 
drug–disease interactions, and medications that 
warrant extra caution in the older adult popula-
tion. The AGS Beers Criteria resources may aid 
the clinician in discerning how medication-related 
issues may affect an older adult’s overall function 
(AGS, 2015; Greenberg, 2016).

Basic assessments of daily function do not 
evaluate cognitive function, although most of the 
elements require a certain level of cognitive abil-
ity to be carried out. The Montreal Cognitive As-
sessment (MoCA) is a brief assessment tool for 
mild cognitive impairment. It assesses the do-
mains of attention and concentration, executive 
function, memory, language, visuo- constructional  
skills, conceptual thinking, calculations, and 
orientation. In general, the total possible score is  
30 points, with a score of 26 or more being con-
sidered normal (Nasreddine et al., 2005). For 
more information about the MoCA, see the main 
website for this tool (http://www.mocatest.org).

The Functional Assessment Staging Test 
(FAST scale) is a valid measure of the course of 
dementia; it identifies seven stages that delineate 

and gender differences as well as socioeconomic 
factors may influence AADL performance (Dias, 
de Andrade, de Oliveira Duarte, Santos, &  Lebrao, 
2015). Recent research has shown that the number 
of AADLs performed is important in the main-
tenance of cognitive capacity, and that a smaller 
number of AADLs performed may predict cog-
nitive decline (Dias et al., 2015).

Older adults with Alzheimer’s dementia 
usually need assistance with advanced activities 
of daily living, which are unique needs based 
on activity preferences and routines (Takechi, 
Kokuryu, Kubota, & Yamada, 2012). Family care-
givers are often the ones providing this support. 
Thus, assessment of caregiver needs is import-
ant to provide the individualized guidance and 
resources needed in general and in the com-
munity. Additionally, assessment of caregiver 
burden is needed to provide access to respite 
care and/or caregiver support groups as needed.

The Timed “Up and Go” (TUG) test is a short, 
reliable, and valid test for quantifying functional 
mobility. The individual may be observed by the 
healthcare practitioner during this kind of mo-
bility testing, thereby providing a more accurate 
assessment compared to more subjective self-  
report functional assessment tools, which are po-
tentially less reliable. As a descriptive tool, the 
TUG test provides valuable information about 
balance, gait speed, and functional ability. It meas-
ures the number of seconds taken by a person to 
stand up from a standard armchair, walk 3 me-
ters, turn around, walk back to the chair, and sit 
down wearing usual footwear (Podsiadlo & Rich-
ardson, 1991). The length of time it takes to com-
plete the TUG test provides information on fall 
risk: The longer it takes to complete it, the higher 
the risk of falls. Those individuals who complete 
the TUG test in less than 10 seconds are consid-
ered freely mobile; those who complete it in 10 to  
19 seconds are mostly independent in mobility; 
those who complete it in 20 to 29 seconds have 
variable mobility; and those who complete it in 
greater than 29 seconds have impaired mobility 
(Podsiadlo & Richardson, 1991).

The PULSES Profile is a tool that meas-
ures functional performance in mobility and 
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In addition to assessing cognitive function, 
assessment of mood is crucial. Feelings of low 
mood or depression may affect an individual’s 
willingness to function, go out, and participate 
in daily functional and recreational activities. 
The Patient Health Questionnaire (PHQ) 2 and 
9 are both publicly available instruments that 
are used in various electronic health records. 
Notably, the PHQ is used in the Centers for 
Medicare and Medicaid Services’ home health 
agency Outcome and Assessment Information 
Set (OASIS-C2) as a screening tool for depres-
sion for all adults. The PHQ asks people to rate 
how often over the last two weeks they have 
been bothered by various problems.

While many instruments are available to 
measure depression, the Geriatric Depression 
Scale (GDS) has been tested and used extensively 
with the older adult population (Yesavage et al., 
1983). The GDS—Long Form is a brief, 30-item 
questionnaire in which participants are asked to 
respond by answering “yes” or “no” in reference 
to how they felt over the past week. The GDS—
Short Form, consisting of 15 questions, was 
developed in 1986 (Sheikh &  Yesavage, 1986). 
Further assessment for depression is needed 
for a GDS—Long Form score greater than 10 
or a GDS—Short Form score greater than 5. 
Consider referral to a nurse, primary care pro-
vider, social worker, or geropsychiatrist for fur-
ther assessment as needed (Greenberg, 2012). 
The Geriatric Depression Scale is in the pub-
lic domain; this scale and related information 
may be reviewed at http://www.stanford.edu 
/~ yesavage/ACRC.html and https://web.stanford.edu 
/~yesavage/GDS.html.

 ▸ Functional 
Assessment: Case 
Exemplar

A change in function may be the first sign of an 
acute condition. This case involves a 78-year-old 
female who presents with a chief complaint of 

the course of dementia based on a person’s func-
tion (Reisberg, 1988):

 ■ Stage 1: Normal adult with no cognitive 
deficits.

 ■ Stage 2: Normal older adult.
 ■ Stage 3: Early dementia/mild cognitive 

impairment (may last 7 years).
 ■ Stage 4: Mild dementia (may last 2 years).
 ■ Stage 5: Moderate dementia (may last  

1.5 years).
 ■ Stage 6 (a–e): Moderately severe dementia.
 ■ Stage 7 (a–f): Severe dementia.

Beginning at Stage 4, people show diffi-
culty with IADLs, such as paying bills, cooking, 
cleaning, and traveling outside of walking dis-
tance. In Stage 5, there may be difficulty select-
ing proper clothes. Stage 6 has five substages:

 ■ Stage 6a: There is difficulty putting on clothes.
 ■ Stage 6b: The person with dementia needs 

help bathing.
 ■ Stage 6c: The person needs help toileting.
 ■ Stage 6d: The person may have urinary 

incontinence.
 ■ Stage 6e: The person may have bowel 

incontinence.

At Stage 7 on, there are greater deficits. 
Stage 7 has six substages:

 ■ Stage 7a: The person can likely only speak 
five or six words during the day.

 ■ Stage 7b: The person may only be able to 
speak one word clearly.

 ■ Stage 7c: The person can no longer walk.
 ■ Stage 7d: The person can no longer sit up.
 ■ Stage 7e: The person can no longer smile.
 ■ Stage 7f: The person can no longer hold 

up the head.

In Alzheimer’s dementia, stages are not 
skipped. Thus, a significant variation from the 
staging suggests another etiology of dementia 
(Reisberg, 1988). It is important to note that for 
an older adult with later-stage Alzheimer’s dis-
ease, difficulty with IADLs needing higher-level 
executive function, such as managing finances, 
will occur prior to difficulty with basic ADLs.
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right hip pain. The pain began two weeks ago, 
without any trauma preceding its onset. Lately, 
the pain has become more severe. Tylenol has not 
helped. The pain has interfered with her weekly 
dancing routine and she now needs to walk with 
a cane. She has no significant past medical hist-
ory, takes no medications, and rarely sees any 
healthcare providers. A complete physical exam-
ination is negative for any significant findings. 
Family members and friends thought the pain 
might be due to arthritis. Because the change in 
function and pain were so sudden, the clinician 
recommended an X-ray of the right hip. The 
X-ray showed a mass by the hip, which led to 
a medical work-up and follow-up. As this case 
suggests, acute changes in function should be 
taken seriously and assessed thoroughly.

 ▸ Summary
Functional assessment is complex and is crucial 
to the comprehensive care of older adults in all 
care settings. Components of the functional as-
sessment may be completed by different members 
of the healthcare team. The physical therapist, 
who is often regarded as the expert in managing 
and intervening with limitations of movement 
and function, can be an important team mem-
ber once functional decline has occurred. All in-
terprofessional team members can participate in 
the multiple aspects of the functional assessment. 
It is the primary provider’s responsibility to en-
sure that subjective and objective functional as-
sessment data are collected and synthesized in 
conjunction with a comprehensive assessment. 
With the interprofessional team assessment ap-
proach, the individual’s support team is motivated 
to maintain the client’s function, optimize it, and 
quickly identify any decline in function. Social 
support systems are unique to each person, but 
healthcare providers should enlist friends, family, 
and formal or informal caregivers to take part in 
promoting clients’ functional health. Every cli-
nician, family member, and caregiver should re-
mind older adults to stay active, keep the mind 
and body moving, and promote independence.
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Physical Assessment
Vanessa M. Rodriguez and Rosanne M. Leipzig
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ChapTer ObjeCTives

1. Describe the general approach to the physical assessment of older adults by system.
2. Appreciate the unique aspects of the physical examination of older adults.
3. Identify potential challenges that healthcare providers may encounter while performing a 

physical assessment of the older adult.

 ▸ Introduction
A good understanding of the unique aspects 
of taking a history and performing a physical   
assessment of a geriatric patient helps to sup-
port healthy aging, and also allows the detec-
tion of issues that may cause an older adult to 
decline. While geriatric patients experience a 
series of changes that are part of the normal 
aging process, this vulnerable population also 
has a propensity to develop syndromes, such 
as delirium and incontinence, for which the 
clinician must have a high index of suspicion. 

Additionally, older adults may have more severe 
illness or  unanticipated complications due to ho-
meostenosis, the inability to compensate in the 
presence of stressors due to the decline of phys-
iologic  reserve in several systems (Cassel, 2003).

The physical examination starts with 
observation. In every healthcare setting (e.g., 
long-term care, ambulatory care center, hospi-
tal), healthcare providers and staff can begin to 
construct an initial impression of older patients 
as soon as they meet them. For example, an older 
adult walks into an ambulatory center and in-
teracts with the front desk personnel, medical 
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assistants, and nurses even before entering the 
room to meet with the provider.

Frequently, the precise sequence and tim-
ing of the examination must be modified when 
assessing an older person because of impaired 
hearing, sight, comprehension, or mobility. A 
study by Lo, Ryder, and Shorr (2005) of approx-
imately 4000 adults age 45 years and older, eval-
uating how age could influence the duration of 
the ambulatory visit, found that despite the fact 
that those patients age 75 years and older had 
more medical conditions and were at higher 
risk for drug-related problems than younger 
patients, the duration of physician visits was 
similar across the age groups. Older adults with 
multiple medical issues presenting with several 
complaints will often benefit from a compre-
hensive evaluation completed over two or more 
visits rather than during an exhaustive initial en-
counter. In addition to the history and physical 
assessment, the assessment of other domains 
such as mobility and functional assessment will 
likely need further exploration that should not 
be done rapidly. For further details about the 
functional assessment of the older adult, refer 
to the Functional Assessment: Activities of Daily 
Living and Instrumental Activities of Daily Liv-
ing Assessment chapter.

What makes the examination of older per-
sons different is not the content of the exam-
ination, but rather the approach, which should 
be age- and person-appropriate and avoid un-
due discomfort, embarrassment, or stress. This 
approach should take into account whether the 
older adult has impaired special senses or di-
minished mobility and must allow for slower 
response times. The successful clinician must 
respectfully allow concerns that the person 
thinks are most important to be expressed. 
Caregivers and family may have concerns that 
need to be addressed within this context as well.

This chapter organizes the physical exam-
ination according to organ systems so as to 
provide a logical structure for the reader. In prac-
tice, in older people, the presenting symptom is  
often atypical or nonspecific—a signal that some-
thing is amiss somewhere but not necessarily in 

the suspected organ system. Older adults can 
present very differently from younger people 
with similar medical problems, and findings in 
this age cohort can often be subtle or undiffer-
entiated (Kurrle, Cameron, & Geeves, 2015). It 
is imperative to have a basic understanding of 
all the domains that characterize the general ap-
proach to the older adult, especially those that 
have special needs or considerations such as de-
mentia. The geriatric physical assessment differs 
from a typical medical evaluation in three ways: 
It includes nonmedical domains; it emphasizes 
functional capacity and quality of life; and it in-
corporates a multidisciplinary team approach 
that often includes a physician, nurses, nutrition-
ist, social worker, and physical and occupational 
therapists. This type of assessment often yields a 
more complete and relevant list of medical prob-
lems, functional impairments, and psychosocial 
issues (Landefeld, 2003). The main goal of per-
forming such a thorough assessment is to detect 
or prevent disability and to increase safety. For 
those patients who already have some form of 
disability, knowing how to conduct a thought-
ful history and physical examination may guide 
healthcare providers to develop a patient-centered 
plan that could reduce further disability and im-
prove the patient’s quality of life.

 ▸ Approach to the 
Geriatric Patient

Regardless of the setting, the clinician should 
utilize techniques that will aid in conducting 
an effective and culturally sensitive history and 
physical assessment. Ideally healthcare provid-
ers should anticipate barriers that could arise 
during the assessment, and have a plan to ad-
dress them.

Because older persons frequently have im-
paired communication skills as a result of aging, 
illness, or lack of health literacy, the examiner 
must pay special attention to communication is-
sues during the history taking and physical ex-
amination. For many older adults, English may 
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be a second language; consequently, the exam-
iner must keep in mind that the person may have 
difficulty in providing or understanding infor-
mation during the interview. Of note, patients 
with dementia often lose fluency in a second 
language. A hearing problem may not be evi-
dent and can result in misunderstanding if not 
recognized. Someone who is hearing impaired 
may respond to questions inappropriately, re-
sulting in misdiagnoses, especially of cognitive 
impairment. If the individual uses a hearing aid, 
the volume of both the hearing aid and the ex-
aminer’s voice may need to be adjusted. When 
you are filling the role of examiner, make sure 
you have the patient’s attention, that your mouth 
is visible, and that you speak clearly and slowly. 
If one of the patient’s ears has better hearing, 
position yourself closer to that ear. In addition, 
it is a good practice to confirm that the listener 
heard you by asking that individual to repeat 
back what was heard, in the person’s own words.

In most cultures (but not all), eye contact, a 
handshake, the use of last name, and appropri-
ate physical contact are the rudiments of good 
communication with all persons, but particu-
larly for older adults. Eye contact is important 
to establish a relationship. Prolonged eye con-
tact can seem like staring, however, and in some 
cultures eye contact is considered inappropri-
ate. Addressing the individual by the last name 
is a sign of respect in all cultures. Many older 
persons also appreciate a touch on the hand or 
shoulder. When done in a sincere and caring 
manner, a touch may reduce some of the anx-
iety associated with a trip to the clinician’s of-
fice or during a home visit.

The environment of the encounter must be 
comfortable, with a minimum of noise, distrac-
tions, interruptions, and appropriate room tem-
perature. It is important to speak to the older 
adult directly, rather than through others who 
may have accompanied him or her to the visit. 
For all but the most cognitively impaired pa-
tients, the clinician should talk to the caregiver 
only with the permission of the individual. The 
family members may appreciate some time alone 
with the practitioner to express their concerns 

without feeling embarrassed by the older per-
son’s presence. A natural time for this to occur 
is while the person undresses in preparation for 
the physical examination. Provide the patient 
and family with a brief explanation and descrip-
tion of what is to be accomplished during the 
visit. If there are multiple issues and concerns, 
let them know that several sessions may be re-
quired to address all concerns.

During the first visits, the provider should 
find out who the patient is, how that person 
spends his or her time, what is most important 
to the patient, and what is of greatest concern to 
the patient at this time. Some older adults may 
still be working or be active in their commun-
ities. Giving them a few minutes to open up and 
feel acknowledged as an individual can make 
a great difference in the tenor of the patient– 
provider relationship.

Practitioners rarely address the areas of reli-
gious or spiritual beliefs, which are often thought 
to be taboo. However, in completing the history, 
practitioners might ask the older person the fol-
lowing questions (avoiding a coercive or intru-
sive tone): What role does religion play in your 
life? Are you a member of a faith community? 
Do you participate actively with this commun-
ity? Spirituality is discussed in more detail in 
the Spiritual Assessment as a Key Component of 
Comprehensive Geriatric Care chapter. Asking 
questions that pertain to meaning and purpose, 
as well as spiritual and religious issues, can open 
up a dialogue that will benefit the patient and en-
hance his or her relationship with the clinician.

 ▸ History Taking
Taking a history from an older adult can be anx-
iety provoking for healthcare providers whose 
time is limited. Having patients or their family 
members complete a health questionnaire prior 
to the first visit can allow the patient and family 
to assemble the requested medical information, 
such as current medications and doses, surgeries 
and hospitalizations, other healthcare providers 
and contact information, health maintenance, 
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For older adults with multiple chronic con-
ditions and functional limitations, it is import-
ant that the provider ask specific questions about 
when problems started and if they resolved at 
any point. When multiple concerns or serious 
symptoms are present, a good starting point is 
often “When was the last time you felt really 
well?”—this question enables the clinician to 
gauge the severity of the problems and their 
 effect on function.

Be specific when asking about pain. The 
2011 National Health and Aging Trends Study 
on prevalence and impact of pain among older 
adults found that older adults endorsed multi-
ple sites of pain, and pain was strongly associ-
ated with decreased physical function (Patel, 
 Guralnik, Dansie, & Turk, 2013). The question 
“What is your pain level on a scale from 0 to 10?” 
is unanswerable to someone with multiple sites 
of pain. Typically, a thorough investigation of 
the etiologies of pain, using a multimodal ap-
proach, is required in such a case. (See the Pain 
 Assessment chapter for more information.)

Special attention should be paid to patients 
with dementia, as they may have a limited abil-
ity to communicate their needs and sources of 
discomfort. Remember that patients with de-
mentia can be accurate when reporting what is 
going on at the moment, but less so when de-
scribing about something over time.

 ▸ Sexual Health 
Assessment

The sexual health of older adults is an import-
ant component of the overall health assessment. 
Unfortunately, this area may inadvertently be 
omitted because of stereotypic beliefs regard-
ing aging and sexuality. Although certain physi-
ologic functions related to sexuality change with 
aging, healthy sex lives among older adults are 
the norm. Libido and sexual response may be 
inhibited, however, when individuals are ill or 
on medications that may blunt sexual arousal 
response.

and family history, and activities of daily living 
(ADLs) and instrumental activities of daily living 
(IADLs), and to complete a review of systems. 
The time the clinician then spends with them 
can confirm this history and allow for probing 
further as needed. It will also give the clinician 
time to better understand what is most concern-
ing for the patient and family, and decrease the 
likelihood that additional problems will be un-
covered on their way out the door. Even if not 
completed in its totality, this history can pro-
vide some valuable information, and the staff 
can encourage its completion while the patient 
is waiting to see the provider.

Some older persons may be reluctant to 
share certain information in front of their fam-
ily members, particularly things that might 
cause the family to question their living ar-
rangements or autonomy, such as whether 
they have fallen, are incontinent, having dif-
ficulty bathing, or are sexually active. Asking 
the family to leave during the physical exam-
ination gives the clinician the opportunity to 
ask the patient these questions and to obtain 
information on sensitive concerns related to 
caregiver abuse and neglect. Some older adults 
are lonely or overly talkative, sharing at length 
numerous irrelevant incidents that happened 
long ago. Without showing disinterest or dis-
respect, the interviewer must strive to refocus 
the person on the issues at hand.

It is generally a good idea to use open-ended 
questions to obtain information. However, older 
adults often have difficulty with word finding, 
and their free recall is worse than when given 
cues or a choice. For this reason, it is sometimes 
helpful to supply a choice of words to help de-
scribe the problem. This is particularly true for 
patients with dementia. For example, “Describe 
your chest pain” is an open-ended question; 
“Was the pain sharp, stabbing, dull, or crush-
ing?” may help the older individual be more 
precise in the description.

Table 25-1 outlines content for a review of 
systems related to geriatric syndromes. As men-
tioned earlier, this review can be completed be-
fore the initial encounter.
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Table 25-1 Geriatric review of Systems

General  ■ Weight loss/gain
 ■ Fatigue
 ■ Weakness
 ■ Fever
 ■ Chills
 ■ Loss of appetite
 ■ Snores
 ■ Night sweats
 ■ Swollen lymph nodes
 ■ Pain

Gastrointes-
tinal

 ■ Abdominal pain
 ■ Constipation
 ■ Diarrhea
 ■ Blood in stools
 ■ Excessive gas/bloating
 ■ Painful swallowing
 ■ Trouble swallowing
 ■ Nausea
 ■ Vomiting
 ■ Heartburn

Eyes  ■ Visual loss
 ■ Blurry vision
 ■ Double vision
 ■ Eye pain
 ■ Itchy/burning eyes

Genitourinary  ■ Leakage of urine
 ■ Frequent nighttime urination
 ■ Urinary frequency
 ■ Urination urgency
 ■ Painful urination
 ■ Blood in urine
 ■ Problems with erection
 ■ Vaginal itching/dryness
 ■ Spotting/discharge
 ■ Painful intercourse

Ears  ■ Hearing loss
 ■ Ear discharge
 ■ Ear pain
 ■ Room spinning sensation
 ■ Loss of balance
 ■ Ringing in the ears

Breast  ■ Nipple discharge
 ■ Pain
 ■ Breast mass

Nose/Throat  ■ Bloody nose
 ■ Congestion
 ■ Smell changes
 ■ Runny nose
 ■ Sore throat
 ■ Hoarseness

Musculoskel-
etal

 ■ Falls
 ■ Fear of falling
 ■ Neck pain
 ■ Painful gait
 ■ Back pain
 ■ Joint pain or swelling
 ■ Muscle pain
 ■ Stiffness

Oral  ■ Dry mouth
 ■ Bleeding gums
 ■ Mouth pain
 ■ Tongue problems
 ■ Taste changes
 ■ Jaw pain
 ■ Dentures (if yes, ask 

about fit, pain)

Skin  ■ Itching
 ■ Rash
 ■ Easy bruising
 ■ Mass or swelling
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Respiratory  ■ Cough
 ■ Shortness of breath
 ■ Wheezing
 ■ Productive sputum
 ■ Blood in sputum

Endocrine  ■ Hot flashes
 ■ Heat/cold intolerance
 ■ Excessive thirst

Cardiovas-
cular

 ■ Chest pain
 ■ Palpitations
 ■ Swelling of the legs
 ■ Shortness of breath with 

exertion
 ■ Sleeping with many 

pillows for better 
breathing

 ■ Wakes up due to 
difficulty breathing

 ■ Painful varicose veins

Neurologic  ■ Memory loss
 ■ Dizziness or lightheadedness
 ■ Headaches
 ■ Fainting
 ■ Loss of consciousness
 ■ Numbness or tingling of 

hands or feet
 ■ Tremors
 ■ Seizures
 ■ Sudden weakness of arm or 

legs
 ■ Speech problems
 ■ Leg cramps

Psychiatric  ■ Depression
 ■ Anxiety
 ■ Sleep problems
 ■ Irritability
 ■ Visual hallucinations
 ■ Hear voices
 ■ Suicidal ideations
 ■ Homicidal ideations
 ■ Abusive relationship
 ■ Alcoholism
 ■ Substance abuse 

problems

Other

Table 25-1 Geriatric review of Systems (continued)

In conducting a sexual health history, it is 
important to review systematically the individ-
ual’s regular patterns of sexual activity, expecta-
tions related to sex, and any changes in capacity 
or enjoyment, and to elicit the client’s goals for a 
healthy sex life. Once the clinician understands 
these goals, he or she can recommend appropri-
ate treatment and/or actions such as counsel-
ing, adjunct therapy, or physical aids to increase 
sexual capacity.

It is key that the clinician understand that 
sexuality in late life is a normal and positive 

experience of aging. Clinicians need to assess 
their own level of comfort in eliciting a sex-
ual history from the older adult, because any 
discomfort on their part is likely to inhibit 
the older adult’s ability to discuss his or her 
sexual life frankly. Key components of a sex-
ual history must include an understanding of 
what the older adult’s normal sexual patterns 
and interests have been over the course of 
his or her life and whether any changes have 
transpired that now affect sexual capacity and 
performance.
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During the course of the overall health as-
sessment, the clinician should elicit any sexual 
concerns or chief complaints from the patient. 
Most important, the clinician must determine 
whether the individual’s sexual activities are 
meeting his or her expectations and whether 
that person perceives there to be any sexual 
difficulties. In some cases, it might be useful to 
interview the older adult’s partner, as his or her 
responses may be different. Finally, homosex-
uality; unsafe intercourse resulting in sexually 
transmitted disease, including HIV infection; 
and sexual trauma from rape and other types 
of sexual assault are all issues that should not 
be overlooked due to stereotypes held about 
older people.

 ▸ Physical Assessment
For older adults, the examination should re-
quire as few changes in position as possible. 
Observe the patient, including behavior, dress 
and grooming, and any particular strong smells, 
such as urine, that could signal difficulty with 
self-care or neglect. Is the patient wearing eye-
glasses or hearing aids, using an assistive de-
vice, or wearing a medical information bracelet 
or a fall alert device? Is the patient cachectic or 
obese? Evaluate the patient’s demeanor and level 
of alertness, and adjust the interaction accord-
ingly to create a space of safety and respect for 
the patient. A change in alertness may be a sign 
of a serious medical issue such as delirium, but 
could also be evidence of a mental health prob-
lem or dementia. Note the pace, fluency, and 
clarity of speech.

With the patient seated, the head, eyes, ears, 
nose, throat, neck, heart, lungs, joints, and neu-
rologic examinations follow in turn. The patient 
is then positioned supine for examination of the 
lower extremities, abdomen, peripheral pulses, 
breasts, genitalia, and inguinal regions. The pa-
tient should then turn to the lateral decubitus 
position for rectal examination. Finally, have 
the patient stand so that postural blood pres-
sure and pulse changes can be detected. Balance 

and gait can be tested at the beginning or end 
of the exam.

 ▸ Components of the 
Examination

Vital Signs
The blood pressure (BP) measurement of any 
patient, but particularly the older adult, should 
be done carefully. Before measuring BP, the pro-
vider should ask about pain and any contra-
indications to the use of an extremity, such as 
lymphedema, infections, rash, or vascular ac-
cess as in patients undergoing dialysis. The bal-
loon of the blood pressure cuff should encircle 
about two-thirds of the arm’s circumference. If 
the person is obese, a wide cuff is used because 
a smaller cuff may overestimate the blood pres-
sure. The blood pressure should be measured 
in both arms at least once. Differences between 
arms may be due to asymmetrical atheroscle-
rotic involvement.

Before measuring BP in an older person, an 
Osler maneuver can be performed to determine 
whether the reading may be spuriously high due 
to stiff peripheral arteries. This maneuver is per-
formed by palpating the radial or brachial artery, 
inflating the blood pressure cuff above systolic 
pressure, and determining whether the pulseless 
artery is palpable. If so, the true intra-arterial  
blood pressure reading may be lower than the 
blood pressure obtained by auscultation. In 
one study, persons whose arteries remained 
palpable (Osler positive) when the cuff was in-
flated above systolic pressure had a blood pres-
sure reading taken by auscultatory methods that 
was 20% higher than the intra-arterial meas-
ured pressure (Messerli, Ventura, & Amodeo, 
1985). Some subjects had a diastolic cuff read-
ing of 120 or 100 mm Hg while a simultaneous 
intra-arterial pressure was 80 mm Hg. Such 
persons have pseudo-hypertension, which 
might cause them to be erroneously diagnosed 
as hypertensive. The cuff should be inflated to  
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adverse effects, such as hypotension and syn-
cope. The appropriate BP goals are particu-
larly unclear for more frail older adults, such 
as those who are institutionalized or with 
multimorbidity, as they are underrepresented  
in most trials.

If the patient reports dizziness, or if diuretics, 
antihypertensives, or other medications associ-
ated with postural hypotension are to be started, 
blood pressure and pulse should be measured 
in both the lying and standing positions. Pos-
tural hypotension is defined as a drop in systolic 
blood pressure of 20 mm Hg or more, a drop in 
diastolic blood pressure of 10 mm Hg or more, 
or an increase in heart rate increase of 20 beats/
min or more, within 3 minutes of standing. In 
an older adult, it is appropriate to use a two- 
position approach to measure BP: First measure 
the blood pressure and pulse after the patient 
rests supine for 5 minutes, and then remea-
sure them within 3 minutes after the patient 
stands up (Bickley & Szilagyi, 2016). In healthy 
elderly individuals, postural hypotension oc-
curs infrequently and is usually asymptom-
atic ( Mader, Josephson, & Rubenstein, 1987; 
 Myers, Kearns, Kennedy, & Fisher, 1978). In 
older persons who are frail, postural hypoten-
sion can be a symptomatic disorder associated 
with increased falls and syncope (Tinetti et al., 
2014). The fall in blood pressure on standing 
can be exaggerated if the blood volume is low 
or if the reflex orthostatic mechanisms are im-
paired because of age or medications. Even mild 
volume depletion secondary to use of diuretics  
can result in marked postural hypotension in 
older adults, although no such change occurs in 
younger subjects (Shannon, Wei, Rosa,  Epstein, &  
Rowe, 1986).

Feeling the pulse and measuring the heart 
rate can identify bradycardia, tachycardia, or an 
irregular pulse, all of which could signify a ser-
ious medical issue or the side effect of a medi-
cation (e.g., cholinesterase inhibitors, albuterol). 
The radial artery is convenient for determining 
the heart rate. When the pulse is irregular, it is 
further characterized as regularly irregular or 
irregularly irregular. A regularly irregular pulse 

at least 200 mm Hg, and the examiner should 
continue to listen until a pressure of 50 to as-
sure that there is no auscultatory gap, where 
the sounds disappear only to reappear again at 
a lower pressure. Korotkoff sounds are identi-
fied by listening with the bell of the stethoscope 
pressed lightly over the brachial artery. The 
pressure at which the sounds are first heard is 
the systolic pressure. The sounds may become 
muffled before they disappear, but the point at 
which the sounds are no longer heard is the di-
astolic pressure. If the auscultatory gap is not 
recognized, the diastolic pressure may be erro-
neously recorded as higher than its true value, 
or the systolic pressure may be erroneously re-
corded as lower than its true value.

Isolated systolic hypertension (ISH) is defined 
as a blood pressure of greater than 160 mm Hg  
systolic, while the diastolic blood pressure re-
mains less than 90 mm Hg. This condition mostly 
occurs in older patients. Data from the Fram-
ingham Heart Study and the National Health 
and Nutrition Examination Survey (NHANES) 
have shown that the systolic pressure rises and 
the diastolic pressure falls after age 60 years in 
both normotensive and untreated hypertensive 
subjects (Franklin et al., 1997) and that ISH ac-
counts for 60% to 80% of cases of hypertension 
in the elderly (Franklin, Jacobs, Wong, Gilbert, 
& Lapuerta, 2001; Kannel, 1996).

The target blood pressure for older adults 
remains in dispute (James et al., 2014; Wright 
et al., 2015). Differing results were found two 
major trials (ACCORD and SPRINT) that had a 
target systolic blood pressure goal of 120 mm Hg  
and included high-risk patients (Group, 2010; 
Wright et al., 2015). A recent systematic re-
view by Weiss et al. (2017) that considered the 
benefits and harms of intensive blood pressure 
treatment in older adults did not find substan-
tial and strong evidence to suggest that lower-
ing blood pressure to less than the current BP 
target (less than 150/90 mm Hg) significantly 
reduces mortality, stroke, or cardiac events. 
There remains concern that aggressive treat-
ment of hypertension could be associated with 
greater medication burden and higher risk for 
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conditions and medications (Nutrition Screen-
ing Initiative, 1991). Good nutritional status is 
critical for adequate functioning, energy, and 
a sense of well-being. Malnourished people are 
at greater risk of infections, delay in recovery 
from illness, complications from procedures, 
and mortality.

The four components of the nutritional 
assessment can be remembered by the mne-
monic ABCD:

 ■ Anthropometric measurement such as 
height and weight

 ■ Biochemical parameters such as serum 
albumin and hemoglobin

 ■ Clinical assessment (medical history, physical 
examination, and other domains discussed 
in this text)

 ■ Dietary history, such as the content and 
adequacy of the diet and the use of nutri-
tional supplements

Careful attention to these components is crit-
ical, as they could indicate an underlying med-
ical issue, the progression of a medical condition 
(e.g., dementia), a loss of appetite due to medi-
cations, no access to meals, or poor oral health.

The body mass index (BMI) is measure of 
body fat based on height and weight. It is cal-
culated by dividing the weight of the person in 
kilograms by the square of that person’s height 
in meters. Multiple free online calculators are 
available to determine BMI, such as that from 
the National Heart, Lung, and Blood Institute 
(2006). Clinical guidelines developed by the 
National Heart, Lung, and Blood Institute in 
cooperation with the National Institute of Di-
abetes and Digestive and Kidney Diseases, and 
in concert with many other professional orga-
nizations, have defined overweight as a BMI be-
tween 25 and 29.9 and obesity as a BMI of 30 or 
higher (NHLBI Obesity Education Initiative Ex-
pert Panel, 1998). For older adults, however, a 
healthy BMI is higher—in the range of 22 of 27  
(Joanna Briggs Institute, 2017). The BMI may 
also be inaccurate in older adults due to weight 
increase from edema or loss of height from  
osteoporotic vertebral collapses (Nazarko, 2002).

may indicate consistently dropped beats, as in 
a second-degree atrioventricular (A-V) block, 
or added beats, such as occurs with premature 
ventricular contractions. An irregularly irregu-
lar pattern often represents atrial fibrillation but 
can also be caused by very frequent premature 
ventricular or atrial contractions. Atrial fibrilla-
tion, particularly when accompanied by mitral 
stenosis or an enlarged left atrium, is a significant 
risk factor for stroke. Abnormal rates or rhythms 
should be followed up with an electrocardiogram.

Observing and measuring the respiratory 
rate, depth, and effort can help identify an un-
controlled chronic medical condition (e.g., heart 
failure, pain), an acute illness, or even a men-
tal health disease such as anxiety. The respira-
tions should be observed—for use of accessory 
muscles of respiration and for retraction in the 
supraclavicular fossae—and counted. The usual 
respiratory rate in adults is approximately 12 to 
18 breaths per minute.

Measuring baseline temperature is particu-
larly important in older adults. The definitions 
of a fever in frail older adults (e.g., residents in 
long-term care facilities) are all considerably 
lower than those used to define fever in the gen-
eral adult population (High et al., 2009; Norman, 
2000), including a single oral temperature greater 
than 37.8°C (100°F), persistent oral or tympanic 
membrane temperature of 37.2°C (99.0°F) or 
greater, rectal temperature of 37.5°C (99.5°F) or 
greater, or a rise in temperature of 1.1°C (2°F) 
or more above baseline temperature (High et al., 
2009). Fever, as it is usually defined in adults, is 
the cardinal feature of infection, but is absent 
in 30% to 50% of frail, older adults, even in the 
setting of serious infections such as pneumonia 
or endocarditis  (Henschke, 1993; Musgrave &  
Verghese, 1990), which explains why it is so im-
portant to take a baseline reading and use the 
definitions given previously.

Height, Weight, and Nutrition
Older persons are at increased risk of malnutri-
tion because of inappropriate food intake, so-
cial isolation, disability, and chronic medical 

Components of the Examination 249

www.ketabpezeshki.com                                 66485438-66485457



may be missed by professionals due to lack of 
awareness and inadequate training on detecting 
abuse. The elderly may be reluctant to report 
abuse themselves because of fear of retaliation, 
lack of physical and/or cognitive ability to re-
port, or reluctance to get the abuser in trouble. 
Elder abuse is fully covered in the Recognizing 
Mistreatment in Older Adults chapter.

The skin should be assessed for pressure ul-
cers, particularly in frail older adults or those 
with limited mobility. Pressure ulcers are staged 
as follows:

 ■ Stage 1: The skin is intact and may be warm 
or tender. In lighter-skinned people, the area 
is reddened and does not blanch (lose color 
with finger pressure); in darker-skinned 
people, the area is not red but has a different 
color than the surrounding area.

 ■ Stage 2: The skin is broken, and the area is 
tender and painful.

 ■ Stage 3: The ulcer extends into the subcu-
taneous tissue.

 ■ Stage 4: Muscle and bone can be seen.

Pressure ulcers covered by an eschar or 
sloughing are of concern for a deep tissue injury 
since the depth of injury is unknown. Pressure 
ulcers and skin tears result in pain, disfigure-
ment, decreased quality of life, increased health-
care costs, longer hospitalizations, and increased 
morbidity (Bergquist, 2003; Brillhart, 2005). A 
pressure ulcer can develop over a short period 
of time (e.g., as a result of several hours of ly-
ing in place). Constant vigilance is required to 
prevent the development of pressure ulcers in 
institutionalized or hospitalized older adults 
(Brandeis, Morris, Nash, & Lipsitz, 1990). Re-
current or extensive decubiti in older adults 
might signal abuse or neglect.

Hair and Nails
Changes in the color and distribution of hair 
occur with normal aging. Hair color becomes 
gray or whitened. Progressive thinning of all 
body hair, including hair of the axillae and pubis, 

Height and weight should ideally be reeval-
uated under the same circumstances—for exam-
ple, either without shoes or with the same shoes. 
Best practices guidelines published by the Joann 
Briggs Institute (2017) recommend that height 
be measured with the person standing straight, 
without shoes, heels together, and looking straight 
ahead. Three methods are detailed in the report 
for measuring height in those who are unable to 
stand: knee height by caliper, “fingertip to fin-
gertip,” and the demi-span measurement. The 
last two methods may be difficult to complete 
in patients who are confined to bed, have upper 
limb disabilities, or have chest and back defor-
mities, such as kyphosis or scoliosis. The type of 
scale used (standing, chair, or bed) depends on 
the physical condition of the person. If weight 
is being recorded daily, it should be measured at 
the same time of the day using the same scale.

Skin
Skin assessment can reveal new growths, pres-
sure ulcers, and suggest elder abuse. The assess-
ment can occur during the examination of other 
areas of the body and when the patient is dis-
robed. Older adults have less subcutaneous fat 
and fewer sweat and sebaceous glands, which 
consequently leads to thinner, drier skin that 
bruises and bleeds more easily. With age, skin 
elasticity is lost, and skin turgor is routinely di-
minished, even in patients who are adequately 
hydrated. Wrinkling and creasing occur, result-
ing in “crow’s feet” at the corners of the eyes and 
lines on the forehead. Common new findings 
that occur in aging include the development 
of hyperpigmented macular lesions called so-
lar lentigenes (popularly known as age, sun, or 
liver spots). Skin tags are fleshy soft growths, 
typically with a pedicle, and are benign unless 
irritated by clothing or jewelry. Other import-
ant lesions in older adults include seborrheic 
keratoses, skin cancers, dermatitis, and infec-
tions such as zoster.

Signs of elder abuse, which may include 
skin-related signs such as burns or bruises, 
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diminished pupil size and increased thickness 
and opacity of the lens, needs more illumination 
to compensate than a younger person. Provision 
of excellent lighting in waiting and examination 
rooms is essential.

The structures surrounding the eye itself 
are inspected first. Xanthomas are fat deposits 
sometimes seen in the skin near the eyes and 
may be associated with elevated levels of blood 
lipids. Loss of the lateral third of the eyebrows, 
although a classic sign of hypothyroidism, may 
be a normal finding in some older persons. On 
each eyelid, the examiner will find a central, rel-
atively rigid tarsal plate that, in advancing age, 
may become lax, leading to ectropion (eversion of 
the lids), thereby exposing the eyes to drying and 
infection. The margin of the lid may roll back-
ward toward the eye as well, so that eyelashes  
brush against the cornea, causing entropion.

Evaluate the eyes for discharge, ocular 
redness, conjunctival color, extraocular move-
ments, bleeding, and protrusion, as they all may 
be indicative of an underlying or uncontrolled 
medical condition. The pupils may react more 
sluggishly to light but should be equal in size. 
The extraocular muscles are checked for full 
range of motion: up and down, left and right. 
Check visual acuity for reading and distance 
using a Snellen chart, with and without glasses. 
This can be followed by peripheral vision test-
ing using a confrontation test. The person giv-
ing this test sits facing the patient, approximately  
3 feet away. The patient covers one eye while 
the tester covers the contralateral eye. The tes-
ter holds his or her arms straight out to the sides 
while putting up a certain number fingers. The 
patient looks straight ahead to the tester’s nose, 
and is asked to state the number of fingers the 
tester is holding up.

Some eye disorders are especially common 
in older adults. Macular degeneration is a major 
cause of visual disability in older persons. The 
macula—the region of the retina with the sharp-
est acuity—is affected in this condition. Visual 
acuity is decreased, but peripheral vision is pre-
served. Special studies by an ophthalmologist 

occurs with age. The growth of facial hair in 
older women can sometimes be quite distress-
ing, but measures to reduce the problem, such 
as depilatory agents, can be recommended. A 
lack of hair on the lower extremities may indi-
cate diminished peripheral circulation but is of-
ten a normal finding in older adults.

The nails of older adults are frequently 
afflicted by onychomycosis, a chronic fungal 
condition of the nail. Increased risk of onycho-
mycosis is associated with multiple factors, in-
cluding male sex, old age, smoking, underlying 
medical diseases (e.g., peripheral arterial disease, 
diabetes, and immunodeficiency), and predis-
posing genetic factors (de Berker, 2009; Gupta &  
Ricci, 2006; Gupta et al., 2000; Surjushe et al., 
2007). The thickened, brittle, and crumbling 
nail is difficult to treat and is a common prob-
lem for neglected persons living alone.

Head
Many healthcare providers prefer to conduct 
their physical examination from head to toe, 
working their way down the body. The head is 
best examined with the patient sitting. The head 
and skull should be examined for evidence of 
trauma, especially in cases of delirium or sud-
den changes in level of consciousness. Frontal 
bossing or an increase in hat size are changes in 
the skull that are characteristic of Paget’s disease.

Palpate the temporal arteries for tender-
ness. Temporal arteritis (or giant cell arteritis) 
is a condition in which the temporal arteries be-
come tender and may lose their pulsations, and 
can result in blindness. Symmetrical pain and 
weakness of shoulders and hips (polymyalgia 
rheumatic) can accompany temporal arteritis.

Eyes
Age-related changes in the eyes include dark-
ening of the skin around the orbits, crow’s feet, 
smaller pupils, slower pupillary light reflex,  
decreased tearing, and decreased adaptation to 
the dark. The older person, perhaps because of 
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difficulty with your hearing?”) seem to be nearly 
as accurate for detecting hearing loss as more 
detailed questionnaires or handheld audiome-
ters (Moyer et al., 2012). The whispered voice 
test is performed by standing 2 feet behind the 
seated patient so that the individual cannot read 
the examiner’s lips. The nontested ear should be 
occluded with a finger. The clinician should fully 
exhale before whispering to ensure a quiet voice, 
then whisper a combination of three numbers 
and letters, such as 2-A-3. The test is abnormal 
if after two repetitions of different combina-
tions of letters and numbers, four out of the six  
total numbers and letters are incorrect.  Families 
and patients may disagree on whether the  
patient has a hearing problem. In this case,  
negative findings on handheld audiometers can 
be particularly helpful in ruling out hearing loss 
greater than 40 dB.

Hearing loss may, for the sake of simplicity, 
be divided into conductive loss and sensorineu-
ral loss. Conductive hearing loss implies inter-
ference in the conduct of sound energy into 
the inner ear. It can be due to foreign bodies, 
 cerumen, abnormalities of the tympanic mem-
brane, otitis media or externa, or involvement 
of the ossicles with Paget’s disease, rheumatoid 
arthritis, or otosclerosis (in which the stapes be-
comes fixed to the oval window of the cochlea) 
(Mader, 1984). Cerumen in the canal may be 
the primary or a contributing cause of hear-
ing loss that is easily remedied. In the primary 
care setting, it can be easily visualized with an 
otoscope. If the hearing loss persists after ceru-
men removal, the patient should be referred to 
an ear/nose/throat (ENT) specialist for further 
evaluation. External otitis can be due to aller-
gic reactions or irritation due to hearing aids. 
Malignant otitis externa is a Pseudomonas in-
fection that involves the ear canal and presents 
as granulation tissue at the juncture of bone 
and cartilage.

Sensorineural hearing loss is due to dis-
ease that may occur anywhere from the  organ 
of Corti in the inner ear to the brain. With 
 aging, the hair cells in the basal turn of the 
 organ of Corti are lost. These cells are sensitive 

may be required to make the diagnosis of senile  
macular degeneration. Many disorders may 
cause asymmetry of the pupils, including cen-
tral nervous system lesions and diabetes; drugs 
can have this effect as well.

In glaucoma, the intraocular pressure is 
elevated, and contraction of the visual field re-
sults in a loss of peripheral vision. Glaucoma is 
a silent disease that ideally should be diagnosed 
before a significant loss of visual fields occurs; 
an ophthalmologist can screen for it.

Blurred vision and poor night vision may 
be due to cataracts. A cataract may be best visu-
alized by focusing on the lens with a bright light 
or an ophthalmoscope: The cataract appears as 
an opaque or a black area against the orange re-
flection from the retina. The precise significance 
of the cataract depends on how much it inter-
feres with the person’s vision, function, and work. 
Cataract is the most common eye disease and 
the leading cause of reversible blindness (Huan,  
2010; Robman & Taylor, 2005). After cataract 
removal, the pupil is irregular.

Ears
Observation and the otoscope are used to exam-
ine the ears. Common changes seen with age in-
clude increased ear lobe length, hair growth in 
the canal, and accumulation of cerumen. Pain-
less nodules on the pinnae of the ears could be 
basal cell carcinomas, rheumatoid nodules, or 
even gouty tophi.

The normal tympanic membrane is gray 
or pink, with a light reflex produced by its cone 
shape. The malleus—the first of the three small 
bones in the inner ear—can be seen indenting 
this membrane, pointing posteriorly. The tym-
panic membrane may be thickened in the older 
person (tympanosclerosis), possibly as a result of 
scarring from prior infections. Effusions occur 
in relationship to eustachian tube dysfunction, 
as in allergy or upper respiratory tract infections.

Hearing assessment is critical in older 
adults. The U.S. Preventive Services Task Force 
(USPSTF) found that the whispered voice test 
and single-question screening (“Do you have 
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cavity, especially in patients with dysphagia, 
weight loss, cough, or oral pain, and in those 
who smoke. Older adults who use systemic ste-
roids or inhalers may be predisposed to oral fun-
gal infections or ulcers.

Examination of the mouth may reveal any 
of several aging-related changes. Cheilosis, or 
fissures at the angles of the mouth, may be a sign 
of poor nutrition and vitamin deficiency. Xero-
stomia (dry mouth), which can lead to mucosi-
tis, caries, cracked lips, and fissured tongue, is 
often an adverse effect of medications, partic-
ularly in those persons taking more than four 
daily prescription medications (Stein & Aalboe, 
2015; Yellowitz & Schneiderman, 2014). Carci-
nomatous lesions may occur on the lips, which 
typically have high exposure to sunlight. The 
oral mucosa should be carefully inspected for 
lesions by using the tongue blade to move the 
buccal mucosa away from the teeth. Remove 
the dentures when inspecting the mouth sur-
faces for areas of irritation and for suspicious 
lesions. The upper and lower lips should also 
examined, including hidden surfaces.

Leukoplakia is a white patch or plaque on 
any of the mucous membranes of the mouth that 
may appear to be painted on the surface. These 
patches may be present for years and represent 
a premalignant condition. Such lesions should 
be biopsied for definitive diagnosis. Other le-
sions with a similar appearance include those 
caused by Candida (thrush) and lichen planus. 
Traumatic injury—in particular, from ill-fitting 
dentures—may damage the oral mucosa, pro-
ducing erythematous tissue changes.

In addition to inspection, a moistened glove 
may be used to palpate the buccal cavity, includ-
ing the lips and floor of the mouth, for areas of 
induration. Palpation is particularly important 
to evaluate complaints related to the oral re-
gion, to assess suspicious areas, and to evaluate 
persons at risk of oral cancer (e.g., those with a 
history of tobacco or alcohol use).

A lesion of the hard palate—albeit one with 
no particular clinical significance except that 
it be recognized as benign—is the torus palat-
inus. Any masses not in the midline, however, 

to high frequencies, so their absence results in 
high-frequency hearing loss, or presbycusis. In 
presbycusis, consonants and sibilants become 
unintelligible (e.g., f, s, th, ch, and sh), impairing 
the ability to understand speech. Vowel sounds 
have a low frequency, so ability to understand 
them remains intact.

Often both conductive and sensorineural 
hearing losses are present simultaneously, and 
the precise nature of the defect requires sophis-
ticated audiometric testing. The combination of 
hearing loss and cognitive impairment can lead 
to social isolation and paranoia, and may make 
mental status testing a real challenge. It has been 
concluded that hearing loss is independently  
associated with accelerated cognitive  decline and 
incident cognitive impairment in  community- 
dwelling older adults.

Nose
A bright light or an otoscope can be used to  
examine the nasal mucosa and the internal nasal 
architecture. Nasal patency is tested by occluding 
one nostril. The clinician should also palpate the 
paranasal sinuses for tenderness. Chronic nasal 
drainage resistant to therapy should be inves-
tigated because it can be a symptom of cancer 
in the sinuses.

The sense of smell decreases with age, which 
in turn affects the sense of taste. This factor can 
be significant for nutrition and safety. The smell 
of food cooking stimulates the appetite and can 
make eating enjoyable. Conversely, the inabil-
ity to smell leaking natural gas creates a risk of 
serious accident.

Oral Cavity
Oral health is often overlooked by health-
care providers. Multiple factors are associated 
with poor oral health, such as being disabled, 
homebound, or institutionalized (Vargas,  
Kramarow, & Yellowitz, 2001). Dental care is 
not covered by regular Medicare, so older adults 
may not see a dentist regularly. Thus, healthcare 
providers should thoroughly examine the oral 
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retention of food particles in the teeth or den-
tures, or chronic periodontal disease.

Neck
The neck presents several important structures 
for examination: the lymph nodes, the trachea, 
the thyroid gland, the carotid arteries, and jug-
ular veins. During the physical examination, 
the clinician should palpate the posterior and 
anterior cervical lymph node chains as well as 
the supraclavicular area. Virchow’s node—that 
is, enlargement of the lymph node in the left 
supraclavicular fossa—is a classic sign of met-
astatic gastrointestinal carcinoma. Check the 
trachea for lateral deviation and a look for jug-
ular  venous distention, which could be a sign 
of heart failure. Prominent pulsations above 
the clavicle may represent kinking of a carotid 
 artery or prominence of the innominate artery.

The carotids should be gently palpated. The 
pulses should be symmetrical. A bounding or 
collapsing pulse, in which the upstroke of the 
pulse wave is very sharp and the downstroke falls 
rapidly, may be noted in a person with essen-
tial hypertension, thyrotoxicosis, aortic regur-
gitation, or an extreme emotional state. Listen 
to the carotids using the bell of the stethoscope. 
Bruits, which signify turbulent blood flow (and 
not necessarily hemodynamically significant 
narrowing), may be a clue to atherosclerosis and 
could be an important finding in an  individual 
with a history of syncope, stroke, or transient 
ischemic attack. In asymptomatic persons, bruits 
are probably more indicative of coronary artery 
disease than of cerebrovascular disease, at least 
in older men (Sauvé, Laupacis, Østbye, Feagan, 
& Sackett, 1993).

Attempt to palpate the thyroid gland for en-
largement from both in front and in back of the 
person, even though this gland is generally not 
easily palpated. If the gland is enlarged, it must 
be determined whether the gland is diffusely 
enlarged (goiter) or exhibits discrete nodular-
ity. Sometimes a bruit may be heard over vas-
cular thyroid lesions, and occasionally a thrill is 
felt. Thyroid disease in older adults is notorious 

are suspect as neoplasms. A slowly growing as-
ymptomatic lesion with a rough surface, irreg-
ular margin, and firm consistency should be 
biopsied, no matter how long it has been there.

The clinician should also examine the 
tongue. A sore, red inflamed tongue is associ-
ated with vitamin B12 or iron deficiency. Hairy 
or black tongue is a condition in which it looks 
as if the tongue is growing short hairs. This as-
ymptomatic condition appears during treatment 
with antibiotics that inhibit normal bacteria and 
permit fungal overgrowth. The tongue may also 
be observed for fasciculations, which indicate 
lower motor neuron disease, and for abnormal 
movements such as tardive dyskinesia.

Tooth loss and the use of dentures are ex-
tremely common in older persons. Poorly fitting 
dentures may have far-reaching consequences, 
such as malnutrition, and can result in numer-
ous problems, such as traumatic ulcers, denture 
stomatitis, and possibly even cancer. Any den-
tal malocclusion, as well as abnormal speech 
sounds, such as slurred “s” sounds, clicks, or 
whistles, which signal improperly fitting den-
tures, should be recognized. The person may 
fail to realize that the dentures no longer fit 
properly. Older adults with dentures should be  
encouraged to visit the dentist every year or two 
so that dentures can be adjusted to account for 
changing mandibular bone structure.

Dental caries may appear as soft white, yel-
low, or brown areas on the tooth. When they are 
present, the person may complain of sensitivity 
to extremes of temperature.

Periodontal disease—a major cause of tooth 
loss—involves inflammation and destruction of 
the supporting structures of the teeth (Gordon 
& Jahnigen, 1986). When examining the oral 
cavity, bad breath, red or swollen gums, tender 
or bleeding gums, painful chewing, loose teeth, 
sensitive teeth, gums that have pulled away from 
the teeth, any change in the way the teeth fit to-
gether when the patient bites, and any change 
in the fit of partial dentures may be evidence 
of periodontal disease (National Institute of 
Dental and Craniofacial Research, 2003). Foul 
breath odor is common with dental infections, 
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remains unchanged in healthy older persons 
(Potter, Elahi, Tobin, & Andres, 1982).

Auscultate the heart starting at the apex by 
using the diaphragm of the stethoscope, inch 
across to the left lower sternal border, then to 
the left second intercostal space, and then cross 
to the right and down the right sternal border. 
Palpation of the carotid pulse with simultane-
ous auscultation of the heart is helpful in timing 
murmurs or other sounds emanating from the 
heart. The first and second heart sounds are as-
sessed first. Because the first heart sound is pro-
duced by the closure of the mitral and tricuspid 
valves, it sounds louder than the second heart 
sound over the apex of the heart and the right 
lower sternal border (the mitral and tricuspid 
areas, respectively). The third and fourth heart 
sounds (S3 and S4) are low in pitch and best heard 
at the apex with the bell of the stethoscope. The 
S4 sound is normal in older adults; it is due to 
the arterial stiffening that accompanies aging. 
The S3 sound (also known as ventricular gal-
lop) is abnormal, signifying high left ventricu-
lar  filling pressures and an abrupt deceleration 
inflow across the mitral valve at the end of the 
rapid filling phase of diastole (Kono, Rosman, 
Alam, Stein, & Sabbah, 1993; Shah et al., 2008). 
An S3 sound could occur secondary to heart 
failure, decreased myocardial contractility, ven-
tricular volume overload from aortic and mitral 
regurgitation, and left-to-right shunts.

Next, listen for murmurs and for silence 
in systole and diastole. High-pitched clicks and 
many murmurs will best be heard using the  
diaphragm of the stethoscope. Lower-pitched 
sounds such as gallops and diastolic rumbles 
arising from the mitral and tricuspid valves will 
best be heard with the bell of the stethoscope. 
Diastolic murmurs are always significant and 
may be caused by mitral stenosis or by aortic or 
pulmonic regurgitation. Mitral stenosis may be 
silent in older adults.

Systolic murmurs are very common in per-
sons older than age 65 years. Functional flow 
murmurs from a dilated aortic annulus are 
short, early systolic murmurs heard at the car-
diac base. The second heart sound is normally 

for its subtle presentation. For example, hypo-
thyroidism may manifest solely as depression 
or mental deterioration. The symptoms of hy-
pothyroidism are easily misinterpreted by the 
older adult or the physician, and include dry 
skin, constipation, sleepiness, lethargy, cold 
intolerance, and fatigue. Hyperthyroidism or 
thyrotoxicosis may present with weight loss or 
atrial fibrillation instead of the signs and symp-
toms usually found in younger persons, such 
as exophthalmos, restlessness, hyperactivity, 
and tachycardia.

Heart and Lungs
An estimated 85.6 million American adults have 
one or more types of cardiovascular disease. Of 
these individuals, 43.7 million are estimated to be 
60 years or older (American Heart  Association, 
2016). The typical presentation of heart disease 
in older persons may differ from that in younger 
adults. Angina pectoris may  present as dyspnea, 
palpitations, or syncope on exertion, rather 
than as chest pain (Konstam, 1994).  Myocardial 
 infarction should be considered in the differen-
tial diagnosis of older patients who present with 
transient ischemic attack, stroke, or an episode 
of confusion. Even when the pain is typical, an 
older person may ascribe it to other causes—
for example,  attributing jaw pain to  arthritis or 
epigastric pain to hiatal hernia or ulcer. Heart 
disease may also be associated with nonspecific 
fatigue or weakness in older adults.

The heart and lungs should be examined 
while the patient is still seated. The clinician 
places the palm over the apex of the patient’s heart 
to palpate the point of maximal impulse (PMI), 
also known as the apex pulsation. Normally the 
PMI covers an area the size of a half-dollar in 
the midclavicular line. If the PMI is not easily 
palpated, the patient should be asked to lean 
forward or to move into a left lateral decubitus 
position. When the heart is hypertrophied as 
a result of hypertension, the PMI is small and 
vigorous. Dilated ventricles, as from mitral re-
gurgitation, cause the PMI to shift lateral to 
the midclavicular line. The heart size generally 
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basilar rales may be heard in older adults with-
out heart failure, particularly in those who are 
aged, debilitated, or bedridden. These sounds 
are often due to atelectasis in people who are 
habitually shallow breathers, and will disappear 
after the person takes a few deep breaths and 
coughs. It is significant if rales are still pres-
ent after the patient adequately performs these 
maneuvers. Moist rales or rhonchi are gurgling 
sounds arising from larger bronchi. Wheezes 
indicate bronchospasm and may accompany 
heart failure.

To identify a consolidation or effusion, the 
clinician should percuss the lungs for areas of 
dullness. Both consolidations (e.g., pneumonia) 
and effusions yield dullness or flatness on per-
cussion. They can be differentiated by listening 
to breath sounds and performing tactile frem-
itus. Bronchial breath sounds are heard over a 
consolidation, whereas an effusion is associated 
with a relative absence of sound.

To assess for tactile fremitus, the clinician 
places the ulnar surfaces of both hands to either 
side of the person’s chest, and asks the patient to 
say “ninety-nine.” Fremitus will be increased over 
consolidation and decreased over an effusion.

In chronic obstructive pulmonary disease, 
the lungs are often hyperresonant, meaning the 
pitch on percussion is higher than that over the 
normal lung. When examining patients with 
chronic obstructive pulmonary disease (COPD) 
who use inhalers, the clinician should consider 
observing the patient using the inhaler to ver-
ify the technique. Although not a direct compo-
nent of the physical examination, poor technique 
can help explain why a patient is not improving 
with treatment or is having recurrent respira-
tory exacerbations.

Musculoskeletal System
While examining the lungs, the clinician should 
identify the presence of any kyphosis or scolio-
sis. Severe kyphosis can interfere with breath-
ing and cardiovascular function. Tenderness 
over the spinous processes may suggest a ver-
tebral fracture.

split, and the carotid upstrokes are normal. The 
murmur of aortic stenosis is a systolic ejection 
(diamond-shaped murmur) at the base classi-
cally accompanied by diminished carotid up-
strokes, sustained apical impulse, and a fourth 
heart sound. Some of these findings may not 
be present in the older person. Tips for differ-
entiating aortic stenosis from aortic sclerosis 
(a common benign murmur in older adults) 
are as follows:

1. Check the carotid upstroke compared 
with the PMI. A delayed upstroke 
suggests aortic stenosis (pulsus 
parvus et tardus).

2. Check for radiation to the right 
carotid artery and right clavicle. 
Aortic stenosis can radiate to either, 
whereas aortic sclerosis does not 
(Williams, 2012).

3. Listen carefully to S2. A diminished 
S2 sound suggests aortic stenosis, as 
does a paradoxically split S2.

4. Check the pulse pressure. If it is less 
than 40 mm Hg, the systolic murmur 
is likely aortic stenosis, since aortic 
sclerosis does not affect the pulse 
pressure.

Holosystolic murmurs that are maximal at 
the apex and radiate into the left axilla are usu-
ally mitral regurgitation (Wei & Gersh, 1987). 
Some cardiac murmurs are also better heard 
when the patient is lying down.

After the cardiac examination, the clinician 
should examine the patient’s lungs by ausculta-
tion and percussion. During auscultation, when 
asking the person to take a few deep breaths, be 
alert for signs of hyperventilation, such as dizzi-
ness, to avoid inducing syncope. Normally, only 
so-called vesicular breath sounds are heard over 
the chest. Bronchial or tubular breath sounds can 
be heard over the trachea. Such sounds heard 
over the peripheral lung fields are suggestive of 
consolidation.

Rales are sounds produced by the move-
ment of fluid or exudate in the airways and sug-
gest heart failure or pneumonia. Nevertheless, 
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Diagnosis requires an appropriate clinical pic-
ture and radiographic findings (Suri, Rainville, 
Kalichman, & Katz, 2010).

Clubbing of the fingers may indicate an 
underlying chronic disorder resulting in  hypoxia. 
A normal nail, when viewed from the side, 
forms an angle with the skin of the nail bed. 
Clubbing results when the angle is greater than 
normal and the finger has a “rounded” appear-
ance. Clubbing is seen in chronic lung disor-
ders, carcinoma of the lung, and other disorders 
associated with chronic hypoxia.

To examine the lower extremities, the pa-
tient should be asked to lie down. It is important 
to make the older person as comfortable as pos-
sible for this part of the examination. A pillow 
can be used or the head of the examining table 
can be elevated slightly to support the head and 
upper back; a perfectly flat position is uncom-
fortable for some older adults. Use sheets ap-
propriately for warmth and modesty.

With the patient supine, check the per-
ipheral pulses in the feet. Palpate the femo-
ral arteries in the groin and auscultate them 
for bruits. Bruits heard in the femoral arter-
ies are evidence of diffuse atherosclerotic dis-
ease. While examining the area of the groin, 
the physician can check for lymph node swell-
ing. Examine the skin of the lower extrem-
ity for lesions and breakdown as discussed 
earlier. Examine the legs for evidence of arterial  
insufficiency—namely, laterally placed ulcers, 
loss of the skin appendages, and delayed cap-
illary refill when the toenails are pressed and 
released. Venous insufficiency may manifest as 
pigmented, medially placed ulcers. Examine the 
feet for changes in the joints as well as for club-
bing. Frequently, the examination of the foot re-
veals evidence of diabetes, neglect, or peripheral  
vascular disease.

Abdomen
Inspect the abdomen, noting any distention or 
scars from previous surgery. Listen to the abdo-
men before proceeding with palpation to avoid 
inducing peristaltic activity. Pay attention to 

Careful evaluation of the joints will identify 
deformities, contractures, injuries, joint infec-
tions, and evidence suggestive of arthritis. Ask 
the patient to move the joints in all directions 
(active range of motion); if the active range of 
motion is limited, the clinician should move the 
joints to determine what is limiting the patient’s 
movement (passive range of motion). Limitation 
of external rotation of the hip can be an early 
sign of osteoarthritic involvement. Contrac-
tures are due to muscle spasticity from inade-
quate joint motion and are prevalent in patients 
with advanced dementia or other neurologic 
illnesses. They can result in pain, increased fall 
risk, and decreased functional ability (Wagner &  
Clevenger, 2010).

The location of the swelling and deformity 
of the hand joints can help determine the type 
of arthritis. Osteoarthritis is common in older 
adults, and especially affects the distal interpha-
langeal joints of the hands as well as the knees 
and hips. Bony overgrowths at the distal inter-
phalangeal joint are called Heberden’s nodes. 
Rheumatoid arthritis in the hands tends to af-
fect the proximal interphalangeal and metacar-
pophalangeal (MCP) joints. The joint swelling 
seen in rheumatoid joints is not bone, but rather 
synovia and soft tissue swelling that can be felt 
along the dorsal surface of the involved joint. 
Progression of the disease produces ulnar de-
viation in the hands at the MCP joints, as well 
as a tendency for joints to sublux. Gout will of-
ten present with hand arthritis rather than the 
 classic great toe metatarsophalangeal (MTP) 
 inflammation in older adults.

Common musculoskeletal disorders in 
older adults may result in falls as well as gait 
and balance conditions. Polymyalgia rheumat-
ica is the most common inflammatory rheu-
matic disease in the elderly. It is characterized 
by abrupt-onset pain and stiffness of the shoul-
der and pelvic girdle muscles (Patil & Dasgupta, 
2013) and requires a high index of suspicion. 
Lumbar spinal stenosis can cause pain and 
limit walking. Absence of pain when seated 
and improvement of symptoms when bending  
forward are the most useful individual findings. 
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Breasts
Palpate and examine the breasts. Ideally, this 
examination is done both while the patient is sit-
ting and again while the patient is supine during 
the abdominal examination. The clinician should 
search for nipple retraction, skin changes, and 
masses, which because of loss of connective tis-
sue and adipose are often more easily appreciated 
in the older woman. Nipples that are retracted 
secondary to age-related changes can be everted 
with gentle pressure around the nipple. Inabil-
ity to evert the nipple with gentle pressure sug-
gests that the retraction is due to an underlying 
growth. Palpate the nipples so as to express any 
discharge present. Examine all four quadrants 
of both breasts, including the axillary tail, and 
carefully inspect them for any asymmetry. The 
skin under large, pendulous breasts should be 
examined for maceration due to perspiration.

Male breasts are not exempt from dis-
ease and must also be examined. Gynecomas-
tia (breast enlargement) in an older male can 
result from a variety of causes, including bron-
chiogenic carcinoma, obesity, thyroid disease, 
testicular tumors, drugs (e.g., spironolactone), 
liver cirrhosis, and other types of cancer.

Genitourinary System and Rectal 
Examination
Examine the genitalia in conjunction with the 
rectal examination. This part of the examination 
may be deferred, but should never be neglected.

Examine the male genitalia for sores, dis-
charge, and testicular masses. The glans of the 
penis in an uncircumcised man is checked by 
retracting the foreskin. The prostate is palpated 
during the rectal examination. The prostate is 
frequently enlarged in older men and normally 
feels soft and non-nodular; patients should be 
referred to a urologist for evaluation of a pal-
pated nodule. The two lobes of the prostate can 
usually be distinguished by the median furrow 
between them. Because lobes of the prostate not 
palpable by the examining finger may enlarge 

changes in facial expression during the exam-
ination, especially when examining patients with 
limited ability to communicate, such as those 
with dementia. The clinician should consider 
distracting anxious patients when attempting 
to identify areas of discomfort. Note that older 
adults with peritoneal irritation are less likely 
to manifest abdominal wall rigidity compared 
to younger persons.

Partial bowel obstruction produces rushing 
sounds; when obstruction is complete, the sounds 
may become tinkling or very high pitched. Ileus 
produced by obstruction or from other causes, 
such as pneumonia or appendicitis, may result 
in absence of bowel sounds. Conversely, a silent 
abdominal mass may be the only sign of a gas-
trointestinal carcinoma.

Tortuosity or aneurysm of the abdominal 
aorta may be felt as a pulsatile mass in the ab-
domen. An abdominal aortic aneurysm may 
have both lateral and anteroposterior pulsation, 
which distinguishes it from a mass in front of the  
aorta, which merely transmits the pulsations 
to the examining hand. In thin persons, the 
 aortic pulsation may be felt normally and may 
be quite alarming to the unsuspecting exam-
iner. An abdominal ultrasound is a noninvasive 
way to evaluate the person for the possibility of 
an aneurysm. A leaking aneurysm and mesen-
teric ischemia are major, serious considerations 
in the differential diagnosis of abdominal pain 
in older adults.

Constipation may produce a mass of feces 
that can easily be palpated and mistaken for a 
tumor. A rectal examination is invaluable in the 
evaluation of constipation.

In addition to palpating and percussing the 
liver to estimate its size, the clinician should 
palpate the mid-lower abdomen to check for 
bladder distention. Such a finding may be im-
portant in the evaluation of incontinence or as 
a sign of urinary retention, which could occur 
secondary to constipation or be due to pros-
tatic hypertrophy in males. Urinary retention 
may also be the cause of otherwise unexplain-
able confusion.
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recommends against screening women older 
than 65 years who had adequate prior screening 
and are not otherwise at high risk for cervical 
cancer. In addition, the USPSTF recommends 
against screening in women who have had a  
hysterectomy with removal of the cervix and 
who do not have history of a high-grade precan-
cerous lesion or cervical cancer (Moyer, 2012).

Rectal examination may be performed after 
the patient is helped into the lateral decubitus 
position; alternatively, the patient may be asked 
to bend over the examination table. Explain to 
the patient what to expect and when. The anus 
is inspected for tears, irritation, and external 
hemorrhoids, and the tone of the anal sphinc-
ter, which may diminish with age, is noted. A 
gloved finger is used to make a sweep of the entire 
rectum, being sure to take in its entire circum-
ference. The patient is asked to strain to bring 
down any lesions just outside the reach of the 
examining finger. A stool sample to test for oc-
cult blood is obtained, and healthcare provid-
ers should discuss with patients what the plan 
would be if the test is positive. Some patients 
may prefer to forgo further diagnostic evalu-
ations, or a work-up may not be in alignment 
with their goals.

In addition to pelvic examination in women 
and prostate examination in men, the clinician 
should perform neurologic testing for perineal 
sensation and sacral reflexes, examine the ab-
domen for a grossly distended bladder, and look 
for leaking of urine as previously described. Fe-
cal incontinence is a serious problem among in-
stitutionalized older adults and is a significant 
risk factor for formation of decubiti.

Nervous System
The neurologic examination is performed with 
the patient initially in a sitting position. It has 
six components: intellectual function, the cranial 
nerves, motor examination, sensory examina-
tion, reflexes, and cerebellar examination. The 
mental status examination is discussed at length 
in the Cognitive/Mentation Assessment chapter 

centrally and cause obstruction, a normal-sized 
gland on physical examination does not rule out 
urinary obstruction from prostatic enlargement. 
Do not neglect the evaluation of the prostate in 
the work-up of back pain.

Inspect the female genitalia for lesions 
of the skin. If urinary incontinence is a prob-
lem, perform a bimanual and a speculum pel-
vic examination. Older women may not want 
to bring urinary incontinence to the attention 
of their doctor, preferring instead to make ad-
justments on their own, such as decreasing fluid 
intake and using absorbent napkins, so be sure 
to inquire about this condition. Note any cysto-
cele, rectocele, or uterine prolapse that may  
occur as the pelvic musculature becomes lax with 
age. Attempt to examine for leakage of urine. To 
perform a stress test, observe for urine loss with 
coughing or the Valsalva maneuver while the  
patient is either in the lithotomy position or stand-
ing, if tolerated (Holroyd-Leduc,  Tannenbaum, 
Thorpe, & Straus, 2008). Instantaneous urine 
leakage on coughing or during a Valsalva ma-
neuver is a positive test and is consistent with 
stress incontinence. Leakage after these events 
suggests urge incontinence. After menopause, 
the estrogen-responsive tissues of the genitalia 
and the lower urinary tract atrophy, which then 
leads to dryness of the vagina, shrinkage of the 
vagina and its surrounding structures, altered 
bacterial resistance, and weakened uterine lig-
aments. Urinary incontinence and infections 
may result.

Postmenopausal changes in the vagina 
cause itching, burning, and dyspareunia (painful  
intercourse)—symptoms that often older women 
may be reluctant to spontaneously disclose. The 
context of the pelvic examination, however, is 
a natural one in which to broach such subjects 
in a straightforward and supportive manner.  
Vaginal atrophy may also be associated with 
bleeding, and could be a sign of underlying 
uterine carcinoma. Additionally, palpable ova-
ries are never normal in an older woman. In 
terms of education and screening for cervical 
cancer, the U.S. Preventive Services Task Force 
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(shoulder girdle), the weakness is proximal; if 
the patient has difficulty standing on his or her 
toes (gastrocnemius/soleus) or doing fine work 
with the hands (intrinsics), the muscle weakness 
is distal (Saguil, 2005). Although many myopa-
thies are associated with proximal weakness (e.g., 
polymyositis), a small number are associated 
predominantly with distal weakness (e.g., inclu-
sion body myositis in adults older than age 50).

Gait and Balance
Falling is an example of a geriatric syndrome 
with multiple contributing causes and serious 
consequences; it requires careful delineation 
of the circumstances of the fall and a thorough 
search for underlying physical illness. The risk 
of falling increases with advancing age, and sim-
ple diagnostic evaluation may identify persons 
at increased risk (Nevitt, Cummings, Kidd, & 
Black, 1989; Rogers, Rogers, Takeshima, & Islam, 
2003; Studenski et al., 1994; Tinetti, Speechley, & 
Ginter, 1988). The clinician should observe the 
patient sitting and rising from a chair, walking 
and turning around, and bending down to pick 
up an object off the floor (Tinetti & Speechley, 
1989). Does the individual rise from a chair in a 
single movement? Is he or she steady in walking 
and turning without grasping for support while 
using smooth continuous movement? Does the 
person seem sure of himself or herself when bend-
ing? Observe, if possible, the patient climbing 
and descending a flight of stairs (Tinetti, 1986). 
A relatively quick screen is the 8-foot up-and-go 
test. In this test, the patient begins in a seated 
position and is then instructed to stand, walk 
8 feet forward (a spot on the floor may be in-
dicated), turn, return to the chair, and sit. The 
patient is asked to do this as quickly as safety 
allows. This task assesses speed, agility, and dy-
namic balance (Rikli & Jones, 1999).

Balance should also be tested in a stan-
dard way. In the three-stage balance test, the 
patient stands with the feet next to each other 
(side by side), then slides one foot forward 
so that its heel is next to the arch of the other 
foot (semi-tandem), and finally puts the heel 

and the mobility assessment in the chapter of 
that name. Age-related changes in the nervous 
system include decreased vibratory sensation 
(especially in the legs), depression of the Achil-
les tendon reflex, some decreased ability to look 
upward, and mild swaying on the Romberg test 
(Halter et al., 2009). To assess the patient’s posi-
tion sense (proprioception), the patient is asked 
to identify the direction in which the toes or fin-
gers are displaced by the examiner. Older per-
sons asked to stand with their feet together and 
eyes closed (Romberg test) may have some diffi-
culty with this task because of impaired proprio-
ception, decreased strength, and more reliance 
of balance on visual input. This test is useful for 
the evaluation of patients with disequilibrium 
or gait abnormalities.

To evaluate sensation, the clinician determines 
the person’s ability to feel a soft cotton-tipped 
applicator, sharp pinprick, and vibrating tun-
ing fork. Such an examination is often quite 
subjective, and sometimes deficits are not  
reproducible. Impaired mental status or aphasia 
may make sensory examination more difficult, 
prone to error, or even impossible to perform. 
More complex sensory integration is examined 
by asking the patient to identify common ob-
jects placed in his or her hands, such as a coin, 
comb, or paper clip (stereognosis).

Motor tone is frequently increased in older 
persons. Passive movement of the person’s limb 
by the examiner may commonly demonstrate 
involuntary rigidity, which should not be mis-
taken for lack of cooperation. Strength may be 
decreased as well as muscle mass, especially in 
the small muscles of the hands.

Essential tremors may involve the head as 
well as the hands, improve after alcohol use, and 
worsen with stress or fatigue. This form of tremor 
is usually seen during action, such as when eat-
ing, writing, or holding a posture. Parkinsonian 
tremors, in contrast, most often occur at rest, 
when the body part is relaxed.

Another aspect of the nervous system evalu-
ation is testing of the strength of the extremi-
ties. If the patient has difficulty rising from a 
chair (hip muscles) or combing his or her hair 
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 ▸ Summary
The physical assessment of older patients is both 
an art and a science. It requires that practitioners 
become skilled at evaluating functional domains 
as well as organ systems, and that they be able to 
differentiate normal from not normal, and sick 
from not sick, in the context of older adults. The 
physical assessment serves many purposes, in-
cluding diagnosis of symptomatic, asymptom-
atic, and atypically presenting disease. It also  
provides the data that allow clinicians to strat-
ify patients as robust, vulnerable, or frail— 
information they can then use to help the pa-
tient and family prioritize prevention and treat-
ment and discuss their goals for life and care. 
This type of holistic, patient-centered approach 
can be mastered with training, but requires the 
ability to make correct diagnoses and to esti-
mate prognosis, both of which depend on the 
clinician’s physical assessment skills.
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Pain Assessment
Keela Herr and Staja Q. Booker

Key Terms

Acute pain
Central pain

Mixed and undetermined pain
Neuropathic pain

Peripheral nociceptive pain
Persistent or chronic pain

ChapTer ObjeCTives

1. Describe the importance and impact of unrecognized and undertreated pain in older adults.
2. Provide best practice recommendations for assessment of pain in older adults, with and without 

cognitive impairment.

 ▸ Introduction
With an increasing older adult population 
globally, the issue of pain has taken on new 
importance, demanding timely and thorough 
assessment approaches. A number of provider, 
political, and payment/regulatory issues affect 
quality pain care practice, including the role and 
approach to assessment. Several guidelines have 
been developed in the United States, the United 
Kingdom, and elsewhere that describe the “why, 
how, and when” of pain assessment, but lack of 
strong evidence in some areas to guide practice 
hinders providers’ consistent implementation of 

guidelines. Moreover, national policy constraints, 
regulations, and licensing requirements can limit 
older adults’ access to opioids and other non-
drug treatments. In such cases, older adults may 
feel less inclined to report pain if they believe 
that adequate treatment will not be provided.

Assessment is the foundation to devel-
oping a clear, collaborative, and effective pain 
treatment plan. This chapter provides practical  
approaches for pain assessment in older adults, 
including an evidence-based hierarchical approach 
for assessing pain in older adults. For a com-
prehensive review of pain assessment and treat-
ment, clinical practice guidelines on acute and 
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persistent pain are available  (Arnstein & Herr, 
2015; Cornelius, Herr, Gordon, & Kretzer, 2016).

 ▸ Importance of Pain 
Assessment

Demographics and Prevalence  
of Pain
One of the key elements in improving assess-
ment of pain is to recognize the important role 
that unrecognized and undertreated pain has in 
determining quality of life and function in older 
adults. The prevalence of bothersome pain within 
the past month has been reported to be as high 
as 53% of non-institutionalized older adults in 
the United States, or approximately 18.7 million 
people (Patel, Guralnik, Dansie, & Turk, 2013). 
Although acute and chronic non-cancer-related 
pains are among the most common complaints of 
older adults, care of pain in older adults is often 
overlooked in efforts to manage more “pressing” 
chronic conditions, such as diabetes, hyper-
tension, and kidney dysfunction. Women and 
individuals with obesity, musculoskeletal con-
ditions, or depressive symptoms are at higher 
risk for pain (Patel et al., 2013).

Effects of Pain on Older Adults’ 
Health
While the impact of acute pain on short- and 
long-term outcomes in older adults is less stud-
ied and understood, certainly persistent pain 
negatively affects all aspects of older adults’ lives, 
impairing everything from social interactions, 
sleep, and nutritional status, to mood and cog-
nitive function. Pain has a profound effect on 
comfort level, functional ability, and quality 
of life. According to Hunt et al. (2015), 43% 
of older adults with dementia report pain that 
limits function or contributes to their inabil-
ity to perform activities of daily living. Specif-
ically, high-impact pain is defined as moderate 
to severe pain lasting 3 months or longer that 

interferes with daily life activities and limits 
participation in key social roles. The majority 
of older persons with pain have multiple sites 
of pain that impact physical and psychosocial 
function and pose serious threats to quality of 
life. Pain not well managed from conditions 
such as osteoarthritis, chronic back pain, and 
vertebral fractures and herniation can lead to 
activity avoidance, falls, and social isolation. 
Relevant goals from Healthy People 2020 that 
apply to older adults are to (1) decrease the 
prevalence of adults having high-impact chronic 
pain and (2) reduce the mean level of joint pain 
among adults with doctor-diagnosed arthritis 
(Healthy  People 2020, 2014). These goals un-
derscore the importance of assessing for pain 
during each clinical encounter and determin-
ing a mutual agreed-upon goal for comfort, 
function, and mood.

The pain experience in older adults is dif-
ferent from that in other adult groups, partly 
due to age-related differences in physiologi-
cal and psychological mechanisms, commu-
nication, pain perception, beliefs and attitudes 
toward pain, coping, and social support. Al-
though it has long been postulated that older 
adults do not experience pain with the same in-
tensity as younger adults because of age-related 
changes in the nervous system, differences in 
pain threshold and tolerance increase risk for 
under-recognition and undertreatment. Addi-
tionally, a growing body of evidence indicates 
that altered pain perception strongly impacts 
frail individuals with dementia and may con-
tribute to unjustified undertreatment of pain 
(DeFrin et al., 2015; Gibson & Lauterbacher, 
2017). When pain goes unrecognized and is un-
dertreated, it has significant consequences for 
health, often resulting in disability and frailty. 
In fact, physiological stressors–associated frailty 
decreases older adults’ reserve to adapt or effec-
tively inhibit additional nociceptive stressors 
such as pain, a phenomenon called “pain ho-
meostenosis” (Lohman, Whiteman,  Greenberg, &  
Bruce, 2017; Shega et al., 2012). Emerging ev-
idence also suggests that persistent pain may 
be a contributing or co-occurring factor in the 
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frailty phenotype (Lohman et al., 2017). Pain 
may add to the level of frailty and/or frailty may 
increase pain, leading to physical and cognitive 
function disabilities.

 ▸ Best Assessment 
Practices

Booker, Bartoszczyk, and Herr (2016) describe 
an approach to pain assessment and management 
in frail older adults. A comprehensive evaluation 
for the underlying cause of pain, pain character-
istics, and impact on physical and psychosocial 
function and quality of life is key to develop-
ing an effective treatment approach. Multiple 
 factors (e.g., anxiety, depression, beliefs, insom-
nia, fear avoidance, biomechanical issues), when 
combined with pain, can cause impairment or  
dysfunction and should be considered during the 
evaluation. History taking to identify underly-
ing diseases known to be painful and determine 
the patient’s analgesic history (e.g., effectiveness 
and adverse effects, current and previous pre-
scription and over-the-counter drugs) provides 
important information that can guide treatment 
planning. Assessment of activities of daily liv-
ing and instrumental activities of daily living 
is very helpful in delineating the impact of the 
person’s pain on function.

A complete physical examination of the 
pain source and the musculoskeletal, peripheral 
vascular, and neurologic systems is important 
given the predominance of pain-related prob-
lems originating in these systems. The physical 
examination should also target potential pain 
contributors (e.g., leg length discrepancy, my-
ofascial pain, sacroiliac joint syndrome). Lab-
oratory and diagnostic tests should be used to 
establish etiologic diagnosis, but caution is war-
ranted in interpreting their results: More than 
half of older patients with radiographic evidence 
of degenerative joint disease are pain-free, and 
imaging studies are often not necessary or useful.

When gathering information regarding the 
pain experience from the older adult, different 

approaches are often needed depending on the 
individual’s level of cognitive ability. This sec-
tion focuses on the interpersonal interaction 
between patient and provider. Specifically, a fo-
cused hierarchy is presented for older adults who 
can and cannot self-report, with this hierarchy 
integrating components of the pain character-
istics, functional assessment, and psychosocial 
assessment. Providers’ interpersonal assessment 
approach can be complemented by emerging 
mobile and other technologies (Docking, 2016).

Self-Reporting Individuals
The best method for assessment currently  remains 
self-report. That is, the older adult verbalizes 
the occurrence of pain and rates pain using 
standardized pain tools. A patient’s self-report 
is the most reliable evidence of pain intensity 
and  impact of function. Only the patient truly 
knows the severity of the pain that he or she is 
experiencing, and providers continue to under-
estimate pain based on their personal judgment. 
The role of the provider, then, is to actualize  
accurate pain assessment by asking about pain, 
accepting the patient’s report and taking it seri-
ously, and taking action when pain is reported. 
Based on research, best practices, and previ-
ous guidelines, the authors of this chapter have 
 developed and advocate for a stepwise approach 
to guide assessment (Table 26-1).

In case exemplar 1, several best practices 
were apparent. First, self-report using a vali-
dated pain intensity tool was elicited, and the 
provider also inquired about the effect of pain 
on the patient’s everyday functional ability. This 
questioning prompted the patient to readily of-
fer additional information related to pain loca-
tions, symptoms, and medications used. Also, 
a focused assessment was followed up with a 
more comprehensive physical examination and 
 diagnostic tests. After diagnosis, the provider 
appropriately assessed and incorporated the 
patient’s comfort–function goal into the plan 
of care. The only issue with this scenario is the 
lack of a standardized tool for assessment of pain 
interference and mood.
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 Case exemplar 1
Mrs. H, a 78-year-old widow, sees you for the first time because “no one has been able to help me with 
my pain.” She has hypertension and diet-controlled diabetes, but her principal concern is ongoing pain. 
She says that the pain is “all over” and has been present for weeks. You identify a pain intensity scale 
that Mrs. H understands (Iowa Pain Thermometer–Revised [IPT-R]) and ask her to rate her current pain 
on one of the scales. She rates her “pain now” as 8/10 on the IPT-R. 

After a focused exam, which reveals nothing alarming or emergent, you ask Mrs. H how the 
pain interferes with her usual activities. She reveals that she has difficulty moving in the morning and 
completing her morning activities of daily living, but this condition improves somewhat later in the 
day. Without prompting, she further states that the pain is primarily in her upper arms, back, and neck. 
Over-the-counter acetaminophen had some effect, but did not eliminate the pain. She also notes 
some “feverishness” and fatigue. 

Table 26-1 hierarchy of pain assessment for Self-reporting Older adults

Step 1: Determine the patient’s ability to reliably self-report pain and attempt to  
obtain self-report.

Step 2: Determine presence/absence of pain by asking older adult if he or she is experiencing pain, 
hurt, aches, or discomfort “right now/at this moment” and “with activities/movement.” Also ask about 
location and radiation, duration, frequency or pattern, and precipitating and ameliorating factors to 
help determine the cause.

Step 3: Measure self-reported pain intensity using a valid, reliable, and preferred pain 
scale, such as the Faces Pain Rating Scale—Revised (FPS-r), Iowa Pain Thermometer (IPT) and Verbal 
Descriptor Scale (VDS), or Numeric Rating Scale (NRS). The VDS, with or without a thermometer, is 
preferred by the majority of older adults, although there are individual differences.

Step 4: Assess the impact of pain on function to determine pain tolerability, such as by using the 
Brief Pain Inventory (BPI) or the PEG (a Veterans Administration–developed three-item version of the 
BPI) (Krebs et al., 2009). 

Step 5: Assess interference of pain with sleep and emotional stability. Strong associations between 
sleep, pain, and depression support emphasis on good sleep hygiene (Eslami, Zimmerman, Grewal, 
Katz, & Lipton, 2016).

Step 6: Develop a multimodal plan of pain care with realistic goals for comfort, function, and 
mood, making sure each step is documented. Use of a pain diary by patients can help assess the 
relationship between pain and activity and provides a record of pain intensity during various activities, 
as well as effect of analgesics and other treatments.

reproduced and modified with permission from copyright holders: Booker, S., & herr, K. University of Iowa, College of Nursing. © 2015. 
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(Lukas, Barber, Johnson, & Gibson, 2013).  
Direct attempts to obtain self-reports from 
older adults with dementia are therefore a 
critical component of pain assessment, given 
that no psychosocial and behavioral indicators 
can be substituted for such a self-report, but 
rather complement pain assessment (Breland 
et al., 2015). Thus, using a validated behavioral 
observational tool is a key component of the  
hierarchy of pain assessment for patients who 
are unable to self-report their pain; this hier-
archy is described in Table 26-2.

Non-Self-Reporting Individuals
Inability to report may stem from cognitive 
impairment, intellectual disabilities, or aphasic 
conditions. Although evaluation of pain in older 
adults with cognitive impairments and intel-
lectual disabilities may be difficult, there is no  
evidence that cognitive impairment “masks” the 
pain. However, behaviors such as agitation and 
confusion may be misinterpreted as dementia- 
related behaviors rather than as distress and 
discomfort from pain. Many older adults with-
out severe dementia are able to self-report pain 

Armed with this new information, you direct your exam to the appropriate areas, finding limited 
active and passive range of motion of the shoulders, but no findings of arthritis. The erythrocyte 
sedimentation rate is 95 and confirms the diagnosis of polymyalgia rheumatica. When you ask Mrs. H 
about her primary goal for comfort and function, she states that she wants to be able to work in her 
garden. Mrs. H’s symptoms improve dramatically within a few days after she agrees to take a low dose 
of prednisone and perform alternating application of cold and heat.

 Case exemplar 2
Mr. A.J. is an 83-year-old retired farmer with osteoarthritis in his shoulders, hip, and lower back pain; he 
currently resides in a local long-term care facility. He is unable to care for himself, and the nurses’ aides 
must dress and feed him. Mr. A.J. was diagnosed with moderate dementia. Some days he is able to 
verbalize his needs and says “Pain, pain all over”; on other days he cannot make such a self-report. 

This morning, as Mr. A.J. was being dressed, he moaned and resisted the aides when putting on 
his shirt. The aides stretched his arms out and he hollered loudly. The nurse entered the room and 
suggested that Mr. A.J. was agitated because he is “demented.” The nurse dismissed Mr. A.J.’s behavior 
and did not assess for pain by using a pain tool such as Pain Assessment in Advanced Dementia 
(PAINAD). Although he has an “as needed” (prn) order for acetaminophen and hydrocodone, she gave 
him a low-dose of lorazepam and noted in the patient chart the behaviors observed and medication 
administered. 

Later, it was noted that Mr. A.J. did not eat much breakfast and resisted range-of-motion exercises. 
He did not moan or cry out for the remainder of the day, but appeared despondent. By that point, Mr. 
A.J.’s pain had not been addressed for 8 hours.

In case exemplar 2, given the patient’s history 
of osteoarthritis, many opportunities for use of 
best practices and assuring quality pain care were 
missed, such as attempting self-report of pain, 
assessing for other reasons for behavior, using a 
validated pain observation tool, and attempting 

an analgesic trial. While the nurse did enter the 
room and observe the patient, document behav-
iors and medication administration, and attempt 
a range-of-motion intervention, all these actions 
were arbitrary and not guided by a best prac-
tice framework to determine cause of behaviors.
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assessment and successful treatment of pain in 
older adults. Some older individuals will deny 
having pain but admit to experiencing discomfort 
or aching. Other older adults may fear the cause 
of pain or the diagnostic tests, and be unwilling 
to report pain. Other barriers may include lack 

 ▸ Practice Challenges: 
Barriers and Facilitators

Multiple patient and provider attitudinal and 
communication barriers might interfere with the 

Table 26-2 hierarchy of pain assessment for Non-Self-reporting Older adults

Step 1: Determine the patient’s ability to reliably self-report pain and attempt to obtain  
self-report. Note whether the patient has a diagnosis of cognitive impairment or dementia. If the 
patient is able to self-report, continue with steps 2–6 in Table 26-1. If the patient is unable to  
self-report, continue with steps 2–6 below.

Step 2: Search for possible causes/sources of pain. Ensure basic comfort measures have been met 
and etiologies that may be painful have been treated.

Step 3: Observe for potential pain behaviors using a reliable and valid pain-behavior 
observation tool, such as Pain Assessment in Advanced Dementia (PAINAD), or Pain Assessment 
Checklist for Seniors with Limited Ability to Communicate-II (PACSLAC-II), during key physical activities 
(e.g., transfers, ambulation, repositioning) noting changes in behavior between rest and movement. 

Step 4: Incorporate proxy reporting. Examples of information that professional and personal 
caregivers may provide include changes in function or usual activities, such as altered gait or falls, 
agitation, resistance to care, impaired sleep, or escalated pacing.

Step 5: Initiate an analgesic trial to evaluate whether pain is the cause of behaviors when other 
causes have been ruled out and the patient is not responding to nondrug interventions. A guide to be 
adjusted based on comorbidities and contraindications follows (Reuben et al., 2017):

 ■ Try acetaminophen first (if no hepatic dysfunction). Order a scheduled dose, rather than “as needed” 
dosing. Acetaminophen is often effective in improving behaviors and/or function.
 • If there is no response to acetaminophen and localized inflammatory pain is suspected, try 

topical nonsteroidal anti-inflammatory drugs (NSAIDs).
 • If there is no response, try oral morphine sulfate (5 mg every 12 hours, up to a maximum dose 

of 10 mg every 12 hours) or buprenorphine transdermal patch (5 mcg/hour, up to maximum 
mcg/hr).

 ■ If there is no response to acetaminophen and neuropathic pain is suspected, try pregabalin 25 mg/day, 
up to a maximum dose of 300 mg/day.

Carefully monitor the response to analgesics with each change as the agent and dose are titrated to 
achieve pain relief yet avoid undesirable adverse effects.

Step 6: If the analgesic trial confirms pain, develop a balanced, multimodal plan of pain care 
while evaluating treatment options’ risks and benefits and documenting in medical record 
and advance directives. Measurable and realistic goals for comfort, function, mood, and behavioral 
improvement should be established.

reproduced and modified with permission from copyright holders: Booker, S., & herr, K. University of Iowa, College of Nursing. © 2015. 
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need for improvements in healthcare provider 
education regarding best practices for assess-
ment and management of pain (Fishman et al., 
2013). An interprofessional panel of experts 
reached consensus on core pain competencies 
that all healthcare providers and healthcare 
students should be competent to perform, in-
cluding addressing the needs of vulnerable pop-
ulations such as older adults (Fishman et al., 
2013). Making evidence-based assessment a 
culture of practice at institutions is also essen-
tial to facilitate greater attention to its impor-
tance among healthcare staff.

of providers’ time or interest, and some provid-
ers may fail to assess pain and instead normalize 
pain as an aspect of aging. Developing collabo-
rative and trusting relationships between patient 
and provider will encourage patients to readily 
offer report of pain. Assessment of pain in the 
older adult can be challenging, but best prac-
tices can inform and guide quality pain assess-
ment. Table 26-3 describes the various types of 
pain that providers should consider during the 
pain assessment.

Gaps in provider knowledge about pain, in 
general and across disciplines, suggest a strong 

Table 26-3 types of pain

Acute pain Typically has a distinct onset with evident pathology (e.g., a new 
injury from a recent fall, skin tear, inflammation, postsurgical) 
and may be caused by exacerbation of a chronic problem (e.g., a 
vertebral fracture in a person with osteoporosis). Short duration 
and self-limiting.

Persistent or chronic pain Does not respond to usual treatments within expected amount 
of time; often associated with functional and psychological 
impairment; may occur in the absence of any past injury or body 
damage. Chronic pain occurs on at least half of the days for 6 
months or more (National Pain Strategy, 2016), and is referred to as 
persistent pain after this point. Persistent or chronic pain may result 
from conditions such as osteoarthritis, rheumatoid arthritis, chronic 
back pain, myalgias, other rheumatologic conditions, or cancer.

Peripheral nociceptive pain Caused by mechanical deformation mediated by stretch receptors 
(e.g., pain related to the bowel is either visceral obstruction or 
renal colic; described as “colicky,” “cramping,” and “squeezing”; 
poorly localized and referred). Somatic pain is caused by tissue 
injury mediated by pain receptors (e.g., pain related to a fracture 
or joint pain from osteoarthritis; described as “aching,” “stabbing,” 
and “throbbing”; well localized). Most often, the degree of pain is 
proportional to the degree of tissue injury. Nociceptive pain usually 
responds to traditional medications and nondrug treatments.

Nociplastic pain Pain that arises from altered nociception despite no clear evidence 
of actual or threatened tissue damage causing the activation of 
peripheral nociceptors or evidence for disease or lesion of the 
somatosensory system causing the pain.

(continues)
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 ▸ Summary
With the current and future demographic shifts 
in the U.S. population, increased recognition 
of the problem of pain in older adults calls for 
more research to identify and test new assess-
ment techniques and tools in a variety of settings. 
The geriatric practitioner can improve skills in 
this area by keeping in mind the principles of 
assessment discussed in this chapter. Initiating 
quality pain assessment and treatment in and be-
tween prehospital, acute, long-term, hospice, and 
ambulatory care settings is a worthwhile  effort 
with the potential to have a considerable posi-
tive effect on the quality of life of older adults.
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Caregiver Assessment
Rhonda J. V. Montgomery, Sandy Atkins, and W. June Simmons

KEY TERMS

Caregiver Burden

CHAPTER OBJECTIVES

1. Explain the importance of caregivers to the health and well-being of older adults.
2. Describe the tools used to assess caregiver needs, burden, and qualification for services.

 ▸ Introduction
The vast majority of long-term services and sup-
ports for community-dwelling older adults in the 
United States are provided by family and other 
informal/unpaid caregivers—a contribution 
amounting to more than $450 billion per year 
(AARP Public Policy Institute, 2011). Approxi-
mately two-thirds of older adults with functional 
impairments living at home receive all of their 
care from family members—usually daughters 

and spouses (Doty, 2010). The spouses are likely 
to be as old as the care recipient and the daugh-
ters tend to be in their 50s or 60s—and both of 
these groups of caregivers are likely to have their 
own health and economic challenges. Caregiver 
assessment and interventions are crucial for the 
well-being of both the caregiver and the person 
being cared for. The caregiver can be the most 
effective partner to healthcare providers in their 
efforts to prolong independence, health, and 
quality of life for frail and disabled older adults.
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 ▸ Why Caregiver 
Assessment 
Is Important: 
Demographics  
and Prevalence

For many, if not most, older adults with complex 
chronic conditions and functional impairment, 
the presence and help of a family caregiver is es-
sential to enable the patient to reside at home. The 
family caregiver is arguably the most important 
member of a care team. The support that family 
members provide goes well beyond management 
of medications and assistance with activities of 
daily living (ADLs) and mobility. As caregivers, 
family members provide emotional support for 
patients and assume the roles of home care work-
ers, nurses, money managers, advocates, drivers, 
shoppers, and schedulers. They are also commu-
nicators with medical personnel, translating med-
ical information and expectations to patients and 
representing the needs and values of the patients to 
providers. The presence of a family caregiver has 
been shown to prevent unnecessary or inappro-
priate physician and emergency room visits and 
readmission to hospitals (Bass, Clark, Looman, 
McCarthy, & Eckert, 2003). There is also strong 
evidence that family caregivers can prevent or de-
lay out-of-home placement (Lavelle,  Mancuso, 
Huber, & Felver, 2014; Mittelman, Haley, Clay, &  
Roth, 2006).

Unfortunately, the benefits that family care-
givers afford patients come at the cost of  increased 
stress, interference with family and work obli-
gations, and negative impacts on the caregiv-
ers’ own physical and mental health. Caregivers 
consistently report poorer subjective health 
status than non-caregivers  (Berglund, Lytsy, & 
Westerling, 2015; Pinquart & Sorenson, 2003) 
and commonly experience sleep disturbance, 
 fatigue, pain, loss of physical strength, loss of 
appetite, and weight loss (Stenberg,  Ruland, 
&  Miaakowski, 2010). Numerous studies have 

shown caregivers to have higher rates, compared 
to their non- caregiver peers, of depression and 
chronic conditions  including  hypertension, high 
 cholesterol, chronic obstructive pulmonary dis-
ease (COPD), and heart disease (Beach, Schulz, 
Yee, & Jackson, 2000;  Capistrant, Moon, Berk-
man, &  Glymour, 2012; Ho,  Collins, Davis,  
& Doty, 2005; Ji, Zoller, Sundquist, &  Sundquist, 
2012; Schulz et al., 2009; Vitaliano, Zhang, & 
Scanlan, 2003). Alone or cumulatively, these 
negative outcomes for caregivers often  impede 
the quality of patient care and, ultimately, lead 
to out-of-home  placement of the patient.

Given the significant influence that fam-
ily caregivers have on the quality of patient care 
and patient outcomes, and the potential neg-
ative  impact of caregiving on the health and 
well-being of both the patient and the  caregiver, 
it is clear that provision of effective support for 
caregivers is a strategic investment. Yet only re-
cently  healthcare providers have begun to in-
clude  caregiver assessments as a routine part of 
 patient care  protocols, largely in response to grow-
ing advocacy efforts  (Feinberg & Levine, 2015).

 ▸ Best Practices
Just as good patient care begins with a good 
 assessment, so effective support for family care-
givers begins with a good assessment and an 
 understanding of the purpose for the assessment. 
Because health providers are primarily focused on 
the needs of the patient, it is not uncommon for 
them to limit their view of family caregivers, see-
ing them as merely sources of assistance and of 
information about the patient’s  condition. Con-
sequently, when caregiver assessment has been 
included in patient care protocols, the focus has of-
ten been limited to evaluating the caregiver’s skills 
and physical ability to  provide the type and level of 
care needed by the patient. Until recently little, if 
any, attention was given to the physical and emo-
tional burden that caregivers experience and the 
identification of  resources to support their efforts.

A good caregiver assessment will incor-
porate questions and measures that are both 
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necessary and sufficient to (1) identify the care-
giver’s knowledge and understanding of the pa-
tient’s needs and (2) assess the well-being and 
needs of the caregiver. The following domains 
are suggested for inclusion in a caregiver as-
sessment that addresses both of these purposes:

 ■ Relationship of caregiver to patient
 ■ Types and extent of care tasks
 ■ Other obligations (e.g., family or work 

obligations)
 ■ Availability of financial and social supports
 ■ The accuracy of the caregiver’s knowledge 

about the patient’s condition
 ■ Care tasks and responsibilities
 ■ Physical health
 ■ Depression
 ■ Stress/anxiety/emotional burden
 ■ Strain/quality of the relationship between 

the caregiver and the patient/relationship 
burden

 ■ Caregiver’s perception regarding the diffi-
culty of the care tasks and responsibilities/
workload burden
If the assessor working with the caregiver 

does not have access to patient information, it 
is also important to include questions about pa-
tient diagnoses and functional levels (e.g., ADL 
and instrumental activities of daily living [IADL] 
measures, cognitive status).

When an assessment tool is well constructed, 
it will include reliable, valid, and normed mea-
sures and will be easy to use. Psychometrically 
sound measures enable the provider to reliably 
assess the caregiver’s current condition, monitor 
changes, and document success or failure of in-
terventions. A trained staff member with good 
clinical skills should be able to conduct the as-
sessment in less than an hour in a manner that 
enables caregivers to easily and willingly share 
critical information. Most important, the in-
formation gained through such an assessment 
should guide the creation of a care plan for the 
caregiver and help inform the patient’s care plan.

Caregiver assessment cannot be a stand-alone 
service. Effective caregiver interventions incor-
porate an assessment of caregivers’ needs and 

preferences, and then tailor interventions accord-
ingly (National Academies of Sciences, 2016). A 
well-designed assessment is not useful if it does 
not lead to a care plan that effectively supports 
the caregiver. To be useful, a caregiver assessment 
must provide trained professionals with the infor-
mation necessary to diagnose caregivers’ needs 
and create care plans linked to supports and re-
sources tailored to those needs. The assessment 
must also provide a mechanism for ascertaining 
the success of the care plan and monitoring for 
changes as the patient’s condition worsens.

Although no single assessment tool or pro-
cess has been widely adopted by healthcare or 
long-term care providers, a wide array of caregiver 
assessment measures are available at the  Family 
Caregiver Alliance (2012) website. Additionally, 
the Rosalyn Carter Institute for Caregiving main-
tains a database of caregiver interventions on its  
website (www.rosalynncarter.org/caregiver 
_intervention_database/), many of which in-
clude caregiver assessment tools.

Generally, assessment tools developed for 
studies of specific caregiver interventions have 
one or more limitations that make them inappro-
priate for adoption into routine practice without 
modification to fit each health and human ser-
vices setting (Gitlin, Marx, Stanley, & Hodgson, 
2015; Nichols, Martindale-Adams, Burns, Zuber, 
& Graney, 2016). First, many of the available as-
sessments were created specifically for use with 
caregivers of dementia patients (e.g., Bass et al., 
2013; Czaja et al., 2009; Mittelman et al., 2006). 
Second, assessments designed for multicomponent 
interventions tend to focus on triaging caregiv-
ers based on the limited set of resources that are 
part of the intervention (e.g., Czaja et al., 2009). 
Third, assessments developed for intervention 
studies tend to be too long, because they incor-
porate questions to determine eligibility for the 
study and to identify factors affecting outcomes.

 ▸ Where to Start
Two caregiver assessments have been  designed, 
tested, and used to support the broader population 
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All too often, healthcare providers fail to rec-
ognize family caregivers as essential care part-
ners and fail to adequately support practitioners 
by giving them the time and tools needed to as-
sess and address caregivers’ needs. For the most 
part, caregiver assessment and support services 
are viewed as unfunded “add-on” benefits for 
which there is no source of third-party  payment. 
 Efficient creation of successful care plans for care-
givers requires both an established process and 
sufficient staff time. In the absence of training 
and an established process, professionals work-
ing with families must rely solely on their own 
skills to interpret and integrate extensive and 
complex information about the caregiver and 
the patient. As a result, the  creation of a care 
plan can consume too much staff time and  result 
in care plans that are restricted to the limited 
range of services with which a care manager is 
familiar. Caregiver  assessment will remain lim-
ited in scope and inadequate unless a provider 
 organization recognizes family  caregivers as care 
partners who, with adequate support, can help  
improve the quality of patient care and the 
 organization’s bottom line.

 ▸ Summary
At the practice level, implementation of a care-
giver assessment program requires some level of 
training for professionals to become informed 
about the diversity and changing nature of the 
caregiving experience and the challenges that 
families and friends can face when they assume 
the caregiver role. Professionals serving as care-
giver specialists also need to be knowledgeable 
about the availability of resources within orga-
nization to support caregivers and have ready 
access to detailed information about additional 
resources available in the community.

It is also important to help the caregiver 
understand the value of assessment and for the 
assessment to occur at a time and place that is 
convenient for family members and profession-
als (Levine, Halper, Rutberg, & Gould, 2013). 
While in-home visits are often seen as the best 

of caregivers. Both assessment processes have 
been reviewed as part of the  Administration 
of Community Living (ACL, 2017) Aging 
and  Disability Evidence-Based Programs and 
 Practices (ADEPP) program and are included 
as evidence-based programs on the ACL website 
(https://www.acl.gov/programs/strengthening 
-a ging-and-disability-networks/aging-and 
-d isability-evidence-based-programs). The BRI 
Care Consultation intervention (www.benrose 
.org/bricareconsultation/) is a coaching pro-
gram that includes an assessment and consul-
tation process conducted via telephone. The 
Tailored Caregiver Assessment and  Referral 
(TCARE) system (Montgomery, Kwak,  Kosloski, 
&  O’Connell Valuch, 2011; see also www.tailored 
care.com) was specifically designed to assess 
caregivers’ needs and link them with a full ar-
ray of services available within an organization 
and the larger community. The TCARE system 
is based on extensive research and field use and  
includes an assessment tool, software with 
 embedded decision algorithms that guide the 
development of care plans tailored to  caregivers’ 
specific needs, and a process for ongoing mon-
itoring of caregivers’ needs.

Regardless of the instrument used, the ra-
tionale for conducting a family caregiver as-
sessment is that the needs of family caregivers 
are diverse and change over time, and must be 
addressed to protect the health and spirit of 
caregivers.  Services and supports need to be tai-
lored to the identified needs (Brodaty, Green, & 
Koschera, 2003).

 ▸ Practice Challenges
Organizations must overcome two major chal-
lenges to implement an effective caregiver 
assessment process. The first challenge is to 
convey to the leadership and practice teams 
the central role that family caregivers play 
in patient care and patient decision making. 
The second challenge is to allocate sufficient 
resources to implement an effective process 
and services.
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option, the time and resources required for such 
visits may be prohibitive. Often the best time to 
conduct caregiver assessment is when the care-
giver accompanies a patient for a physician visit 
or a medical procedure that entails waiting on 
the part of the caregiver. Regardless of loca-
tion, it is best to avoid conducting a caregiver 
assessment in the presence of the patient. Be-
cause the primary focus of family caregivers is 
the needs of the patient, it is critical to first as-
sure the caregiver that the needs of the patient 
will be addressed. Only then will caregivers be 
open to help with addressing their own needs.
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Spiritual Assessment 
as a Key Component of 
Comprehensive Geriatric Care
Betty Ferrell and Anne Reb

Key Words

Geriatric care
Spiritual assessment

Spirituality

Chapter objeCtives

1. Define the concept of spirituality and describe the importance of spirituality in geriatric 
assessment and care.

2. Identify spiritual assessment tools for use in geriatric care.
3. Recognize how spiritual assessment can direct spiritual interventions.
4. Apply the principles of spiritual assessment to a case example.

 ▸ Introduction
Spirituality is a key aspect of quality of life that 
frequently becomes more important as individ-
uals age or experience serious illness. Spiritu-
ality is often thought of as synonymous with 

religion, yet current consensus definitions have 
provided an expanded view of this concept. In 
2009, a national consensus conference of more 
than 50 interdisciplinary experts defined spir-
ituality as “The aspect of humanity that refers  
to the way individuals seek and express meaning 
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and purpose and the way they experience their 
connectedness to the moment, to self, to oth-
ers, to nature and to the significant or sacred” 
(Puchalski et al., 2009, p. 887).

The definition of spirituality takes on im-
portant meaning as older individuals reflect 
on their lives, their legacy, a lifetime of rela-
tionships, and decades of sometimes changing 
religious affiliations. Participation in religious 
practices and services has positive effects on 
mental health and provides a source of social 
and emotional support for many older adults 
(McFarland, 2010). Participation in formal reli-
gion tends to decline when health and mobility 
issues arise, although individual spiritual prac-
tices such as prayer, reading the Bible, and med-
itating are prevalent in adults age 65 and older  
(Maddox, 2013; Pew Research Center, 2014). Despite  
the decline in formal religious affiliation, 65% 
of American adults age 65 and older believe re-
ligion is “very important” and another 20% rate 
it as “somewhat important” (Pew Research Cen-
ter, 2014). Compared with younger adults, older 
adults are more likely to view religion, and more 
broadly spirituality, as important (Nelson-Becker, 
2018). Individuals with terminal illnesses often 
value spirituality as a key contributor to qual-
ity of life and as a resource to help them to cope 
with their illness (Taylor, 2015).

 ▸ Spirituality and Health 
Outcomes

Research supports a relationship between spir-
ituality and improved health outcomes such as 
recovery from illness, finding meaning, and 
quality of life (Puchalski, 2015). Spirituality is 
often associated with other geriatric outcomes 
such as depression, distress, and anxiety (Jim 
et al., 2015; Salsman et al., 2015; Sherman et al., 
2015). Higher levels of spirituality predict bet-
ter mental and physical health (Hodge, 2015). 
In Spirituality, Religion, and Aging, social work 
scholar Holly Nelson-Becker (2018) reviews defi-
nitions of spirituality related to aging. Kathleen 

Fischer (1998) defines spirituality as not just one 
compartment of life, but rather as the deepest 
dimension of life. Individuals’ spiritual aware-
ness typically increases as they face the end of 
life, and researchers have found that attention 
to patients’ and family members’ spirituality at 
this critical point in time is vitally important 
(Taylor, 2015).

Healthcare professionals are tasked with 
examining the state of their patients’ spiritual 
health, so as to render care that supports the best 
possible quality of life. Spiritual well-being “con-
cerns our inner life and our relationship with  
the outside world ... the environment, others, and 
with ourselves, but the focus is on maintaining 
or regaining healthy balance” (Nelson-Becker, 
2018, p. 42).

Spiritual suffering or distress is the oppo-
site of spiritual well-being. Suffering individuals 
experience distress as they grapple with exis-
tential questions related to the meaning they 
have achieved—or failed to achieve—in life 
(Nelson-Becker, 2018). Major life changes, loss, 
grief, loss of faith, and concerns with meaning 
and purpose in life can all cause individuals to 
experience spiritual distress. Conversely, spiri-
tual issues can cause or influence physical and 
psychological symptoms such as depression, anx-
iety, and pain (Puchalski, 2015). Spiritual care  
or promoting spiritual health is intended to  
relieve spiritual distress and to bring about spir-
itual healing (Nelson-Becker, 2018).

Spiritual care begins with a screening or 
spiritual history. Healthcare practitioners of all 
disciplines should have basic knowledge and 
skill in spiritual assessment as a component 
of whole-person, comprehensive care.

 ▸ Spiritual Assessment
Spiritual assessments are used to reveal spiritual 
needs, spiritual distress, and spiritual resources 
(Ferrell, Borneman, & Reb, in press). Spiritual 
needs include a wide array of issues, such as a 
relationship with a higher power, needs for for-
giveness, regrets, and meaning or purpose in life. 
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Spiritual resources may include a patient’s faith 
community, or friends and family who serve as 
sources of support.

Spiritual assessments are performed in two 
stages. The first stage involves a brief, initial 
screening, which is then followed by a second, 
more in-depth assessment or spiritual his-
tory to determine whether spiritual needs exist 
(Ferrell et al., in press). The initial screening can  
reveal the person’s religious or spiritual orienta-
tion and whether further in-depth assessment 
is needed (Puchalski et al., 2009). Spiritual as-
sessments should occur at the initiation of care 
and continue throughout the period of clinical  
care, as patients or clients may grow more com-
fortable with their clinicians and begin to reveal 
their concerns or problems related to this realm 
(Nelson-Becker, 2018). Also, spiritual assess-
ments should be performed whenever a pa-
tient’s health status changes (Puchalski, 2015). 
For example, a patient may decline a referral to 
chaplaincy, but if a life-threatening disease is 
diagnosed, the patient or family may then per-
ceive that chaplaincy would be helpful.

Clinicians providing geriatric care are chal-
lenged to identity efficient assessment tools given 
the imperative to measure multiple domains of  
geriatric care. These domains include function, 
psychosocial issues, social support, quality of life, 
and symptoms associated with chronic illness. 
Notably, an ever-increasing body of evidence 
suggests that spirituality is also an important 
dimension of care (Brady, Peterman, Fitchett, 
Mo, & Cella, 1999; Steinhauser et al., 2000). 
The National Comprehensive Cancer Network’s 
(2016a) Distress Management guidelines de-
fine spiritual distress and symptoms and pro-
vide recommendations for provision of spiritual 
care including chaplaincy care (Puchalski, 2015).

Initial spiritual screening can be done by 
nurses, social workers, physicians, or chaplains 
on a medical team to identify those patients most 
in need of spiritual care. Chaplains are the spiri-
tual care specialists who conduct a more detailed 
spiritual assessment and can advise clinicians on 
how to help with patients’ spiritual issues. They 
can also coordinate involvement of clergy and 

parish nurses, if appropriate (Puchalski, 2015). 
Unfortunately, chaplains are often too few in 
number given the overwhelming demands of 
busy inpatient and outpatient care settings. It 
is not uncommon for hospitals to have only 
one chaplain for several hundred beds in the 
inpatient setting, and no chaplaincy in the out-
patient setting. Given this reality, it is import-
ant for all clinicians to possess the basic skills 
to assess spiritual needs so as to identify those 
patients most in need of spiritual support. The 
findings from the spiritual assessment, inclu-
ding spiritual beliefs and values, should be in-
corporated into the care plan (Puchalski, 2015).

 ▸ Spiritual Screening 
Tools

Numerous instruments exist to measure spiritu-
ality, although most have been designed for re-
search use rather than clinical application. Several 
papers have evaluated spiritual assessment tools 
(Koenig, 2011; Koenig, King, & Carson, 2012; 
Lucchetti, Bassi, & Lucchetti, 2013; Monod et al., 
2011; Selman, Harding, Gysels, Speck, & Higginson, 
2011; Selman, Siegert, et al., 2011). A recent paper 
by Steinhauser and colleagues (2017) provides a 
state-of-the-science review of spirituality research 
in palliative care, including exploration of spiri-
tuality, outcomes, and measures. Nelson-Becker 
(2018) recommends that an initial screening pose 
the following reflective questions:

 ■ What helps you to experience a deep sense 
of meaning, purpose, hope, or guidance for 
values in your life?

 ■ Is spirituality, religion, or faith important in 
your life? If so, please give examples. If not, 
please explain why they are not important, or 
if you prefer, we do not need to discuss this.

 ■ If important to you, what terms for referring 
to spirituality, religion, or faith do you prefer?

 ■ Would you like to incorporate “spirituality, 
religion, or faith” (or “meaning, life satisfac-
tion” if patient prefers these terms) in our 
work together? Please explain.

Spiritual Screening Tools 283

www.ketabpezeshki.com                                 66485438-66485457



Various other brief assessment tools that may 
be useful in geriatric assessment can be found 
in Table 28-1. Dr. Christina Puchalski and col-
leagues developed the FICA Spiritual History 
Tool, which is probably the most widely cited 
spiritual assessment instrument (Puchalski, 2010; 
Puchalski & Romer, 2000). The domains assessed 
with this tool include (1) faith, belief, and what 
gives meaning in one’s life; (2) importance of 
faith or spiritual practices in one’s life and how 
these values influence coping and healthcare  
decision making; (3) participation in a spiritual 
or religious community or other support groups; 
and (4) interventions to address spiritual needs. 
The FICA Spiritual History Tool is designed to 
elicit a patient’s spiritual history—specifically, 

Table 28-1 Spiritual assessment tools

Tool Description

FICA (Puchalski & Romer, 2000) Open-ended questions assess:

 ■ F: Faith/spirituality
 ■ I: Importance of spirituality
 ■ C: Faith community
 ■ A: Patient preference for addressing spirituality in 

health care

“Are you at peace” (Steinhauser et al., 2006) Single item measure developed by Steinhauser

SPIRIT (Maugans, 1996) Assesses:

 ■ S: Spiritual belief system
 ■ P: Personal spirituality
 ■ I: Integration with a spiritual community
 ■ R: Ritualized practices and restrictions
 ■ I: Implications for medical care
 ■ T: Terminal event planning 

FACIT (Peterman, Fitchett, Brady, 
Hernandez, & Cella, 2002)

12-item instrument; ordinal scale measures dimensions 
of religious and existential/spiritual well-being

HOPE (Anandarajah & Hight, 2001) Measures sources of:

 ■ H: Hope
 ■ O: Organized religion
 ■ P: Personal spiritual practices
 ■ E: Effects on medical care and/or issues 

those elements that a clinician would need to  
know in a clinical setting—and has been val-
idated in patients with cancer (Borneman,  
Ferrell, & Puchalski, 2010).

Another widely used mnemonic assessment 
tool is HOPE (Anandarajah & Hight, 2001). The 
HOPE assessment format is an especially easy 
one for healthcare professionals to remember 
and to use. In this tool, H denotes the sources of 
hope, meaning, comfort, strength, peace, love, 
and connection; O is for organized religion; P 
represents personal spirituality and practices; and 
E is for effects on medical care and end-of-life 
issues. The HOPE tool addresses terminal event 
planning, provides for ongoing spiritual care, 
and has been purported to have fewer religious 
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spiritual needs are personal, often complex is-
sues, and the patient may not be comfortable 
enough initially to discuss them. Religion may 
have caused the patient pain or suffering in the 
past—a possibility that should be kept in mind 
(Nelson-Becker, 2018). However, research sup-
ports that most patients want their healthcare 
providers to address their religious and spiri-
tual concerns, and a significant subset report 
that their spiritual needs are not adequately met 
(Blaber et al., 2015; Peteet & Balboni, 2013). In a 
study addressing spiritual issues across the bone 
marrow transplant trajectory, patients reported 
a desire for their healthcare team to discuss spir-
itual issues especially at critical junctures such 
as diagnosis, post-transplant, and survivorship 
(Sinclair et al., 2015). Patients appreciated pro-
viders who listened carefully for spiritual con-
cerns, engaged in a meaning-based conversation, 
and used a “non-agenda” approach.

Once spiritual needs are identified, clini-
cians may feel unprepared or uncomfortable 
addressing the issues that arise. When spiritual 
themes arise, the clinician can follow up with 
open-ended questions and listen reflectively to 
understand the patient’s concerns. Compassion-
ate listening to the patient’s and family’s story 
may reveal spiritual issues such as anger, feel-
ing abandoned by God, lack of meaning, de-
spair, and forgiveness needs (Puchalski, 2015). 
The clinician can initiate a referral to a chap-
lain or pastoral counselor if religious and spir-
itual symptoms are identified (Denlinger et al., 
2016). Referrals can also be made to a social 
worker or mental health professional depend-
ing on the symptoms and the patient’s prefer-
ences. According to Taylor (2015), it is important 
that nurses explore how their own spiritual be-
liefs may affect their interaction with their pa-
tients. She counsels that nurses develop their 
own “spiritual self-awareness” so that they will 
be prepared to assist a patient in addressing spir-
itual needs. For example, nurses can ask them-
selves similar questions they anticipate asking 
their patients (Taylor, 2015).

The clinician must decide on a case-by-case 
basis whether a structured instrument would 

overtones compared to some other brief screen-
ing tools (Blaber, Jones, & Willis, 2015).

Another spiritual assessment tool is titled 
SPIRIT (Maugans, 1996). This mnemonic tool 
assesses the patient’s formal religious affiliation 
and personal belief practices, sources of sup-
port, daily spiritual rituals and restrictions, and 
implications for medical and end-of- life care.

The Functional Assessment of Chronic Illness 
Therapy—Spiritual Well-being (FACIT-Sp-12) is 
a short 12-item instrument that has been used in 
health-related research (Peterman et al., 2002). 
It includes subscales measuring faith, meaning,  
and peace and is a widely used measure in  
patients with cancer (Munoz, Salsman, Stein, &  
Cella, 2015).

The Spiritual Distress Assessment Tool 
(SDAT) is a relatively new spiritual distress 
tool that has been tested with older hospital-
ized adults (Monod et al., 2010). In studies us-
ing this instrument, 65% of older hospitalized 
patients reported some distress, with 22% re-
porting serious spiritual distress on at least one 
item (Monod, Martin, Spencer, Rochat, & Bula, 
2012). Patients and clinicians have found SDAT 
to be a  valuable assessment tool that assesses 
five areas of spiritual need, termed unmet needs:  
(1) need for life balance, (2) need for connection, 
(3) values acknowledgment, (4) need to maintain 
control, and (5) need to maintain identity. The 
patient’s needs are assessed with regard to each 
category, including the extent to which these 
needs have not been met (Nelson-Becker, 2018).

 ▸ Practice Challenges in 
Performing a Spiritual 
Assessment

Even with the right assessment tool, initiating 
a spiritual assessment may not be an easy task. 
Older patients may be reluctant to raise spiri-
tual topics; moreover, if these topics are intro-
duced by the nurse, patients may be hesitant to 
engage in a discussion about them. By definition, 
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spiritual assessment is the first step in identify-
ing a patient’s spiritual needs, which can then 
lead to appropriate spiritual care. Rendering 
spiritual care and helping to restore or ensure a 
patient’s spiritual well-being are integral to ef-
fective palliative care. Since an assessment can 
and should be performed not just once, but on 
an ongoing basis, the nurse should gather spir-
itual needs data as they are revealed in the ev-
eryday encounters (Taylor, 2015).

 ▸ Which Tool to Use?
As described earlier, many instruments are avail-
able for clinical assessment and research pur-
poses to assess spirituality and many factors 
should be considered. Based on the authors’ ex-
periences over many years, we offer the follow-
ing general advice.

For clinical assessment, the FICA tool de-
veloped by Puchalski, a geriatrician and national 
leader in spirituality, offers a simple approach 
and provides clinicians with the language to 
best communicate with patients about spiritu-
ality. The tool and extensive information about 
it is available on the George Washington Insti-
tute for Spirituality and Health website (https://
smhs.gwu.edu/gwish/).

For research purposes or for a more com-
prehensive assessment of spirituality provid-
ing quantitative scoring, we recommend the 
FACIT-Sp-12 tool (www.FACIT.org). This sim-
ple 12-item tool offers the benefit of assessing 
dimensions of spirituality including faith, mean-
ing, and peace.

be helpful in assessing a patient’s spiritual 
needs or whether a general clinical assessment 
would be more useful. Some spiritual experi-
ences do not lend themselves to measurement 
(Nelson-Becker, 2018). For example, spiritual 
themes may arise in the context of listening  
to patients’ stories about their diagnosis or ex-
ploring their most important concerns. Incor-
porating the cultural context in discussions 
about spirituality is also important (Puchalski, 
Vitillo, Hull, & Reller, 2014). For example, spir-
itual genograms may be useful when working 
with Muslims, as they incorporate the patients’ 
relationships with family members into the as-
sessment process (Hodge, 2015).

Time and practice constraints may also in-
fluence which assessment approach is taken. Use 
of brief spiritual screening tools should be in-
corporated in palliative care and other settings, 
as they are accessible to everyday care provid-
ers and promote holistic patient-centered care 
(Blaber et al., 2015). For inpatients, a spiritual 
screening should be included in the psychoso-
cial section of the intake assessment (Puchalski, 
2010). In outpatient settings, a diagnosis of a 
life-threatening illness, cancer recurrence, symp-
toms such as unrelieved pain, or a psychosocial 
issue may prompt an inquiry into the patient’s 
fears, concerns, and coping resources that may 
be linked to spiritual or existential issues. In-
corporating screening instruments as part of 
usual care may facilitate exploration of spiri-
tual issues and concerns.

Despite the practice constraints and/or dif-
ficulties in performing a spiritual assessment, 
healthcare professionals should remember that 

ASSeSSmenT exemPlAr

Mr. Pedro Garcia is a 78-year-old man who has been seen in a community medicine clinic for the past 
20 years. He has been well managed for multiple chronic illnesses including hypertension, diabetes, and 
arthritis. For the past 12 years, Mr. Garcia cared for his wife, Emelia, during a difficult course of Alzheimer’s 
disease. Emelia was placed in a long-term care facility one year ago and died six months later.

Today, Mr. Garcia was being seen in the oncology clinic and received the results of recent tests, 
which revealed a diagnosis of Stage IV colon cancer. Mr. Garcia says he is not surprised, as he has had 
symptoms for the past two years but was just too busy caring for Emelia to focus on his own health. 
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The oncology nurse practitioner sees Mr. Garcia after the oncologist shares the diagnostic information. 
The nurse practitioner conducts a comprehensive assessment to assist in identifying treatment 
options. The assessment includes aspects of Mr. Garcia’s medication history and cognition. The nurse 
practitioner tells Mr. Garcia that the oncology clinic also seeks to provide spiritual support to patients 
facing a serious diagnosis of colon cancer. She uses the FICA assessment tool to gather information 
about Mr. Garcia’s faith, religion, spiritual community, and resources. Mr. Garcia shares that he “was 
Catholic” but has not attended mass in two years and has struggled to keep his faith after seeing all the 
suffering Emelia endured.

The nurse, sensing Mr. Garcia’s distress, also asks the spiritual assessment question, “Are you at 
peace?” (Steinhauser et al., 2006). Mr. Garcia says that he feels he has been “a good man” but notes that 
he is estranged from his son, who could not understand why he had to place Emelia in long-term 
care. The nurse asks Mr. Garcia if he would like to be introduced to the clinic chaplain at his next clinic 
visit, and he agrees. She also shares the spiritual assessment and the other comprehensive assessment 
information with the oncology team in their weekly review of new patients.

Case Commentary
The case of Mr. Garcia illustrates the importance of spiritual assessment as a component of 
comprehensive patient assessment. By using the FICA tool to guide the spiritual assessment as well 
as the single-item “at peace” measure, the nurse has gained important information about the patient’s 
spirituality, encompassing aspects of religion, life meaning, distress, and relationships. The assessment 
findings will be shared with the interdisciplinary team, so that clinicians can provide spiritual support 
to Mr. Garcia.

 ▸ Summary
As with other aspects of geriatric assessment, 
spirituality assessment is performed to identify 
needs and possible strategies for care. Spiritual 
assessment can be useful in identifying areas of 
distress—for example, spiritual longing, broken 
relationships, need for forgiveness, religious or 
spiritual struggles, and need for chaplaincy to pro-
vide rituals, religious/spiritual coping, and sup-
port. If spiritual distress is identified, treatment 
or care plans can include referral to chaplains 
and other spiritual care providers for spiritual 
counseling. If patients experience guilt or hope-
lessness with depressive symptoms, they should 
also be referred to a mental health professional 
for further assessment (National Comprehen-
sive Cancer Network, 2016a). Care plans may 
include spiritual goals, mind–body interven-
tions, spiritual practices, journaling, and other 
contemplative interventions (Puchalski, 2015). 
box 28-1 lists resources for additional informa-
tion regarding spirituality in health care.

Recently, life review interventions such as 
Dignity Therapy have been tested to assist se-
riously ill patients in reviewing their lives, ad-
dressing meaning and legacy (Chochinov et al., 
2011; Steinhauser, Alexander, Byock, George, & 
Tulsky, 2009). Mindfulness practices have been 

box 28-1 Key resources for Clinicians

 ■ George Washington University Institute 
for Spirituality in Health: https://smhs 
.gwu.edu/gwish/

 ■ City of Hope Pain/Palliative Care 
Resource Center: http://prc.coh.org  
(See Spirituality Section)

 ■ Puchalski, C., & Ferrell, B. (2010). Making 
health care whole. West Conshohocken, 
PA: Templeton Press.

 ■ Cobb, M., Puchalski, C. M., & Rumbold, 
B. (Eds.). (2012). Oxford textbook of 
spirituality in healthcare. New York,  
NY: Oxford University Press.
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approaches to the seasons of survival. Pittsburgh, PA: 
Oncology Nursing Society.

Fischer, K. (1998). Winter grace: Spirituality and aging. 
Nashville, TN: Upper Room.

Hodge, D. R. (2015). Administering a two-stage spiritual 
assessment in healthcare settings: A necessary component 
of ethical and effective care. Journal of Nursing Management, 
23(1), 27–38. doi: 10.1111/jonm.12078

Jim, H. S., Pustejovsky, J. E., Park, C. L., Danhauer, S. C., 
Sherman, A. C., Fitchett, G., ... Salsman, J. M. (2015). 
Religion, spirituality, and physical health in cancer 
patients: A meta-analysis. Cancer, 121(21), 3760–3768. 
doi: 10.1002/cncr.29353

Koenig, H. (2011). Spirituality and health research: Methods, 
measurement, statistics, and resources. West Conshohocken, 
PA: Templeton Press.

Koenig, H. G., King, D., & Carson, V. B. (2012). Handbook 
of religion and health (2nd ed.). New York, NY: Oxford 
University Press.

Lucchetti, G., Bassi, R. M., & Lucchetti, A. L. (2013). Taking 
spiritual history in clinical practice: A systematic review 
of instruments. Explore (NY), 9(3), 159–170. doi: 10.1016 
/j.explore.2013.02.004

Maddox, G. L. (2013). The encyclopedia of aging: A 
comprehensive resource in gerontology and geriatrics. 
New York, NY: Springer.

Maugans, T. A. (1996). The SPIRITual history. Archives of 
Family Medicine, 5(1), 11–16.

McFarland, M. J. (2010). Religion and mental health among 
older adults: Do the effects of religious involvement 
vary by gender? Journals of Gerontology, Series BL 
Psychological Sciences and Social Sciences, 65(5), 621–630. 
doi: 10.1093/geronb/gbp112

Monod, S., Brennan, M., Rochat, E., Martin, E., Rochat, S., & 
Bula, C. J. (2011). Instruments measuring spirituality in 
clinical research: A systematic review. Journal of General 
Internal Medicine, 26(11), 1345–1357. doi: 10.1007 
/s11606-011-1769-7

Monod, S., Martin, E., Spencer, B., Rochat, E., & Bula, C. 
(2012). Validation of the Spiritual Distress Assessment 
Tool in older hospitalized patients. BMC Geriatrics, 12, 13.  
doi: 10.1186/1471-2318-12-13

Monod, S., Rochat, E., Bula, C. J., Jobin, G., Martin, E., & 
Spencer, B. (2010). The Spiritual Distress Assessment 
Tool: An instrument to assess spiritual distress in 
hospitalised elderly persons. BMC Geriatrics, 10, 88. 
doi: 10.1186/1471-2318-10-88

Munoz, A. R., Salsman, J. M., Stein, K. D., & Cella, D. (2015). 
Reference values of the Functional Assessment of Chronic 
Illness Therapy—Spiritual Well-Being: a report from the 
American Cancer Society’s studies of cancer survivors. 
Cancer, 121(11), 1838–1844. doi: 10.1002/cncr.29286

National Comprehensive Cancer Network. (2016a). Distress 
management (version 2.2016). Retrieved from https://
www.nccn.org/professionals/physician_gls/f_guidelines 
.asp#supportive

shown to benefit older adults and may be an 
inclusive spiritual approach for baby boomers 
who identify with a more secular view of spir-
ituality (Stevens, 2016). Mindfulness practices 
such as meditation, yoga, qigong, guided imag-
ery, and relaxation therapies incorporate physi-
cal, mental, social, and existential dimensions. 
Mindfulness training can enhance psychologi-
cal resilience and foster the search for meaning 
and other psychosocial tasks relevant during 
this phase of life (Nilsson, 2014). Many of these 
practices are accessible even to those with sig-
nificant physical limitations.

Spirituality is a key component of quality 
of life, and older people may have even greater 
spirituality-related concerns as they face chronic 
or serious illness. Spiritual assessment is an in-
terdisciplinary commitment and is critical to 
quality geriatric care.
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Substance Use Assessment
Paul Sacco

KEY TERMS

At-risk drinking
Cannabis
Prescription drug misuse

Screening, Brief Intervention, 
and Referral for  Treatment 
(SBIRT)

CHAPTER OBJECTIVES

1. Understand the current prevalence of drinking and other drug use among older adults and 
projections regarding use and abuse of drugs in the future.

2. Become familiar with substances typically used by older adults as well as risk factors for use and 
abuse among older adults.

3. Understand unique risks of alcohol and other drug use among older adults compared with 
younger populations.

4. Learn fundamental tenets of substance use assessment including screening and assessment 
tools preferred for older adult patients.

 ▸ Introduction
For many of older adults, alcohol use is a part 
of normal aging. Approximately 45% of older 
adults aged 65 and older report past 12-month 
alcohol use (Moore et al., 2009). Smaller per-
centages of older adults (age 65-plus) use other 
substances, most commonly cannabis (1.4%) 
(Han, Sherman, et al., 2017), opioids (1%), and 

tranquilizers (0.2%) (Schepis & McCabe, 2016). 
For many older adults, alcohol and/or other drug 
use is simply a long-term habit that started earlier 
in life. In this sense, substance use may provide 
a sense of continuity for older adults (Burruss, 
Sacco, & Smith, 2015). For others, however, it 
may be a distinct change in behavior from earlier 
life stages; in retirement, alcohol and other drug 
use may increase because of more free time or 
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because of the stresses associated with aging it-
self. These processes are likely complex in na-
ture (Kuerbis & Sacco, 2012).

Whether older adults begin to use alcohol 
or other substances in early adulthood or later 
in life, they likely use substances for a variety 
of different but overlapping reasons, including 
socialization, enhancement, and coping moti-
vations. Social motives refer to the role of alco-
hol, in particular, as a so-called social lubricant; 
enhancement motives are simply drinking for 
the immediate effects of alcohol. In addition to 
these reasons, older adults may drink as a means 
of coping with difficult emotions or life experi-
ences (Gilson et al., 2013; Gilson, Bryant, & 
Judd, 2017). Other research has found that older 
adults may use alcohol or other drugs for medi-
cinal purposes (Aira, Hartikainen, & Sulkava, 
2008; Haug et al., 2017; Immonen, Valvanne, 
& Pitkälä, 2011).

As a foundation for screening and assess-
ment, it is important to recognize that alcohol and 
other drug use is common among older adults 
and commonly seen during clinic visits. A recent 
multi-site study in primary care found that ap-
proximately 13.9% of patients in primary care had 
an alcohol use disorder and 14% had a drug use 
disorder (Wu et al., 2017). Although older age is 
associated with decreased risk of such disorders 
(Sacco, 2017), it is clear that substance use and 
substance use disorders are under-recognized in 
health care. In addition, it is important to note 
that older adults use alcohol and other drugs 
for many of the same reasons that younger  
people do.

A variety of terms are used to describe the 
spectrum of risk behavior in this population. Cur-
rent use of alcohol or drugs typically means any 
use in the past year or past month, and at-risk 
use refers to exceeding the daily and/or weekly 
consumption guidelines for alcohol. The term 
binge drinking is synonymous with exceeding 
daily risk limits, and heavy drinking often re-
fers to exceeding total limits. It is notable that 
drinking limits in guidelines for older adults 
age 65 and older are much lower than they are 
for younger groups. The limit for men younger 

than age 65 is no more than 14 standard drinks 
per week and no more than 4 drinks on a given 
occasion. The limit for older adults (men age 65 
and older and women of all ages) is no more 
than 7 standard drinks per week and no more 
than 3 drinks on a given occasion (National In-
stitute on Alcohol Abuse and Alcoholism, 2007).  
The term problem use describes alcohol and/
or drug use that leads to at least one identified 
problem. The terms alcohol use disorder and drug 
use disorder denote an individual who meets the 
full Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-V) criteria for these condi-
tions (American Psychiatric Association, 2013). 
They represent the most severe forms of alco-
hol- and drug-related problems, respectively, 
among older adults.

In many cases, older adults who are at risk 
due to substance use may share specific socio-
demographic and health-related risk factors. 
Men display higher rates of at-risk drinking,  
alcohol-related disorders (American  Psychiatric 
Association, 2013; Sacco, Bucholz, &  Harrington, 
2014), and drug use disorder (Wu & Blazer, 
2011) compared to women (Blazer & Wu, 2009).  
Alcohol and drug use disorders are also more 
common among the youngest older adults, and 
less common among older seniors (Reynolds,  
Pietrzak, El-Gabalawy, Mackenzie, & Sareen, 
2015). In terms of racial/ethnic differences, 
white race is positively associated with at-risk 
patterns of alcohol consumption (e.g., binge 
drinking and heavy drinking) (Merrick et al., 
2008), while African American race may be 
associated with drug use (specifically cocaine) 
among older adults (Wu & Blazer, 2011). At-risk 
drinking among older adults may be associated 
with higher socioeconomic status (Blazer & Wu,  
2009; Moos,  Brennan, Schutte, & Moos, 2010). 
Conversely, drug use disorders are more common 
among individuals with lower levels of income 
and educational attainment (Wu & Blazer, 2011). 
Broadly speaking, alcohol (Sacco, Bucholz, &  
Spitznagel, 2009) and drug-related problems 
(Wu & Blazer, 2011) among older adults are 
associated with lower likelihood of being cur-
rently married.
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Aside from sociodemographic correlates 
of at-risk drinking and drug use, older adults 
may present with a variety of comorbid mental 
health and substance-related conditions. Depres-
sion is associated with at-risk drinking (Choi & 
DiNitto, 2011; Han, Moore, Sherman, Keyes, & 
Palamar, 2017; Sacco et al., 2009) and drug use 
(Wu & Blazer, 2011) among older adults, and 
a variety of anxiety disorders (e.g., generalized 
anxiety disorder, post-traumatic stress disorder 
[PTSD], and panic disorders) are also comorbid 
with alcohol-related problems in older adult pop-
ulations (Kuerbis, Chernick, & Gardner, 2016). 
Tobacco use (not reviewed in the current chap-
ter) also commonly co-occurs with at-risk alco-
hol use (Han, Moore, et al., 2017; Sacco et al., 
2009) and drug use (Han, Sherman, et al., 2017). 
Older adults who have one substance use dis-
order (e.g., alcohol) frequently use other sub-
stances as well, and trend data suggest that today’s 
older adults presenting for treatment services 
are more commonly using drugs in addition to 
alcohol compared with previous generations 
(Arndt, Gunter, & Acion, 2005; Sacco, Kuerbis, 
Goge, & Bucholz, 2013; Substance Abuse and 
Mental Health Services Administration, 2011). 
Although mental health and substance abuse co-
morbidity are common, older adults who present 
with alcohol and other drug-related problems 
may be relatively healthy compared with their 
non-substance-using peers (Gavens, Goyder, 
Hock, Harris, & Meier, 2016; Han, Moore, et al., 
2017; Holdsworth et al., 2017). Older adults may 
lose the capacity to use alcohol and other drugs 
as their health deteriorates, although individ-
uals with drug use disorders often have multiple 
medical conditions, especially older men (Wu &  
Blazer, 2011).

Although research has identified risk factors 
for at-risk alcohol use, drug use, and substance 
use disorder, these variables are not determin-
istic in predicting who may suffer consequences 
related to use. Clinicians should assess all older 
adults for these issues, because the consequences 
of untreated problems can be serious. These ef-
fects reflect the type of drug used and may arise 
from acute exposure (e.g., effects of intoxication 

or medication interaction) or chronic use (e.g., 
alcoholic liver disease).

Alcohol is the most commonly used  
substance among older adults. Its acute effects 
 include increased risk of falls, suicide, motor  
vehicle accidents secondary to intoxication  
(Sorock, Chen, Gonzalgo, & Baker, 2006),  alcohol 
and drug interactions (Cousins et al., 2014), 
and insomnia (Kuerbis, Sacco, Blazer, & Moore, 
2014). Although older adults are at lower risk 
for driving under the influence (Fell, Tippetts, &  
Voas, 2009), changes in metabolism in older 
adulthood (Meier & Seitz, 2008) may be spe-
cifically problematic for them. Laboratory re-
search suggests that even with consumption of 
moderate amounts of alcohol, older adults ex-
perience greater impairment but are less aware 
of it (Sklar, Boissoneault, Fillmore, & Nixon, 
2014; Sklar, Gilbertson, Boissoneault, Prather, &  
Nixon, 2012). Both chronic and acute alcohol 
use may lead to greater vulnerability to elder 
abuse among older drinkers as well  (Johannesen 
& LoGiudice, 2013; Teaster & Brossoie, 2016). 
Potential chronic effects of alcohol use in-
clude alcohol-related liver disease (Ferreira & 
Weems, 2008) and increased risk for certain 
types of cancer (i.e., head and neck, liver, pan-
creas, and breast) (Savage, Finnell, & Choflet, 
2016). Low-risk drinking, however, is associated 
with lower cardiovascular risk and mortality 
overall—reinforcing the idea that alcohol may 
have beneficial as well as detrimental  effects on 
health, depending on dose and pattern of use 
(Ronksley, Brien, Turner, Mukamal, & Ghali, 
2011; Smyth et al., 2015).

Compared to alcohol use, the consequences  
of nonmedical drug use are relatively un-
derstudied in older adults. Drugs such as 
 benzodiazepines, opioids, and barbiturates 
have sedating effects that may lead to prob-
lems with falls and other types of accidents in 
older adults  (Kuerbis et al., 2014). Cannabis 
use may increase risk for a heart attack in the 
period just after use, and it also affects short-
term memory (Kuerbis et al., 2014). Given the 
current opioid crisis, intentional and unin-
tentional overdoses among older adults are a  
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a brief intervention to facilitate change in sub-
stance use behavior. For those who are identi-
fied as showing the highest risk (i.e., probable 
substance use disorder), the patient receives a 
referral to treatment. The value of SBIRT for 
geriatric healthcare providers is that the inter-
vention nests well into an overall health assess-
ment, rather than requiring a separate assessment. 
SBIRT has also been implemented widely in 
elder-specific contexts such as senior centers; 
it does not have to occur in a healthcare setting 
(Schonfeld et al., 2009).

 ▸ Screening
Before the assessment process begins, it is im-
portant to remember that alcohol and other drug 
problems remain highly stigmatized in society, 
and older adults share many of these attitudes. 
The challenge for the clinician is to avoid language 
that inadvertently reinforces the stigma associ-
ated with substance use  disorders. For example, 
the clinician should avoid the use of the terms  
addict and alcoholic, as they are  pejorative and 
conjure up images in patients that decrease the 
likelihood that they will provide valid answers 
to screening questions. As an alternative, the 
clinician can use person-first language such 
as person with a drug-use disorder rather than 
drug addict. In addition, all interventions with 
older adults, including SBIRT, should be built 
on a foundation of respect and a recognition 
of the individual’s right to self-determination. 
These concepts are crucial to ethical practice 
but are also valuable components of effective 
intervention.

Structured brief screening instruments 
provide a starting point for obtaining valid 
information about alcohol and other drug 
use. Well-constructed screening tools prevent  
clinicians from asking vague questions about 
use or questions that invoke social desirabil-
ity. For instance, if a provider states, “You don’t 
have an alcohol problem, do you?” the likeli-
hood that a patient will report alcohol use ac-
curately is low. Similarly, screening questions 

major concern (West, Severtson, Green, & Dart, 
2015). Research on older heroin users has iden-
tified a wide swathe of health comorbidities as-
sociated with intravenous drug use, including 
human immunodeficiency virus (HIV) and hep-
atitis C virus (HCV) infection (Rosen, Hunsa-
ker, Albert, Cornelius, & Reynolds, 2011). The 
current lack of research in these areas is prob-
lematic, as it limits the information that pro-
viders can share with older adult patients. For 
alcohol, there is a clear guideline for safe use, 
but for other drugs such as cannabis, educat-
ing patients about safe use among older adults 
is more complicated. Less guidance is available 
for clinicians, even as states move toward full 
legalization and the prevalence of past-year 
cannabis use increases among older adults. 
Fortunately, the National Institutes of Health 
(2017) has recently created a funding oppor-
tunity for researchers to learn more about the 
causes and consequences of nonmedical drug 
use among older adults.

 ▸ Screening, Brief 
Intervention, and 
Referral for Treatment: 
A Best Practice

Rather than focusing broadly on options for  
assessment, this chapter puts forward a  specific 
model for screening and assessment that is  
relatively simple, time efficient, flexible, and 
 evidence based (Babor et al., 2007;  Schonfeld et al.,  
2009; U.S. Department of Health and  Human 
Services, 2014). Screening, Brief  Intervention, 
and Referral for Treatment (SBIRT) is a model 
that was developed to guide primary care prac-
tices in assessment of substance use (Bradley 
et al., 2002). SBIRT uses a population-based 
public health approach to identify individuals 
at risk of unhealthy alcohol and other drug use 
through structured screening. Those who dis-
play increased risk based on screening receive 
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for assessing elderly patients’ alcohol use. This 
instrument does not assess recent use, and 
the CAGE questions focus on the most severe 
signs and symptoms of use, so they do not de-
tect recent at-risk drinking among older adults  
(Adams, Barry, & Fleming, 1996).

Providers can nest AUDIT or CARET in 
a structured assessment interview or have the 
patient self-administer the questions. For the 
screening measure to be scored appropriately, all 
questions should be asked verbatim to the patient; 
research even suggests that self-administration 
may lead to greater disclosure by patients of 
their substance use (Hankin, Haley, Baugher, 
Colbert, & Houry, 2015).

Once complete, the AUDIT screen (Babor 
et al., 2001) provides an overall score for the  
respondent, a level of risk, and responses to 
each question. For CARET (Barnes et al., 2010), 
a similar set of risk categories is provided that 
are specific to older adults.

Drug Screening Instruments
Unlike for alcohol measures, there are few 
drug-screening instruments developed spe-
cifically for older adults. The National Insti-
tute on Drug Abuse (NIDA) Quick Screen is 
recommended (see BOX 29-2); it asks about use 
of prescription drugs nonmedically and illicit 
drugs during the past year (National Institute 
on Drug Abuse, 2011).

If the patient reports any use in the past 
year, then the clinician can use a modified ver-
sion of the Alcohol, Smoking and Substance In-
volvement Screening Test (ASSIST;  Humeniuk, 
Henry-Edwards, Ali, Poznyak, & Monteiro, 
2010), a more in-depth screen for both drug and  
alcohol use. This instrument collects data 
on lifetime and recent use of drugs in differ-
ent classes and provides a risk score by drug.  
Although the ASSIST is much longer than the  
AUDIT screen, fewer older adult patients will 
likely report past-year use. In the ASSIST, the 
 patient is asked questions about specific drugs 
used, quantity of use, frequency, and conse-
quences associated with use.

discriminate very well between individuals 
who are at low risk and those who use alcohol 
or other drugs. The development of the screen-
ing instruments leads to a very small number 
of questions but questions that say a great deal 
about the person’s specific risk. On a related 
note, the scores of screening measures can be 
used to compare a patient’s drinking to overall 
norms for older adults based on quantity and 
frequency as well as overall score with respect 
to alcohol-related problems. This information 
can be used as a starting point for a supportive 
discussion with the older adult patient about 
his or her use of alcohol and its relationship to 
the patient’s overall health and well-being (i.e., 
the brief intervention).

In preparing for screening, the clinician 
should ask permission to conduct the screening 
with the older adult and answer any questions 
he or she might have about the purpose of the 
screening. This is another reason why routine 
screening of all patients is valuable. If all patients 
are screened, then the process becomes normal-
ized as part of routine care. Consequently, older 
adults will see alcohol assessment as a part of 
quality healthcare practice.

Alcohol Screening Instruments
Although multiple alcohol screening measures 
are available, the Alcohol Use Disorders Iden-
tification Test (AUDIT; Babor, Higgins-Biddle, 
Saunders, & Monteiro, 2001) and the Comor-
bidity Alcohol Risk Evaluation Tool (CARET; 
Barnes et al., 2010) are especially helpful when 
assessing older adults. The AUDIT screen gath-
ers data on consumption patterns (i.e., quan-
tity and frequency of drinking), alcohol-related 
problems (e.g., loss of control), and feedback 
from healthcare providers about drinking (see 
BOX 29-1). The CARET measure is elder-spe-
cific, including quantity and frequency of alco-
hol use but also potentially harmful medication 
interactions (e.g., benzodiazepines) and medi-
cal comorbidities (e.g., depression). The CAGE 
questions (Ewing, 1984), although commonly 
used in healthcare settings, are not recommended 
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BOX 29-1 AUDIT Questionnaire

Please circle the answer that is correct for you.
1. How often do you have a drink containing alcohol?

 • Never
 • Monthly or less
 • 2–4 times a month
 • 2–3 times a week
 • 4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day when drinking?
 • 1 or 2
 • 3 or 4
 • 5 or 6
 • 7 to 9
 • 10 or more

3. How often do you have six or more drinks on one occasion?
 • Never
 • Less than monthly
 • Monthly
 • Weekly
 • Daily or almost daily

4. During the past year, how often have you found that you were not able to stop drinking once 
you had started?
 • Never
 • Less than monthly
 • Monthly
 • Weekly
 • Daily or almost daily

5. During the past year, how often have you failed to do what was normally expected of you 
because of drinking?
 • Never
 • Less than monthly
 • Monthly
 • Weekly
 • Daily or almost daily

6. During the past year, how often have you needed a drink in the morning to get yourself going 
after a heavy drinking session?
 • Never
 • Less than monthly
 • Monthly
 • Weekly
 • Daily or almost daily

7. During the past year, how often have you had a feeling of guilt or remorse after drinking?
 • Never
 • Less than monthly
 • Monthly
 • Weekly
 • Daily or almost daily

296 Chapter 29 Substance Use Assessment

www.ketabpezeshki.com                                 66485438-66485457



8. During the past year, have you been unable to remember what happened the night before 
because you had been drinking?
 • Never
 • Less than monthly
 • Monthly
 • Weekly
 • Daily or almost daily

9. Have you or someone else been injured as a result of your drinking?
 • No
 • Yes, but not in the past year
 • Yes, during the past year

10. Has a relative or friend, doctor or other health worker been concerned about your drinking or 
suggested you cut down?
 • No
 • Yes, but not in the past year
 • Yes, during the past year

Scoring the AUDIT
Scores for each question range from 0 to 4, with the first response for each question (e.g., never) 
scoring 0, the second (e.g., less than monthly) scoring 1, the third (e.g., monthly) scoring 2, the fourth 
(e.g., weekly) scoring 3, and the last response (e.g., daily or almost daily) scoring 4. For questions 9 
and 10, which have only three responses, the scoring is 0, 2 and 4 (from top to bottom). A score of 8 
or more is associated with harmful or hazardous drinking; a score of 13 or more in women, and 15 or 
more in men, is likely to indicate alcohol dependence.  

BOX 29-2 NIDA Quick Screen

In the past year, how often have you used the following?

Prescription drugs for nonmedical reasons:
 ■ Never
 ■ Once or twice
 ■ Monthly
 ■ Weekly
 ■ Daily or almost daily

Illegal drugs:
 ■ Never
 ■ Once or twice
 ■ Monthly
 ■ Weekly
 ■ Daily or almost daily

Modified from National Institute on Drug Abuse. (2011). Screening for drug use in general medical settings: Resource guide. In National Institutes of 
Health (Ed.). Bethesda, Maryland: U.S. Department of Health and Human Services. Retrieved from https://www.drugabuse.gov/sites/default/files 
/resource_guide.pdf

Saunders J.B., Aasland O.G., Babor T.F., de la Fuente J.R. and Grant M. Development of the Alcohol Use Disorders Identification Test (AUDIT): WHO 
Collaborative Project on Early Detection of Persons with Harmful Alcohol Consumption II. Addiction 1993; 88:791–804. Retrieved from http://
auditscreen.org. This is a WHO approved instrument.
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defensiveness and encouraging behavior change 
among individuals whose drinking or drug 
use is unhealthy. The MI skills include open-
ended questions, affirmations, reflections, and 
summarizations (OARS). Open-ended ques-
tions are simply questions that can be answered 
without a set list of responses. For instance, the 
 clinician could ask, “Now that I have shared the  
results of the screening with you, what are your  
thoughts?” The patient then has the opportunity 
to respond in any number of ways. Affirmations 
are responses that support the client’s efforts 
and positive health behaviors, such as self-care 
behaviors. Reflective listening is the process of 
communicating the clinician’s understanding of 
the message shared by the older adult in a non-
judgmental and accurate manner; it involves re-
phrasing and restating the message sent by the 
individual. Summarizing is the process of inte-
grating multiple strains of a conversation into a 
whole and then offering that information back 
to the older adult.

While in-depth review of these concepts is 
beyond the purview of this chapter, the clinician 
should avoid taking the expert role, threatening 
the older adult, or engaging in other behaviors 
that engender resistance. Instead, the clinician 
should listen for change talk—a term from the 
MI model that encompasses any statements from 
the client that reflect his or her own perception 
of the need or desire for change related to the 
use of alcohol or other drugs. The job of the cli-
nician is to simply reflect change talk back to 
the client. Similarly, the provider should avoid  
arguing with and directly confronting the  patient 
about his or her use. One difference between 
the MI model and the SBIRT model is that 
the clinician can advise the patient to make a  
behavior change, but advising should include 
listening to the patient’s concerns about change 
and trying to understand alcohol and drug use 
from the patient’s perspective.

Decisional Balance
One technique for achieving this end is 
 decisional balance. Another MI technique, 

 ▸ A Brief Discussion of 
Brief Intervention

Data from the alcohol and other drug screens 
give the practitioner information about next 
steps in the assessment process. If the older adult 
does not report high-risk alcohol or drug use, 
then the clinician can take the opportunity to 
educate the older adult about healthy drinking 
guidelines for older adults. In contrast, for in-
dividuals who display at-risk drinking or drug 
use, a clinician should offer a brief interven-
tion. This intervention starts the same way as 
the screening, in that the provider asks permis-
sion to talk about the results of the screening. 
In cases where the patient declines, the inter-
vention ends, but that is a rare event. The act 
of asking permission itself creates a tone of re-
spectfulness and collaboration that is central to 
the SBIRT model.

If the older adult is agreeable, the clinician 
should share information about overall score, 
level of risk, and contributing factors for risks 
related to alcohol, prescription drugs, and  illicit 
drugs. The clinician should then inform the  
individual about the risks associated with at-risk 
drinking, many of which were noted at the be-
ginning of this chapter. In addition, a wealth of 
materials on drinking and substance use among 
older adults are available from the National In-
stitute on Alcohol Abuse and Alcoholism (2007, 
2015) and National Institute on Aging (2017) that 
are brief, clear, and easy to read. Rather than the  
clinician simply giving these materials to the  
client, this information should be shared as part 
of a conversation about health.

In the SBIRT intervention, the clinician 
begins a discussion with the client about his or 
her reactions about the information. Using the 
seminal motivational interviewing (MI) inter-
vention model (Miller & Rollnick, 2013; Roll-
nick & Miller, 1995), the clinician facilitates a 
dialogue about at-risk use. Although SBIRT is 
not directly equivalent to MI (Miller & Rollnick, 
2009), it borrows some basic techniques of the  
intervention that are helpful in decreasing  
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for change, and the job of the clinician is then 
to reflect back to the client what he or she is 
saying. SBIRT works when the client is talking 
about the value of making a change and think-
ing about his or her own way of going about it. 
The SBIRT model primarily engages the clini-
cian as facilitator and consultant rather than 
as an expert.

After a brief discussion using these tech-
niques, the clinician then pivots to asking about 
what the older adult would like to do going for-
ward. It is valuable to listen to the patient and 
think with him or her about a range of options. 
Assuming an older adult has the capacity to 
make decisions independently, the clinician 
should work collaboratively. This may mean ac-
cepting a plan for change that is different from 
what the clinician might recommend. When 
using a harm reduction approach (Marlatt & 
Witkiewitz, 2002), an older adult may decide 
to get a taxi rather than drive under the influ-
ence or decide to decrease his or her drinking 
rather than abstain from drinking altogether. 
If an older adult expresses motivation to pur-
sue treatment services, either formal or infor-
mal, this is an opportunity for the clinician to 
assist the person and help him or her through 
the process.

Referral for Treatment
In assessing older adults, it is valuable to recognize 
and communicate to the patient that outcomes 
for older adults in treatment are as good or even 
better than they are for younger groups (Kuer-
bis & Sacco, 2013). Unfortunately, too few older 
adults who need treatment obtain such services 
(Sacco et al., 2013). For all patients, clinicians 
should facilitate a “warm handoff ” to treatment 
(Substance Abuse and Mental Health Services 
Administration, 2016). This involves identify-
ing a provider and making an effort to connect 
the older adult to the provider while the patient 
is present. In settings where behavioral health 
services are co-located with healthcare provid-
ers, the clinician can even personally introduce 
the patient to the treatment provider.

decisional balance is a simple but powerful 
means of helping the patient to think about 
potential consequences of the alcohol or drug 
use and the value of change. In decisional bal-
ance, the practitioner is asked to discuss the 
positive aspects of the client’s use of alcohol or 
other substances; that is, the provider listens 
and reflects on the person’s thoughts about 
what drives the behavior. The value of ask-
ing for positive aspects of use is that the older 
adult understands the behavior as volitional 
and will display less resistance to discussing 
the negative aspects. The clinician then asks 
about negative aspects of use and reflects on 
those with the patient. The idea is to help the 
older adult patient to think about how use of 
substances is affecting his or her health and 
overall functioning.

Readiness Ruler
The readiness ruler is another approach bor-
rowed from MI. In this technique, patients are 
asked to rate themselves on their readiness to 
change on a scale from 1 to 10. The theoretical 
underpinning of this approach comes from the 
Transtheoretical Model of Change (Prochaska, 
DiClemente, & Norcross, 1992), which posits 
that individuals proceed through a multiple-stage 
change process including precontemplation, 
contemplation, preparation, action, and main-
tenance phases. The readiness ruler is a means 
of gauging where the older adult is in the change 
process and can facilitate motivation for change 
by the individual.

Using the rating scale, the clinician asks 
the client to rate himself or herself on a scale 
based on readiness to make a change in a fo-
cal behavior (e.g., alcohol consumption). For 
example, the patient might report being a “4.” 
Rather than asking the client why he or she is 
not ready to change, the provider asks the cli-
ent to discuss why he or she did not identify as a 
lower number. For example, the clinician might 
say, “Tell me why you are not a 2?” The imme-
diate effect of this approach is to encourage 
change talk. The client will talk about reasons 
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harm and address use when necessary, and 
older adults can benefit from a variety of inter-
vention approaches.
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Medication Assessment in 
Older Adults
Carla Bouwmeester and John W. Devlin

Key Terms

Deprescribing
Medication adherence

Medication reconciliation Polypharmacy

ChapTer ObjeCTives

1. Recognize both the importance and the challenges of improving safe medication use in older 
adults.

2. Apply practice guidelines and validated assessment tools to evaluate the appropriateness of 
medication use in older adults.

3. Discuss deprescribing strategies to optimize medication outcomes in older adults.

 ▸ Introduction
Medication assessment in the older adult is a 
complex process and should consider the psych-
ological, physical, and cognitive aspects of the 
patient’s life. When evaluating medication ap-
propriateness, it is important to consider how 

each of these three domains contributes to overall 
patient functioning and well-being. The goal of 
medication assessment is to determine the most 
appropriate medication regimen based on the 
underlying medical condition, balance effective-
ness with the risk for potential adverse effects, 
ensure medication accessibility, and consider 
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the patient’s healthcare preferences. To achieve 
these goals, healthcare providers should start 
with medication reconciliation and use gen-
eral screening tools to gather information on cur-
rent medication use and behaviors. If specific 
medication-associated problems are identified 
through this strategy, then a more focused as-
sessment is warranted and individualized solu-
tions should be developed.

 ▸ Importance of 
Polypharmacy

Older adults, as compared to those who are younger, 
are more likely to have multiple chronic condi-
tions (multimorbidity) and take several medica-
tions—often prescribed by different healthcare 
providers. Multimorbidity is present in two-thirds 
of older (age greater than 65 years) and 80% of 
very old (age greater than 85 years) adults (Salive, 
2013). The number of prescribed medications 
increases with both age and multimorbidity. It is 
estimated that more than 20% of U.S. communi-
ty-dwelling older adults take more than 10 pre-
scription medications (Hajjar et al., 2005). More 
than one-third of older adults take five or more 
medications, and when over-the-counter (OTC) 
medications are included, this prevalence in-
creases to 67% (Qato, Wilder, Schumm, Gillet, &  
Alexander, 2016).

Polypharmacy, while often defined in 
many ways, most commonly refers to the use 
of multiple medications that may be unnec-
essary, ineffective, or not clinically indicated 
 (Hamilton, Gallagher, Ryan, Byrne, & O’ Mahony, 
2011). Medication-related adverse effects as-
sociated with polypharmacy may also result in 
falls, cognitive decline, and increased healthcare 
utilization (Fried et al., 2014; Hamilton et al., 
2011; Hill-Taylor et al., 2013). Drug-associated 
admissions to hospital are prevalent in older 
adults. Medication assessment is an important 
strategy to identify and reduce polypharmacy 
in older adults.

 ▸ Medication 
Assessment Tools

Medication reconciliation is a foundational 
component of medication assessment and is 
straightforward to perform. This process in-
volves comparing all the medications a patient 
is taking to the prescription orders or a medica-
tion list(s) maintained by the healthcare provid-
er(s). At a minimum, medication reconciliation 
should include the medication name, directions 
for use, and how the individual is currently tak-
ing the medication. The goal of medication rec-
onciliation is to create an up-to-date and accurate 
list of medications that can be shared seamlessly 
from patient to provider regardless of the health-
care setting where the patient is receiving care.

The Joint Commission has developed a 
five-step process for medication reconciliation 
(Table 30-1) (“Using Medication Reconcilia-
tion to Prevent Errors,” 2006). When this rec-
onciliation process is used in older adults, step 
1 should also include OTC medications, herbal 
therapies, and dietary supplements, and step 5 
should incorporate communication with other 
healthcare providers where appropriate.

Ideally, medication reconciliation should 
occur at each encounter with a healthcare pro-
vider. This process is especially important during 
transitions of care from one healthcare setting 
to another (e.g., home to hospital, hospital to re-
habilitation facility) so as to maintain accurate 
medication lists and prevent medication errors.

Determining the appropriateness of pre-
scribed medication(s) through implicit or ex-
plicit criteria represents a more complex form 
of medication assessment. Several tools, such 
as the American Geriatric Society’s (2015) Up-
dated Beers Criteria for Potentially Inappro-
priate Medication Use in Older Adults (Beers 
Criteria), are available to guide this process. The 
Beers Criteria, which are based on a  synthesis 
of published evidence and developed through 
consensus by a multidisciplinary group of geri-
atric experts, provide explicit guidelines for 
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the appropriateness of medications that are 
commonly considered for use in older adults. 
Within these guidelines, medication classes and 
individual drugs are categorized as potentially 
inappropriate in older adults, potentially inappro-
priate based on specific drug–disease or drug– 
syndrome interactions, or appropriate but should 
be used with caution. The Beers Criteria also 
identify medications with the potential to cause 
serious drug–drug interactions, requiring dos-
ing adjustments based on kidney function, and 
having strong anticholinergic properties (and 
thus increasing the risk for falls, urinary reten-
tion, and delirium).

In 2015, the American Geriatrics Soci-
ety published a companion article to the Beers 
Criteria suggesting medication alternatives for 
drugs considered to be high-risk agents in the 
elderly or to pose a substantial risk for drug– 
disease interactions (Hanlon, Semla, & Schmader, 
2015). Medication assessment using these cri-
teria requires the clinician to consider patient- 
specific factors—a step generally not required 
when the Beers Criteria are explicitly applied. 
This extra evaluation step may result in a deci-
sion by the clinician that a medication listed on 
the Beers Criteria may, in fact, be appropriate  
for a patient based on a careful consideration 

of clinical status, concomitant conditions, and 
current medications.

The Screening Tool of Older People’s Pre-
scriptions (STOPP) and Screening Tool to Alert 
to Right Treatment (START) criteria are addi-
tional examples of medication assessment tools 
utilizing explicit criteria (O’Mahony et al., 2015). 
The STOPP/START criteria were updated in 2015 
to include 80 STOPP criteria for potentially in-
appropriate medications and 34 START criteria 
representing potential omissions of medication 
therapy (O’Mahony et al., 2015). While a con-
sensus panel of healthcare practitioners from 
13 European countries developed the updated 
criteria, these guidelines have since been evalu-
ated in research and clinical settings around the 
world and found to be valid (Khodyakov et al., 
2017). Benefits of using the STOPP/START 
criteria in combination with the Beers Criteria 
include keeping a focus on clinically relevant 
adverse drug reactions and potential prescrib-
ing omissions, neither of which are addressed 
in the Beers Criteria.

The Medication Appropriateness Index (MAI) 
is a medication assessment tool that provides im-
plicit (versus explicit) criteria and, therefore, re-
quires the clinician conducting the assessment 
to have some knowledge of pharmacology and 

Table 30-1 Medication reconciliation process

Step 1: Obtain a list of current medications that include prescription and over-the-counter medications, 
herbal therapies, and dietary supplements.

Step 2: Develop a list of medications that are currently prescribed by all healthcare providers.

Step 3: Compare the lists from step 1 and step 2.

Step 4: Make clinical decisions to continue, modify, or stop each medication based on the comparison 
from step 3.

Step 5: Communicate the recommendations and revised medication plan to the patient, caregiver(s) 
(where appropriate), and other healthcare providers.

Data from Joint Commission. (2006). Using medication reconciliation to prevent errors. The Joint Commission Journal on Quality and Patient Safety, 32, 230–232.
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Clinical research studies have demonstrated that 
the MAI has good inter-rater and intra-rater re-
liability, can predict both adverse and positive 
health outcomes, and is able to detect inappro-
priate prescribing more frequently than medica-
tion assessment tools using explicit criteria like 
the Beers Criteria (Hanlon & Schmader, 2013). 
Since the MAI criteria must be applied to each 
individual medication, the time spent conduct-
ing this assessment may be considerable in a pa-
tient prescribed a large number of medications.

clinical therapeutics. The MAI, which consists of 
10 questions, rates the use of each medication as 
appropriate, marginally appropriate, or inappro-
priate (Hanlon et al., 1992; Hanlon & Schmader, 
2013). Elements of the MAI are listed in Table 30-2,  
along with key clinical considerations that a 
healthcare provider should consider when con-
ducting this medication assessment. Although 
the MAI was originally published in 1992 (Han-
lon et al., 1992), it is updated regularly and is 
available upon request from the primary author. 

Table 30-2  Medication Considerations Based on elements of the Medication 
appropriateness Index

elements Considerations

Indication for use Medications without a known indication can be considered for discontinuation

Effectiveness Determine effectiveness of the medication for the stated indication

Dosage Confirm the correct dosage based on patient-specific factors (e.g., age, kidney 
function) and clinical indication

Correct directions Directions for use should be consistent with clinical indication, dosage form, 
and duration of therapy

Practical directions Medication directions should be practical for the patient and easy to implement

Drug–drug 
interactions

Identify any clinically relevant, potential drug–drug interactions and strategies 
to minimize the risk for adverse effects

Drug–disease 
interactions

Consider how medications may exacerbate other medical conditions

Duplication Medications with overlapping indications and/or mechanisms of action may be 
considered for discontinuation

Duration Determine the expected duration of therapy and time-to-benefit for each 
medication (i.e., is the time to anticipated medication benefit appropriate 
relative to the patient’s life expectancy?)

Expense Evaluate each medication for a lower-cost alternative and consider medication 
expenses based on patient-specific factors (e.g., insurance coverage, 
medication assistance programs, accessibility)

Data from hanlon, J. t., Schmader, K. e., Samsa, G. p., Weinberger, M., Uttech, K. M., Lewis, I. K., . . . Feussner, J. r. (1992). a method for assessing drug therapy 
appropriateness. Journal of Clinical Epidemiology, 45, 1045–1051.
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A common approach to deprescribing is out-
lined in Table 30-3.

The goal of medication assessment is to re-
duce inappropriate polypharmacy and improve 
patient outcomes. The most direct and simplest 
form of assessment is medication reconcilia-
tion, whereas explicit and implicit criteria can 
be applied to perform a more patient-specific 
and comprehensive review. The most common 
medication assessment tools include the Beers 
Criteria, STOPP/START criteria, and the MAI; 
however, specialized assessment tools are avail-
able for specific circumstances. Based on the 
 patient’s risk profile and medication regimen, 

Medication deprescribing is another 
important implicit approach to medication 
assessment and can be a valuable strategy to 
reduce polypharmacy. Deprescribing refers 
to the systematic removal of inappropriate 
medications supervised by a healthcare pro-
fessional (Reeve, Gnjidic, Long, & Hilmer, 
2015). In addition to reviewing medications, 
it is important to consider patient preferences 
during deprescribing. Patients and their care-
givers, when appropriate, should be included 
in all deprescribing decisions to ensure adher-
ence to this intervention and maintain patient–
healthcare provider trust (Scott et al., 2015). 

Table 30-3 Stepwise approach to Deprescribing

Key Step Considerations

 1. Determine which medications 
the patient is taking and how 
they are taking them.

 ■ Ensure the patient brings a complete list (or the actual 
vials) for prescription and over-the-counter medications 
(including vitamins and dietary supplements)

 ■ Ask the patient how he or she takes each medication to 
assess adherence

 2. Consider the potential harm 
of each medication when 
determining deprescribing 
priority.

 ■ Consider the number of drugs, potential adverse effects, and 
use of “high-risk” drugs when determining medication risk

 ■ Evaluate for the presence of factors that increase risk 
of harm, such as cognition issues, substance abuse, 
nonadherence, and multimorbidity

 3. Assess whether a medication 
should be discontinued.

 ■ Assess the medication’s indication, current effectiveness, and 
observed or potential adverse effects

 ■ Determine whether a medication is being used to treat an 
adverse effect from another medication

 ■ Ask the patient about his or her expectations and preferences
 ■ Identify medications unlikely to provide benefit during the 

patient’s remaining lifespan

 4. Prioritize the medications for 
discontinuation.

 ■ Discontinuation prioritization should be based on:
 1. Greatest harm and/or least benefit
 2. Ease of discontinuation
 3. Patient preference for discontinuation

 5. Implement the deprescribing 
plan and monitor the patient for 
adverse effects associated with 
medication discontinuation.

 ■ Reach agreement on the plan with the patient
 ■ Discontinue medications one at a time
 ■ Taper medications that may have withdrawal effects
 ■ Document the plan and rationale for deprescribing

Data from Scott, I. a., hilmer, S. N., reeve, e., potter, K., LeCouteur, D., rigby, D., . . . Martin, J. h. (2015). reducing inappropriate polypharmacy: the process of 
deprescribing. JAMA Internal Medicine, 175, 827– 834.
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adult’s ability to access medications. The abil-
ity to pay for medications is directly related to 
medication adherence and may vary through-
out the year based on Medicare Part D cover-
age or seasonal incomes. Medicare beneficiaries 
with Part D medication plans may fall within 
the coverage gap or “doughnut hole,” such that 
they may be unable to afford all of their medi-
cations. Prescription drug plans offered through 
Medicare have different formularies, premiums, 
copayments, and network pharmacies. It is im-
portant for older adults to annually review their 
options through Medicare’s plan finder (https://
www.Medicare.gov); the results from this anal-
ysis will help identify the most beneficial plan. 
Medication costs may also be lessened through 
state Medicaid programs and manufacturers’ pre-
scription drug plans for low-income patients.

Additional factors related to medication ac-
cessibility include medication delivery and storage 
requirements. During the medication assessment 
process, healthcare providers should ascertain 
whether medications are received from a phar-
macy on a regular basis. Many pharmacies offer 
door-to-door delivery services or mail-order op-
tions at reduced or no cost to customers as well 
as automatic refills of medications. If  patients 
are enrolled in automatic refill programs, it is 
important to notify the pharmacy when the 
prescription directions change or the medica-
tion is discontinued to prevent polypharmacy 
and potential medication errors. Medication 
assessment should also include a review of any 
specific medication storage requirements (e.g., 
unopened insulin vials should be stored in the 
refrigerator) or shortened expiration dates once 
medication packaging is opened. All medica-
tions should be stored in a cool, dry place away 
from direct heat and humidity. Medications with 
the potential for abuse, such as opioids, benzo-
diazepines, or stimulants, should be stored in a 
locked box or cabinet to prevent unintentional 
overdose or diversion.

Adherence packaging is another factor to 
consider when performing a medication assess-
ment. Medication pillboxes can be filled by older 

there are tools to assess anticholinergic burden, 
sedative load, overall drug burden, and inappro-
priate medications at the end of life (Gnjidic, 
 Tinetti, & Allore, 2017). Assessment tools can be 
chosen based on the healthcare provider’s scope 
of practice and expertise, the time required to 
complete the assessment, and concordance with 
patient-specific risk factors.

 ▸ Challenges
Medication assessment is inherently limited by 
the quality and quantity of information available 
about the patient’s medication regimen, med-
ical conditions, and psychosocial variables (e.g., 
religious beliefs, economic status, housing, and 
health literacy). Accurate medication reconcili-
ation is possible only if the patient or caregiver 
is able to supply information about each med-
ication such as directions of use, frequency of 
dosing, and adherence. Medication assessment 
with explicit criteria also requires knowledge of 
the patient’s medical conditions, medical history, 
and laboratory values. In addition, assessment 
tools with implicit criteria require application 
of the healthcare provider’s clinical judgment to 
determine medication appropriateness.

Despite these limitations, accurate medi-
cation reconciliation during transitions of care 
remains a high priority as older adults navigate 
ever-more complex healthcare systems. In one 
study, medication reconciliation in older adults 
discharged from a Veterans Administration (VA) 
hospital detected that 44% were receiving at 
least one unnecessary medication (Hajjar et al., 
2005). Strategies to improve medication recon-
ciliation can be as straightforward as ensuring 
every older adult and his or her caregiver car-
ries an accurate and up-to-date medication list. 
This medication list should be updated with each 
medication change and shared with the primary 
healthcare provider, all medical specialists, and 
the pharmacist.

Once an accurate medication list is estab-
lished, practitioners must also consider the older 
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 ▸ Summary
Polypharmacy and inappropriate prescribing 
are all too prevalent in older adults. Medica-
tion assessment should be regularly completed 
in all older adults, particularly during care tran-
sitions, to determine medication regimen appro-
priateness, risk for adverse effects, and barriers 
to medication accessibility. Medication recon-
ciliation, using the Joint Commission criteria, 
can be easily completed by nurses, physicians, 
and pharmacists, and is the foundation for med-
ication assessment in older adults. A number of 
well-validated, explicit (e.g., Beers Criteria) and 
implicit (e.g., MAI) criteria tools are available to 
evaluate medication appropriateness and guide 
deprescribing efforts in the older adult popula-
tion. The ability for older adults to self-administer 
their medications and afford them are also im-
portant considerations in the medication as-
sessment process.

References
American Geriatrics Society 2015 Beers Criteria Update 

Expert Panel. (2015). American Geriatrics Society 2015 
Updated Beers Criteria for Potentially Inappropriate 
Medication Use in Older Adults. Journal of the American 
Geriatrics Society, 63, 2227–2246.

Bouwmeester, C., Kraft, J., & Bungay, K. M. (2015). Optimizing 
inhaler use by pharmacist-provided education to 
community-dwelling elderly. Respiratory Medicine, 
109, 1363–1368.

Fried, T. R., O’Leary, J., Towle, V., Goldstein, M. K., Trentalange, 
M., Martin, D. K. (2014). Health outcomes associated 
with polypharmacy in community-dwelling older adults: 
a systematic review. Journal of the American Geriatrics 
Society, 62, 2261–2272.

Gnjidic, D., Tinetti, M., & Allore, H. G. (2017). Assessing 
medication burden and polypharmacy: Finding the 
perfect measure. Expert Review of Clinical Pharmacology, 
10, 345–347.

Hajjar, E. R., Hanlon, J. T., Sloane, R. J., Lindblad, C. I., 
Pieper, C. F., Ruby, C. M., . . . Schmader, K. E. (2005). 
Unnecessary drug use in frail older people at hospital 
discharge. Journal of the American Geriatrics Society, 
53(9), 1518–1523.

Hamilton, H., Gallagher, P., Ryan, C., Byrne, S., & O’Mahony, 
D. (2011). Potentially inappropriate medications defined 
by STOPP criteria and the risk of adverse drug events in 

adults or their caregivers on a daily or weekly 
basis to increase adherence and prevent un-
derdosing or overdosing. Pharmacies may also 
provide medications in blister packs in which 
each dose is individually packaged on a single 
card or multiple medications, intended to be 
taken at the same time, are packaged in a single 
“bubble.” Technology can also be used to pro-
vide medication reminders through automated 
home dispensing machines, telephone or com-
puter application alerts, or medication reminder 
programs (often available in assisted living fa-
cilities or other group living arrangements). Re-
gardless of the method used to boost adherence, 
it is imperative for the patient and/or caregiver 
to communicate all medication changes to the 
person responsible for organizing the pillboxes, 
bubble packs, or medication reminders.

Medication assessment should also take into 
account how medications are being taken by a 
patient or administered by a caregiver. Incorrect 
administration technique may lead to reduced 
efficacy, increased adverse effects, and poten-
tial patient harm. Although patients receive ad-
ministration instructions when a medication is 
first prescribed, these instructions should be re-
viewed at regular intervals until the technique is 
mastered. One study of older adults with chronic 
obstructive pulmonary disease (COPD) found 
inadequate inhaler technique to be associated 
with increased healthcare utilization, oral steroid 
and antibiotic use, and poorer disease control 
(Melani et al., 2011). The provision of inhaler 
technique training to older adults by pharma-
cists, even in the setting of cognitive impairment, 
improves their ability to properly use this med-
ication delivery system (Bouwmeester, Kraft, & 
Bungay, 2015). In addition to inhalers, the abil-
ity of older adults to self-administer eyedrops, 
eardrops, nasal sprays, and transdermal patches 
should always be evaluated. Medication admin-
istration guides in patient-friendly language can 
be obtained from the pharmacy or on websites 
such as the American Society of Health-System 
Pharmacists’ Safe Medication website (http://
www.safemedication.com).

311References

www.ketabpezeshki.com                                 66485438-66485457



Melani, A. S., Bonavia, M., Cilenti, V., Cinti, C., Lodi, M., 
Martucci, P., . . . Neri, M. (2011). Inhaler mishandling 
remains common in real life and is associated with reduced 
disease control. Respiratory Medicine, 105, 930–938.

O’Mahony, D., O’Sullivan, D., Byrne, S., O’Connor, M. N., 
Ryan, C., & Gallagher, P. (2015). STOPP/START criteria 
for potentially inappropriate prescribing in older people: 
Version 2. Age and Ageing, 44, 213–218.

Qato, D. M., Wilder, J., Schumm, L. P., Gillet, V., & Alexander, 
G. C. (2016). Changes in prescription and over-the-counter 
medication and dietary supplement use among older 
adults in the United States, 2005 vs 2011. JAMA Internal 
Medicine, 176, 473–482.

Reeve, E., Gnjidic, D., Long, J., & Hilmer, S. (2015). A systematic 
review of the emerging definition of “deprescribing” with 
network analysis: Implications for future research and 
clinical practice. British Journal of Clinical Pharmacology, 
80, 1254–1268.

Salive, M. E. (2013). Multimorbidity in older adults. 
Epidemiology Reviews, 35, 75–83.

Scott, I. A., Hilmer, S. N., Reeve, E., Potter, K., Le Couteur, D., 
Rigby, D., . . . Martin, J. H. (2015). Reducing inappropriate 
polypharmacy: The process of deprescribing. JAMA 
Internal Medicine, 175, 827–834.

Using medication reconciliation to prevent errors. (2006). 
Joint Commission Journal on Quality and Patient Safety, 
32, 230–232. 

older hospitalized patients. Archives of Internal Medicine,  
13, 1013–1019.

Hanlon, J. T., & Schmader, K. E. (2013). The Medication 
Appropriateness Index at 20: Where it started, where 
it has been and where it may be going. Drugs and 
Aging, 30, 10.

Hanlon, J. T., Schmader, K. E., Samsa, G. P., Weinberger, M., 
Uttech, K. M., Lewis, I. K., . . . Feussner, J. R. (1992). 
A method for assessing drug therapy appropriateness. 
Journal of Clinical Epidemiology, 45, 1045–1051.

Hanlon, J. T., Semla, T. P., & Schmader, K. E. (2015). Alternative 
medications for medications in the use of high-risk 
medications in the elderly and potentially harmful 
drug–disease interactions in the elderly quality measures. 
Journal of the American Geriatrics Society, 63, e8–e18.

Hill-Taylor, B., Sketris, I., Hayden, J., Byrne, S., O’Sullivan, D., 
& Christie, R. (2013). Application of the STOPP/START 
criteria: A systematic review of the prevalence of potentially 
inappropriate prescribing in older adults, and evidence 
of clinical, humanistic and economic impact. Journal of 
Clinical Pharmacy and Therapeutics, 38, 360–372.

Khodyakov, D., Ochoa, A., Olivieri-Mui, B. L., Bouwmeester, 
C., Zarowitz, B. J., Patel, M., . . . Briesacher, B. (2017). 
Screening tool of older person’s prescriptions/screening 
tools to alert doctors to right treatment medication 
criteria modified for U.S. nursing home setting. Journal 
of the American Geriatrics Society, 65, 586–591.

312 Chapter 30 Medication Assessment in Older Adults

www.ketabpezeshki.com                                 66485438-66485457



Mobility Assessment
Victoria Hornyak, David Wert, and Jennifer Brach

KEY TERMS

Assessment Mobility Walking

CHAPTER OBJECTIVES

1. Describe the prevalence and consequences of mobility limitations in older adults.
2. Recognize appropriate measures and tools to quantify and describe mobility.
3. Identify challenges to the assessment of mobility.

 ▸ Introduction
Walking is a chief component of mobility. In 
older adults, walking difficulty is a common 
and costly problem that is associated with loss 
of independence as well as higher rates of mor-
bidity and mortality. Assessment of mobility 
should be part of the healthcare management 
of older persons, particularly for rehabilita-
tion professionals for whom the goal of inter-
vention is often to improve mobility. Such an 
 assessment is critical to the management of the 
care of the older adult. Healthcare profession-
als need to (1) recognize who has a problem,  

(2) determine when interventions are appropri-
ate and often what those interventions should be, 
(3) determine whether the interventions were 
effective, (4) predict risk for future  disability, 
and (5) plan for the public health needs of the 
older adult.

This chapter defines mobility and discusses 
its importance, provides a framework for select-
ing measures for the assessment of mobility, and 
presents some of the challenges associated with 
mobility assessment. The overall goal is to pro-
vide individuals caring for older persons with 
a guide that can be used in selecting measures 
of mobility.
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 ▸ Mobility: Definition 
and Epidemiology

Mobility is the ability to move one’s body through 
space. It includes a range of activities, from turn-
ing in bed; transferring from lying to sitting, and 
from sitting to standing; and walking. This chap-
ter focuses on walking, a fundamental mobility 
task for human life. Older adults who need su-
pervision or assistance to walk, walk slowly, re-
port difficulty walking, or are unsteady or have 
gait abnormalities can be classified as having 
walking difficulty.

The epidemiology of walking difficulty can 
be considered from the perspective of basic- or 
higher-level mobility. An example of basic mobility  
would be walking around inside the home. Ex-
amples of higher-level mobility include walking  
outside or walking longer distances such as a 
quarter or half mile. Basic walking problems are 
 uncommon in community-dwelling older adults, but 
frequently occur in institutionalized older people.  
Among community-dwelling older adults, fewer 
than 10% are dependent when walking around  
inside; by comparison, among older adults who are 
institutionalized, approximately 80% are dependent 
when walking around inside. Walking difficulty—a 
less severe mobility problem than dependence—is 
a common problem in  community-dwelling older 
adults. Almost half of all community-dwelling 
older adults report walking difficulty, defined as 
difficulty walking a quarter of a mile, and of those 
without such difficulty, approximately 22% will 
develop new difficulty over one year  (Hoffman, 
Ciol, Huynh, & Chan, 2010).

Mobility difficulty is not always perma-
nent or fixed. In fact, it is often transient, fluc-
tuating over weeks, months, or years (Manini, 
2013). Mobility disability increases dramatically 
with age, is more common in women than in 
men, and is more prevalent in nonwhites than 
in whites (Freedman et al., 2013; Hung, Ross, 
Boockvar, & Siu, 2011).

Mobility problems have serious conse-
quences. Mobility difficulty in older adults con-
tributes to loss of independence, higher rates of 

morbidity, and increased mortality (Cesari et al., 
2005;  Guralnik et al., 1994; Perera et al., 2016;  
Studenski et al., 2011). Mobility loss is also a senti-
nel predictor of other disabilities that restrict inde-
pendent living (Fried, Bandeen-Roche, Chaves, &  
Johnson, 2000). Individuals with walking  
difficulty are also less likely to remain in the com-
munity, and are more likely to experience social 
isolation and decreased quality of life (Guralnik 
et al., 1994; Webber, Porter, & Menec, 2010). 
Compared to those without walking difficulty, 
older adults with walking difficulty are less phys-
ically active and spend a greater amount of time 
in sedentary activities, which in turn puts them at 
increased risk for a number of chronic diseases.

Walking difficulty is also a costly problem. 
In one study, compared to older adults without 
self-reported walking difficulty, those who devel-
oped mild walking difficulty over one year had 
higher healthcare costs (mean $1128 per per-
son). When these data are extrapolated to the es-
timated 22% of older adults who develop walking 
difficulty annually, the cost to society is an addi-
tional $3.6 billion per year (Hoffman et al., 2010).

Given the prevalence of walking dependence 
and difficulty in older adults and the high asso-
ciated healthcare costs, identification of those 
persons with walking problems is an important 
part of comprehensive geriatric assessment. Nu-
merous mobility assessments exist, but no single 
measure can describe all levels of walking ability 
in a way that is meaningful to clinicians under 
all circumstances (Brach, Rosano, &  Studenski, 
2017). Therefore, rather than take a “one size fits 
all” approach to mobility assessment, a frame-
work is offered here that takes three factors into 
consideration: (1) the clinical characteristics of 
the person to be assessed, (2) the correspond-
ing construct of the measure and the relevant 
psychometric properties, and (3) the feasibility 
of the measure.

 ▸ Measures of Mobility
Table 31-1 identifies several measures of mobil-
ity related to walking, as well as key normative 
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Table 31-1  performance and Self-report-Based assessment tools with  
associated Values of Interest

assessment Tool Values of Interest

Performance-Based

Gait speed Normative values (Perry, 1992): 1.23–1.37 m/s

 ■ Indicators of function (Bowden, Balasubramanian, Behrman, &  
Kautz, 2008):

 ■ <0.4 m/s: Household ambulator
 ■ 0.4–0.8 m/s: Limited community ambulator
 ■ >0.8 m/s: Community ambulator

Indicators of change: MCID (Perera, Mody, Woodman, & Studenski, 2006)

 ■ Small: 0.05 m/s
 ■ Substantial: 0.10 m/s 

Timed Up and Go 
(TUG)

Normative values (Steffen, Hacker, & Mollinger, 2002) (seconds): 

 ■ 60–69 years:
 • Male: 8
 • Female: 8

 ■ 70–79 years:
 • Male: 9
 • Female: 9

 ■ 80–89 years:
 • Male: 10
 • Female: 11

Indicators of function (Shumway-Cook, Brauer, & Woollacott, 2000): 
> 14 s = fall risk

Indicators of change (Wright, Cook, Baxter, Dockerty, & Abbott, 2011): 
MCID = 0.8–1.4 s

Short Physical 
Performance Battery 
(SPPB)

Indicators of function:

 ■ 0–4: Greater risk of rehospitalization/death (Volpato et al., 2011)
 ■ <10: Predictive of mobility disability (Guralnik et al., 1994)/mortality 

(Pavasini et al., 2016)

Indicator of change: MCID (Perera et al., 2006)

 ■ Small: 0.5 point
 ■ Substantial: 1.0 point

(continues)
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assessment Tool Values of Interest

6-Minute Walk Test Normative values (Steffen et al., 2002) (meters):

 ■ 60–69 years:
 • Male: 572
 • Female: 538

 ■ 70–79 years:
 • Male: 527
 • Female: 471

 ■ 80–89 years:
 • Male: 417
 • Female: 392

Indicators of function (Harada, Chiu, & Stewart, 1999): 
>300 meters (community ambulator)

Indicator of change: MCID (Perera et al., 2006)

 ■ Small: 20 m
 ■ Substantial: 50 m

Dynamic Gait Index 
(DGI)

Indicators of function: <19 = fall risk (Shumway-Cook & Baldwin, 1997; 
Wrisley & Kumar, 2010)
Indicators of change: MCID (Pardasaney et al., 2012) = 1.90 points

Self-Report-Based

Activity Measure for 
Post-Acute Care (AM-
PAC): “6 clicks”

Indicators of function:

 ■ 42.9 (Basic Mobility Score): Cut-point for D/C to home setting (Jette 
et al., 2014)

 ■ 39.4 (Daily Activity Score): Cut point for D/C to home setting (Jette 
et al., 2014)

Indicators of change (Jette et al., 2014):

 ■ MCD90: 4.73 points (Basic Mobility)
 ■ MCD90: 5.49 points (Daily Activity)

Lifespace Questionnaire Normative values (Peel et al., 2005; Stalvey, Owsley, Sloane, & Ball, 1999):

 ■ 65–74 years: 71.3 points
 ■ 75–84 years: 60.0 points
 ■ 85+ years: 45.8 points

Late-Life Function and 
Disability Instrument 
(LLFDI): Function

Indicators of change (Beauchamp, Schmidt, Pedersen, Bean, & Jette, 2014): 
MCID = 2.7 (Overall function)

Table 31-1  performance and Self-report-Based assessment tools with  
associated Values of Interest

Abbreviations: D/C: Discharge; MCID: Minimal Clinically Important Difference.

(continued)
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has recently undergone a total knee replace-
ment will be heavily influenced by pain and 
lack of range of motion, while the gait of a per-
son with Parkinson’s disease will be primarily 
affected by impaired neuromuscular control, 
resulting in difficulty initiating gait or festina-
tion. Individuals may seek help for their mobil-
ity problems if those difficulties are getting in 
the way of daily activities, such as when walk-
ing through the grocery store becomes impossi-
ble due to the shortness of breath and fatigue of 
chronic obstructive pulmonary disease (COPD). 
A person may have a history of falls and sub-
sequently limit his or her mobility outside the 
home due to fear of having another fall.

That being said, many walking problems 
represent a decline or dysfunction in the over-
all health of an older adult, especially as age 
advances (Studenski et al., 2011). Since walk-
ing requires the coordination of multiple body 
systems—neurologic, musculoskeletal, cardio-
vascular, and pulmonary—declines in walking 
ability can be a signal of systemic dysfunction 
(Ferrucci et al., 2000). For this reason, gait speed 
has been proposed as the “sixth vital sign” for 
older adults (Fritz & Lusardi, 2009).

 ▸ Intent of the Measure
After identifying the characteristics of the mobil-
ity problem, clinicians should consider what the 
clinical complaint represents in terms of mobil-
ity. For example, a person who has recently un-
dergone a joint replacement may struggle with 
a slow, painful gait, and difficulty rising from a 
chair. Measures of mobility disability may be able 
to quantify the extent to which this individual 
is limited in her ability to participate in home 
and community activities. Considering her pri-
mary complaint of slow walking speed and con-
cern about her future performance, measures of 
mobility disability including gait speed and the 
Short Physical Performance Battery (SPPB) may 
be most informative. Table 31-2 describes this 
clinical scenario and others, with suggested mea-
sures of mobility and the associated rationales.

values associated with each measure. The mea-
sures are classified as self-report or performance 
based, and then further described according 
to the constructs they incorporate. Self-report 
measures are questionnaires that capture pa-
tients’ perception of their mobility or a report 
of what they think they can do. In contrast, a 
performance-based measure requires the patient 
to perform the task and provides information 
on what the patient can actually do. Self-report 
and performance-based measures are often only 
moderately correlated at best, indicating that the 
measures provide slightly different, but comple-
mentary, information about a patient’s mobility 
(Reuben, Valle, Hays, & Siu, 1995). If possible, 
to capture a more complete picture of a person’s 
mobility, it is often suggested to administer both 
self-report and performance-based measures.

When choosing a measure, it is also im-
portant to consider the ease of administration 
and/or potential burden to the patient. For ex-
ample, gait speed is a performance-based mea-
sure that is associated with mobility disability, 
fall risk, and mortality; it requires little training 
to measure correctly and takes just a few sec-
onds to measure. Because it is easily measured 
over any known distance, gait speed can be as-
sessed in nearly any setting (Fritz & Lusardi, 
2009). In contrast, the Late-Life Function and 
Disability Instrument (LLFDI) is a self-reported 
48-item questionnaire. It is typically adminis-
tered by interview, takes approximately 15 min-
utes to complete, and requires some training to 
administer and to score (Haley et al., 2002; Jette 
et al., 2014). Table 31-1 shows additional mea-
sures and values of interest to the clinician who 
is assessing mobility.

 ▸ Clinical Characteristics
Several person-centered characteristics can in-
fluence the selection of mobility measures. Some 
active medical problems or diagnoses can im-
pact walking in a very specific way—for exam-
ple, a recent joint replacement or a diagnosis of 
Parkinson’s disease. The gait of a person who 
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Table 31-2 Clinical examples of Mobility Impairments and Suggested Measures

Clinical example 
(Person-Specific 
Characteristics)

Intent of 
Mobility 
assessment

Sug-
gested 
Measures Rationale

A 65-year-old male is 
reluctant to leave his home 
because of weakness, 
fatigue, and shortness of 
breath. He has a history 
of coronary artery disease 
(CAD) and chronic 
obstructive pulmonary 
disease (COPD).

Describe 
functional 
endurance 
and track 
performance 
over time

6-minute 
walk test

Life Space 
Assessment

Measures of endurance:

 ■ Establishes maximum walking 
distance, which can be tracked 
over time

 ■ Defines the extent of his 
community boundaries given his 
impairments

A 75-year-old female is 
6 weeks post total knee 
replacement. She still feels 
very slow and is having 
difficulty getting up from 
chairs. She attends a local 
health fair and wants to 
know how she is doing. 
She asks, “I am I always 
going to feel like this?”

Predict risk 
of future 
disability

Gait Speed

SPPB

Measures of mobility disability:

 ■ Indicator of overall health; 
establishes comparison point 
for future rehabilitation; predicts 
mortality and disability

 ■ Combines walking speed, chair 
stands (lower-extremity strength), 
and static balance; a predictor of 
mobility disability

An 81-year-old male 
is hospitalized for 4 
days with community-
acquired pneumonia 
and feels weak and 
debilitated from the 
illness. The case managers 
are asking the healthcare 
team for discharge 
recommendations.

Describe 
mobility as 
it relates to 
the person’s 
ability to 
return home

AMPAC
“6-Clicks”

Gait speed

Measures of basic mobility:

 ■ AMPAC “6-Click” cut-off scores 
indicate safe discharge to a home 
setting

 ■ Ranges of gait speeds have 
been established that categorize 
performance into those who 
are likely to be community 
ambulators, likely to be 
household ambulators, or likely to 
be institutionalized

An 89-year-old 
community-dwelling 
female consults a physical 
therapist due to a recent 
change in mobility. She 
reports difficulty walking 
outside and participating 
in social activities.

Evaluate 
mobility 
and monitor 
change with 
intervention

LLFDI

DGI

Measures of higher functioning:

 ■ LLFDI is useful for higher-
functioning people, since items 
range from basic to advanced 
activities such walking a mile or 
more and stair climbing

 ■ DGI consists of higher-level mobility 
tasks, which can uncover problems 
more likely to be encountered 
when walking in the community
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performance-based measures because they are 
assessing “perception” rather than actual “per-
formance” (Chung et al., 2015; Faber, Bosscher, 
& van Wieringen, 2006; Hoeymans, Feskens, 
vandenBos, & Kromhout, 1996; Wang, Yeh, 
& Hu, 2011); thus, they assess what individ-
uals “think” they can do versus what they can  
actually do. Additionally, researchers have found 
that self-report measures are more strongly con-
founded by personality (cognitive/recall) and af-
fective (depression) factors, as well as cultural, 
education, and language backgrounds (Bravell, 
Zarit, & Johansson, 2011; Kempen et al., 1996). 
Self-report measures have been shown to be 
less accurate, and have lower concordance with  
performance-based outcomes, for individu-
als with moderate to severe cognitive deficits 
(Kempen et al., 1996). Additionally, the greater 
the time period over which individuals are re-
quested to recall mobility abilities, the greater 
the error in accurate recall (over-estimation 
or under-estimation) of abilities. Individuals 
with depression or low self-efficacy have also 
been shown to have more discordance between 
self-reported abilities and performance-based 
abilities, specifically showing tendencies in under- 
estimating their ability compared to actual per-
formance measures (Reuben et al., 1995). Like-
wise, individuals have been shown to overestimate 
or underestimate self-reported abilities based 
on their cultural upbringing. Moreover, some 
studies have shown that lower socioeconomic 
status can impact self-reported outcomes (under- 
estimation of abilities) (Chung et al., 2015;  
Reuben et al., 1995).

In light of these limitations, the choice of  
assessment tool should be made based on the un-
derlying purpose or intent of the assessment, the 
feasibility of using the instrument, and the clini-
cal characteristics of the individual being assessed 
(Chung et al., 2015). That being said, the challenges 
reported here clearly demonstrate that physical 
performance and self-report measures of mobility/
function do not provide equivalent information 
about a patient’s functional status. Consequently, 
it has been overwhelmingly recommended that 
both types of assessments be completed, as they 

 ▸ Challenges
While physical performance and self-report mea-
sures of mobility continue to be commonly used 
tools for clinical and research-related assessment 
of function and mobility in older adults, each 
of the two categories of assessment (physical 
performance and self-report) presents certain 
challenges that need to be recognized prior to 
specific measure selection and implementation.

The inherent nature of physical perfor-
mance measures makes them less susceptible 
to “opinion” and “subjective influences,” so that 
they can provide quantitative measures that can 
also discriminate small but important or preclin-
ical differences (Brach et al., 2017). Despite this 
strength, physical performance measures may 
not always be the most appropriate category of 
mobility assessments to complete for a variety 
of reasons. Performance testing requires direct 
instruction and observation, necessitating the 
real-time presence of a clinician/researcher for 
completion of the assessment. In some instances, 
this approach may not be as cost-effective or as 
clinically efficient as self-report measures that 
do not require direct involvement of an assessor. 
Additionally, performance-based measures often 
require more time to complete, special training 
or certification prior to administering the as-
sessment tool, access to a variety of equipment/ 
testing items, and a larger area in which to 
 perform the assessment (Brach et al., 2017;  
Guralnik, Branch, Cummings, & Curb, 1989; 
Kempen, Steverink, Ormel, & Deeg, 1996). 
Lastly, there is a lack of consensus in the litera-
ture as to whether mobility is best assessed and 
characterized using performance measures that 
do allow or do not allow the use of an assistive 
device (Chung, Demiris, & Thompson, 2015).

Self-report measures of mobility and func-
tion have high face validity, in that they directly 
reflect the opinion of the patient/client (Brach 
et al., 2017). Despite such measures providing the 
strong personal perceptions of the patient/client, 
self-report measures also come with a number 
of limitations and challenges. Research suggests 
that self-report measures are less accurate than 
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Demography, 50(2), 661–671.

Fried, L. P., Bandeen-Roche, K., Chaves, P. H. M., & Johnson, 
B. A. (2000). Preclinical mobility disability predicts 
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Guralnik, J., Branch, L., Cummings, S., & Curb, J. (1989). 
Physical performance measures in aging research. Journal 
of Gerontology: Medical Sciences, 44, M141–M146.

Guralnik, J. M., Simonsick, E. M., Ferrucci, L., Glynn, R. J., 
Berkman, L. F., Blazer, D. G., & Wallace, R. B. (1994). 
A short physical performance battery assessing lower 
extremity function: Association with self-reported 
disability and prediction of mortality and nursing home 
admission. Journal of Gerontology, 49(2), M85–M94.

Haley, S. M., Jette, A. M., Coster, W. J., Kooyoomjian, J. T., 
Levenson, S., Heeren, T., & Ashba, J. (2002). Late Life 
Function and Disability Instrument: II. Development 
and evaluation of the function component. Journals of 
Gerontology Series A: Biological Sciences and Medical 
Sciences, 57(4), M217–222.

Harada, N. D., Chiu, V., & Stewart, A. L. (1999). Mobility-related 
function in older adults: Assessment with a 6-minute 
walk test. Archives of Physical Medicine & Rehabilitation, 
80(7), 837–841.

Hoeymans, N., Feskens, E. J. M., vandenBos, G. A. M., & Kromhout, 
D. (1996). Measuring functional status: Cross-sectional 

provide complementary information that allows 
for a more accurate account of mobility/function 
(Brach et al., 2017; Bravell et al., 2011; Farag et al., 
2012; Kempen et al., 1996).

 ▸ Summary
Walking is a fundamental mobility task that is as-
sociated with the overall health and independence 
of older adults. Many tools are available that de-
scribe walking and related mobility tasks, each of 
which can be used to measure different aspects 
of mobility. It is important that clinicians be able 
to describe the clinical presentation of the client’s 
mobility problem, consider the intent of the mo-
bility assessment, and be knowledgeable about 
the construct and psychometric properties of a 
measure when choosing assessments. Clinicians 
can choose from self-reported measures or per-
formance-based tests, or both, recognizing that 
each type of assessment yields slightly different 
information. Just as all walking problems are not 
created equal, so assessment of mobility should 
not be considered a “one size fits all” approach. 
Expert clinicians can take advantage of the nu-
ances that each measurement offers and provide 
a personalized assessment of an individual’s mo-
bility that can be used to describe function, drive 
intervention, track progress, or predict risk.
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Nutritional Assessment 
as a Key Component of 
Comprehensive Geriatric Care
Mary Jane Koren

Key Terms

Food insecurity
Geriatric care

Health consequences of 
under-nutrition 

ChapTer ObjeCTives

1. Name common reasons for under-nutrition and describe the potential health consequences of 
under-nutrition if not detected by a geriatric nutritional assessment.

2. Identify nutritional assessment tools for use in geriatric care.
3. Recognize how nutritional assessment can direct interventions to address food security and 

nutritional adequacy.
4. Apply the principles of nutritional assessment to a case example.

 ▸ Introduction
In Maslow’s hierarchy of needs, the first, and 
most fundamental need is that the physiolog-
ical demands for air, water, and food must be 

met if the human body is to function (Com-
monLit Staff, 2015). In the United States, ex-
cept for obesity, clinicians often take access to 
food and nutritional status for granted. Yet, for 
older adults especially, assumptions of nutritional 
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adequacy may well be misguided. Nutrition can 
be affected as a result of aging-related changes 
in several physiological functions, the increased 
likelihood of a variety of health-related issues, 
or the presence of complicating social or eco-
nomic factors.

Before exploring nutritional assessment, it 
is necessary to first clarify terms. Malnutrition 
simply means “bad” (mal) nutrition and can be a 
result of either over- or under-consumption, or 
an imbalance of nutrients. Thus, obesity, which 
is readily apparent to even the casual observer, 
is a form of malnutrition in which a person gets 
far too many calories, which has negative con-
sequences for health. For the purposes of this 
chapter, however, it is the other end of the nutri-
tional spectrum that will be considered. Under- 
nutrition is a type of malnutrition in which a 
person may be either not eating enough food 
or not getting sufficient amounts of appropri-
ately balanced quantities of protein, calories, or 
other essential nutrients required to maintain 
health. Detecting under-nutrition, which can 
have subtle signs or symptoms (Gariballa, 2000) 
or go unrecognized as the underlying cause of 
some other illness, requires that a comprehen-
sive geriatric assessment include an assessment 
of nutritional status. Omitting this component 
of the geriatric assessment puts both the health 
and the well-being of the older adult at risk.

 ▸ Why Under-nutrition 
Is Common in Older 
Adults

Because of the way the human body ages (i.e., 
the physiologic changes associated with aging), 
older people are actually predisposed to become 
under-nourished. Assessing nutritional status, 
therefore, is an important component of com-
prehensive geriatric care.

For example, there is a natural phenom-
enon in which the desire for adequate quan-
tities of food declines commensurate with the 

decline in physical activity seen in the very old. 
Sometimes referred to as the “anorexia of aging” 
(Landi et al., 2016), this condition means that 
older adults may not feel hungry at mealtimes, 
leading them to eat only a little bit or even to 
skip meals. Compounding that, the stomach 
loses elasticity, or becomes less compliant, as 
people age, so they may feel “full” faster. This 
sensation of satiation is further mediated by 
the release of such hormones as cholecystoki-
nin, leptin, and dynorphin, which act both on 
the brain and on the gut.

The senses of smell and taste likewise dimin-
ish with age: Food loses its flavor, making meals 
less interesting and enjoyable, and causing older 
adults to tend to eat less. Oral problems, such 
as poor dentition or decreased saliva produc-
tion, are common in old age, which can make 
eating uncomfortable. It has been estimated that 
dental problems alone may decrease food in-
take by as much as 100 kcal/day—not a lot for 
one day, perhaps, but cumulatively, over weeks 
and months, enough to cause an insidious and 
inexorable loss of weight (Merck & Co., 1995).

Swallowing problems (dysphagia) can also 
make mealtimes a source of stress, rather than 
enjoyment. People who have experienced dif-
ficulty swallowing may be reluctant to eat very 
much or be very selective about what they try 
to eat because of their fear of choking. In addi-
tion, older adults do not get as thirsty as young 
people, which, especially in hot weather or for 
people with congestive heart failure on diuret-
ics, can cause dehydration with serious sequelae 
including dizziness, delirium, and falls (Alexan-
der, 2000). In all these ways, the aging process 
itself sets the stage for energy-protein malnour-
ishment and inanition.

Likewise, a host of medical problems and 
social issues may further compromise an older 
person’s ability to maintain optimal nutrition. 
One of the most common causes of under- 
nutrition is depression. Research has shown that 
depressive symptoms are associated with insuf-
ficient food intake and nutritional deficiencies, 
especially in poor elderly people living at home  
(German et al., 2011), because of loss of appetite, 

324 Chapter 32 Nutritional Assessment as a Key Component of Comprehensive Geriatric Care

www.ketabpezeshki.com                                 66485438-66485457



component of what is termed the “the burden of 
disease”— and the more illnesses a person has, 
the heavier that “burden” becomes. When people 
do not feel well, appetite is often suppressed, 
which leads to insufficient energy (calorie)- 
protein intake and weight loss.

Unfortunately, treating people’s illnesses 
may actually worsen their nutritional situation. 
National surveys show that more than 90% of 
older adults are taking prescription medications. 
According to the National Health and Nutrition 
Examination Survey, 64% of U.S. adults age 60 
and older are taking three or more prescription 
drugs per month. Almost 40% are taking five or 
more prescription medications per month (Gu, 
Dillon, & Burt, 2010)—and that is the average! 
In a population with such a high burden of ill-
ness, the likelihood that people will be on mul-
tiple medications is all but certain. Some drugs, 
such as digitalis, a medication commonly pre-
scribed for heart problems, directly suppress 
appetite. Approximately 36% of all modern an-
tihypertensive and antihyperlipidemic medica-
tions cause changes in the senses of smell and 
taste (Doty, Philip, Reddy, & Kerr, 2003), which 
may in turn result in decreased food intake. Oth-
ers, such as medications for arthritis or antibi-
otics, can cause gastric irritation. Finally, some 
drugs, such as Dilantin, some antacids, and tet-
racycline, can actually inhibit the uptake of nu-
trients from the intestinal tract.

Physical disability, frailty, and dementia, 
separately or in combination, mean that many 
older adults experience difficulty with shopping 
and meal preparation. For example, people who 
have “aged in place” either in rural or suburban 
areas may find themselves living miles from a 
grocery store and in an area where grocery de-
livery services may be unavailable. If and when 
they are no longer able to drive, they become de-
pendent on the goodwill of neighbors, friends, 
or relatives to get out to shop for food or to have 
food brought in. Even in areas with reasonably 
good public transportation, buses and subways 
may be difficult for the frail and disabled to use, 
especially if they are trying to carry groceries or 
maneuver a small shopping cart. Furthermore, 

diminished enjoyment of food, difficulty with 
food preparation, and consumption of a less 
varied diet (Sharkey et al., 2002). A vicious cir-
cle starts in which depression leads to poor in-
take, which worsens depressive feelings, and so 
on. It can be a hard circle to break, especially in 
homebound elderly individuals, who may be-
come lonely, withdrawn, and apathetic. One 
study, for example, found that depressive symp-
toms, which were more common among women 
in the study, were linked with diminished mobil-
ity and social interaction (Perrino et al., 2011).

Another condition that is a major factor in 
under-nutrition in the elderly is dementia—a 
slowly progressive neurologic disease found in 
almost 50% of people older than the age of 85. 
Dementia is the fifth leading cause of death for 
persons older than 65 years (Hebert, Weuve, 
Scherr, & Evans, 2013). It tends to strike women 
with far greater frequency than it affects men, 
with two-thirds of the cases being women, whom 
census data show are also far more likely than 
men to be poor and live alone. Older adults with 
dementia may quite literally forget to eat and, 
even if they do remember, may be unable to fig-
ure out how to prepare even the most rudimen-
tary of meals. In this all too common scenario, 
the probability of admission to a nursing home 
rises exponentially.

Depression and dementia are not the only 
illnesses that may lead to under-nutrition in 
older adults. Most older people have one or more 
chronic conditions, such as high blood pressure, 
arthritis, diabetes, heart disease, or chronic ob-
structive pulmonary disease (COPD). Among 
persons older than age 65, approximately 50% 
have two to four chronic conditions. Among 
those older than age 75, almost 20% have five 
or more chronic illnesses (AARP Public Pol-
icy Institute, 2009). The presence of multiple 
chronic conditions takes a huge toll on normal 
function. Even something as simple as not be-
ing able to stand comfortably or lift things can 
compromise a person’s ability to shop, prepare 
a meal, and sometimes even eat. The presence 
and perceived effect of individual diseases and 
conditions on daily activities is an important 

Why Under-nutrition Is Common in Older Adults 325

www.ketabpezeshki.com                                 66485438-66485457



2016), estimates that approximately 21% of peo-
ple age 65 and older derive 90% or more of their 
family income from Social Security, which at the 
time averaged $1300/month or approximately 
$16,000/year. For an individual, this income 
level is just slightly above the federal poverty 
limit, which often puts older people in a posi-
tion of having to choose between housing and 
related costs, medicine, or food.

 ▸ Health Outcomes from 
Under-nutrition

The health consequences of under-nutrition 
are numerous and may be profound—which ex-
plains why a nutritional assessment is an im-
portant element of a comprehensive geriatric 
assessment. (Culp & Cacchione, 2008). Whether 
the problem is not enough calories to maintain 
weight, insufficient protein to maintain muscles 
and other vital organs, or deficiencies of vita-
mins and micronutrients such as zinc, the out-
come is the same: Unless older adults eat enough 
“good food,” bad things can happen. For exam-
ple, research has linked  under-nutrition to the 
following health conditions:

 ■ Weight loss. In at least two longitudinal 
studies, the findings suggested that weight 
loss in later life was predictive of mortality 
(Institute of Medicine, 2000).

 ■ Skin problems, such as very dry skin or 
poor wound healing, especially of the skin 
tears that are such a common occurrence 
with the papery skin seen in the oldest old. 
These wounds leave people vulnerable to 
infections of the surrounding skin, soft 
tissues, and underlying bone.

 ■ Sarcopenia. The decline of skeletal muscle 
tissue with age is one of the most import-
ant causes of functional decline and loss 
of independence in older adults. It causes 
loss of strength and function, which then 
predispose older adults to weakness and 
increased falls and may lead to hospital-
ization, nursing home placement, and even 
death (Fielding et al., 2011).

some frail older adults are afraid to venture be-
yond their apartments, fearing they may be tar-
geted as “easy prey” for gangs or others in the 
neighborhood. As a consequence, many older 
adults default to a “tea and toast” diet, essentially 
devoid of nutritional benefit because they feel 
trapped in their own homes and cannot, or will 
not, risk a trip to the store for food.

Aside from clinically related issues, many 
other social factors may lead to food insecurity—
that is, the state of having limited or uncertain 
availability of nutritionally adequate, safe foods 
(Carter, Dubois, Tremblay, & Taljaard, 2012). An 
example of unsafe food would be food that has 
been left too long in a refrigerator and become 
seriously moldy. Older adults with impaired eye-
sight or diminished sense of smell or taste may 
not notice when things “have gone off ”—with 
potentially dire consequences. Sometimes older 
adults may have limited or uncertain ability to 
acquire acceptable foods in socially acceptable 
ways and eat pet food or get discarded food out 
of dumpsters (WBOC 16, 2013).

Among older adults in the United States, food 
insecurity increased by 25% after the recession that 
began after 2007. The poverty rate (i.e., living at 
or below the federally established poverty line of 
$11,800 in 2017) for women 65 and older at that 
time was 10.3%, 3.3 percentage points higher than 
the poverty rate for older men (7.0%) (Administra-
tion on Aging, 2010). Approximately 50% of those 
on Medicare live at or below 200% of the federal 
poverty level ($23,760 in 2017). Data from num-
erous studies have shown that poverty and hun-
ger (an individual-level physiological condition 
that may result from food insecurity) go hand in 
hand in the elderly (Hall Bryan, 2005). In a 2011 
survey by AARP’s Public Policy Institute (Rix, 
2011), one-fourth of those surveyed who were 
age 50 or older said they had already exhausted 
all their savings during the recession that began 
in 2008; more than one-third were having diffi-
culty making ends meet and had to stop or cut 
back on saving for retirement.

Food insecurity is a problem that will only 
grow as more and more older adults must rely on 
Social Security as the major source of their retire-
ment income. A 2016 study by AARP (Shelton,  
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for health services utilization. For example, as 
mentioned earlier, many of the consequences 
of malnutrition produce effects that increase 
the risk of falls. According to the Centers for 
Disease Control and Prevention (CDC, 2016):

 ■ One in three adults age 65 and older falls each 
year (Hausdorff, Rios, & Edelberg, 2001).

 ■ Of those who fall, 20% to 30% suffer mod-
erate to severe injuries that make it hard for 
them to get around or live independently 
and that increase their chances of early 
death (Alexander, Rivara, & Wolf, 1992).

 ■ Older adults are hospitalized for fall-related 
injuries five times more often than they are 
hospitalized for injuries from other causes.

These statistics help explain rising health-
care expenditures. For example:

 ■ In 2000, the total direct cost of all fall in-
juries for people 65 and older exceeded $19 
billion: $0.2 billion for fatal falls, and $19 
billion for nonfatal falls (Stevens, Corso, 
Finkelstein, & Miller, 2006).

 ■ By 2020, the annual direct and indirect costs 
of fall mediated injuries are expected to reach 
$54.9 billion (in 2007 dollars) (Englander, 
Hodson, & Terregrossa, 1996).

 ■ In a study of people age 72 and older, the 
average healthcare cost of a fall injury totaled 
$19,440, which included hospital, nursing 
home, emergency room, and home health 
care (Rizzo et al., 1998).

 ▸ Nutritional 
Assessment and 
Assessment Tools

While there are few rapid methods to screen the 
overall dietary intakes of older adults (Bailey et al., 
2009), one or two screening tools have been de-
veloped that can be used as a first step to ascertain 
nutritional status or confirm suspicions that mal-
nutrition may be present. The Mini- Nutritional 
Assessment—Short Form (MNA-SF) works well 
for such screening purposes. In its longer form, 

 ■ Suppressed immune function. Such immuno-
suppression renders people more susceptible 
to infections and less able to mount a defense 
against otherwise minor infections.

 ■ Fatigue. This condition exacerbates de-
pressive symptoms and saps any energy an 
individual might have to stay engaged with 
the community and wider social network.

 ■ Increased frailty. The loss of physiologic 
reserve increases the risk of disability, which 
is a sort of precursor state to being depend-
ent on another individual to compensate for 
functional deficits (Rockwood, Fox, Stolee, 
Robertson, & Beattie, 1994).

 ■ Functional decline and impairment. When 
people have trouble managing their own per-
sonal care (e.g., bathing) and functions such 
as ambulation, they increase their risk of falls 
and gradual loss of the capacity to independ-
ently manage routine household tasks such 
as grocery shopping and meal preparation.

 ■ Higher complication rates and more severe 
complications from underlying chronic 
conditions or acute comorbid illnesses, 
such as pneumonia, and longer lengths of 
stay when hospitalized.

 ■ Depression, loneliness, and sometimes 
pseudodementia.

 ■ Falls. Falls may arise from altered function 
brought about by any number of vitamin 
deficiencies (such as hypovitaminosis D or 
vitamin B12 deficiency) or from unrecog-
nized dehydration.

 ■ Delirium (Culp & Cacchione, 2008). Even 
when transient, delirium has been shown 
to have long-term sequelae.

 ■ Anemia from deficiencies of vitamin B6 
(sideroblastic anemia), vitamin B12 (mega-
loblastic anemia), or iron (microcytic anemia). 
This type of condition leaves people feeling 
exhausted and can even worsen heart failure.

The sheer length of this list illustrates how 
poor nutrition can compromise virtually ev-
ery system in the body. Moreover, while these 
negative health outcomes stemming from un-
der-nutrition may be devastating to the indi-
vidual, they also have enormous implications 
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individual about the frequencies and amounts 
of multiple categories of food and rely, to a 
great extent, on the patient’s ability to recall in-
take  accurately—an ability that can be compro-
mised in someone with even mild dementia. A 
good example of a food frequency questionnaire 
(FFQ) is the Diet History Questionnaire (DHQ), 
developed by the U.S. Department of Agricul-
ture. The DHQ is free and is available in sev-
eral versions and in both paper and electronic 
formats to facilitate its use by researchers, cli-
nicians, and teachers. At 36 pages in length, it 
is probably more than a patient’s primary care 
practitioner wants to undertake routinely, but 
in patients at high risk for malnutrition or in 
complex cases its use can be extremely help-
ful in identifying underlying dietary patterns 
and spearheading a successful intervention. A  
somewhat shorter version, the brief self-admin-
istered DHQ (BDHQ), a 58-item fixed-portion-
type questionnaire, is also available.

the full MNA still takes only 10 to 15 minutes to 
administer and can provide some limited addi-
tional information about the possible causes of 
malnutrition in persons identified as malnour-
ished or at risk for malnutrition.

Nevertheless, none of these screening tools 
is a substitute for a complete assessment per-
formed by a trained nutritional professional. 
Such an assessment includes four components:

 ■ Evaluation of the person’s anthropometrics 
(e.g., height, weight, skin-fold thickness, 
grip strength)

 ■ Lab tests for different biochemical markers 
of nutritional status, such as total protein, 
vitamin B12, and lipid levels

 ■ Clinical factors or findings (the most ob-
vious is weight loss)

 ■ A thorough dietary history

Complete dietary histories can be time- 
consuming to complete because they query the 

AssessmeNT exemplAr

Mr. D is a frail 87-year-old African American male with hypertension and fairly advanced COPD, 
probably from smoking (although he quit several years ago). A widower for the last 2 years, he lives 
on his Social Security benefits in a small, un-air-conditioned, third-floor walk-up rental apartment. His 
two adult children visit infrequently, and he has no other living relatives. On a recent visit, however, his 
daughter notices his clothes are baggy on him, he seems a little unsteady, and that there is not much 
food in the refrigerator. She also notices a couple of empty whiskey bottles in the trash. She tells her 
father to “make an appointment at that clinic you go to.”

You are Mr. D’s new primary care practitioner. Mr. D is not aware of whether he has lost weight 
but concedes his pants feel loose. When you ask, he tells you that he just does not feel very hungry, 
that “old age is getting to him” and that he misses his wife. He also complains that the stairs to his 
apartment “are too much” for him these days. His weight is down approximately 20 pounds from when 
he was last in the clinic 6 months ago. He takes hydrochlorothiazide, digoxin, and an inhaler (for his 
COPD).

Case Commentary
Attuned as you now are to the very real possibility that Mr. D is under-nourished, his history raises 
several red flags as to potential causes that should be investigated. You start with the full Mini-
Nutritional Assessment. This instrument’s findings, plus Mr. D’s history and physical examination, give 
you important information about the patient’s nutritional status that reflects his clinical condition 
(e.g., the unsteadiness may be partly from a vitamin B12 deficiency, especially if he is drinking a lot), 
his psychological state (he is probably depressed), and the care he is receiving (his medications may 
be affecting his appetite). You have also gained some important insights into the patient’s social and 
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 ▸ summary
Having access to and partaking of adequate and 
appropriate food is a key component of physical 
health as well as quality of life. Older people may 
be at even higher risk of malnutrition as they 
become frail, face chronic or serious illness, or 
are constrained by poverty or any of the other 
social determinants of health. Clinicians must 
keep the possibility of under-nutrition or food 
insecurity in the forefront of their thinking as 
they care for their older adult patients, as many 
of their patients’ signs and symptoms may stem 
from malnutrition rather than other disease pro-
cesses. Likewise, assessment of food security and 
nutritional adequacy must be recognized as an 
interdisciplinary commitment and brought to 
the team for its thinking about how to remedy 
what are usually very complex issues. Including 
the evaluation of nutritional status within the 
comprehensive geriatric assessment is critical to 
the delivery of quality geriatric care.
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Transitions of Care
Megan Burke, Bruce Leff, and Alicia Arbaje

Key Terms

Care transition Geriatric assessment Hospital readmission

ChapTer ObjeCTives

1. Describe the importance and significance of care transitions in the current healthcare system.
2. Understand key factors that contribute to poor care transitions.
3. Describe several effective evidence-based models of care transitions, with a special focus on 

issues related to assessment of patients in the context of care transitions.

TransiTions of Care inTroduCTory Case

An 84-year-old man with mild cognitive impairment who lives alone is admitted to the cardiology 
floor after experiencing chest pain at home and being diagnosed with an NSTEMI (non-ST-elevation 
myocardial infarction) in the emergency department. His family declines cardiac catheterization and opts 
for medical management. Treatment is initiated with aspirin, a beta blocker, a statin, and an angiotensin-
converting enzyme inhibitor. His chest pain resolves and his team plans for discharge back home.

 ▸ introduction
A care transition refers to a patient’s movement 
between one level of care, location, or set of pro-
viders to another within the healthcare system. 

Transitions of care can occur across multiple set-
tings and among multiple providers. Patients—
especially adults age 65 years and older—are 
especially vulnerable to adverse events during 
care transitions. Transitional care refers to the set  
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of actions designed to ensure the coordination  
and continuity of health care during care transi-
tions (Coleman, 2003). One of the most  common 
and complex transitions of care for older  patients 
is the discharge from the inpatient hospital to 
the community.

After hospital discharge, almost 20% of 
 Medicare-covered patients will be readmitted 
within 30 days and more than one-third will 
be readmitted in 90 days (Jencks, Williams, &  
Coleman, 2009). More than 20% of patients will 
experience a preventable adverse event—defined 
as an injury resulting from medical manage-
ment rather than underlying disease processes—
within 2 weeks of the discharge (Forster, Murff,  
Peterson, Gandhi, & Bates, 2003).

In this chapter, we describe key factors that 
contribute to poor care transitions. We also  
introduce several effective evidence-based 
 models of care transitions, with a special focus 
on issues related to the assessment of patients 
in the  context of care transitions.

 ▸ Key factors That 
Contribute to Poor 
Care Transitions

Multiple factors contribute to the complexity 
of care transitions and adverse care transition– 
related outcomes. A review of these factors is 
useful to understand issues related to  assessment 
in the context of care transitions.

Over the past two decades, hospital lengths 
of stay have decreased, patients have become 
sicker, and the majority of hospitalized  patients 
have begun to be cared for by hospitalists, or 
practitioners who do not care for those pa-
tients outside of the  hospital (Kuo, Sharma, 
Freeman, & Goodwin, 2009). Discharging, 
or transitioning, a patient out of the hospi-
tal involves assimilating and communicat-
ing a large amount of complex patient-related 

information among multiple people with vary-
ing levels of clinical knowledge (e.g.,  patient, 
family members, primary care  doctor, outpa-
tient consultants, home care teams including 
coordinators, nurses, and rehabilitation ther-
apists).  Currently, there is no single  accepted 
standardized approach used to ensure high- 
quality care transitions.

Despite the increasing use of information 
technology in patient care, lack of effective 
communication remains a substantial barrier 
to patient safety and care transitions. The de-
centralized and fragmented nature of provid-
ing care without any source of integrated and  
centralized patient information is a major  
potential source of errors.

Communication difficulties in modern 
health care is not a new phenomenon. In 2000, 
the landmark Institute of Medicine report To 
Err Is Human reported that as many as 98,000 
people died each year as the result of medical 
errors in the hospital setting (Kohn, Corrigan, & 
Donaldson, 2000). A 2004 report of 2455 senti-
nel events reported to the Joint  Commission on 
Accreditation of Healthcare Organizations (now 
called The Joint Commission) noted that com-
munications  errors were the primary root cause 
in more than 70% of sentinel events in hospitals; 
75% of the patients  involved in these sentinel 
events died (Leonard, Graham, &  Bonacum,  
2004).  Miscommunication is a key challenge 
leading to suboptimal care transitions.

 ▸ Models of Care 
Transitions in the era 
of Value-Based Care

Table 33-1 describes characteristics and out-
comes associated with six evidence-based 
care transitions interventions that have been 
 implemented in various health systems in the 
United States.
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Table 33-1 Summary of evidence-Based Care transitions Models and Outcomes

Intervention

Care 
Transitions 
Manager

Targeted 
Patient Setting 
and Population

Goal of 
Intervention

Transitions of Care-
Related Outcomes for 
Intervention Group 
Versus Control Group

Care 
Transitions 
Intervention 
(CTI)
(Coleman, 
Parry, 
Chalmers, & 
Min, 2006)

Transition 
coach: 
advanced 
practice 
nurse 
(APN)

Older community-
dwelling patients 
(≥ 65 years) 
admitted to the 
hospital with 
complex care 
needs

Reduce 
readmission 
rates

Lower 30-day 
readmission rate (8.3% 
versus 11.9%) and  
90-day readmission rate 
(16.7% versus 22.5%)
Lower 90-day and  
180-day readmission 
rates for the same 
condition of index 
(5.3% versus 9.8% and 
8.6% versus 13.9%, 
respectively)
Lower mean hospital 
costs at 180 days

Transitional 
Care Model 
(TCM)
(Naylor et al., 
1994, 1999)

Transitional 
care 
nurse: 
APN

Older community-
dwelling patients 
(≥ 70 years) 
admitted to the 
hospital with 
complex care 
needs

Improve 
patient and 
caregiver 
outcomes, 
reduce cost of 
care

Lower 2-week 
readmissions rate (4% 
versus 16%) and 6-week 
readmission rate (10% 
versus 23%)
Lower readmission costs
Lower charges for 
healthcare services after 
discharge

Older community-
dwelling patients 
(≥ 65 years) 
admitted to the 
hospital with 
complex care 
needs and at 
high risk for a 
poor discharge 
outcome

Reduce 
readmission 
rates

Lower readmission rate 
(20.3% versus 37.1%) 
Lower multiple 
readmission rate  
(6.2% versus 14.5%)
Fewer hospital days  
per patient (1.53 versus 
4.90 days)
Increased time to 
first readmission 50% 
reduction in total 
Medicare costs at  
24 weeks post discharge

(continues)
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Better 
Outcomes for 
Older Adults 
Through Safe 
Transitions 
(BOOST)
(Hansen et al., 
2013)

Individual 
physician 
mentor: 
MD

Hospitalized 
adults (≥ 18 years)

Reduce 
readmission 
rates of 
patients at 
high risk for 
readmission

Lower 30-day 
readmission rate (12.7% 
versus 14.7%)

Project Re-
Engineered 
Discharge 
(Project RED)
(Jack et al., 
2009)

Nurse 
discharge 
advocate: 
RN

Hospitalized 
adults (≥ 18 years)

Minimize 
emergency 
department 
(ED) visits and 
readmission 
rates of diverse 
inpatient 
populations

Lower hospital 
utilization rate (0.314 
versus 0.451 visit per 
person per month)

Guided Care 
Model (GCM)
(Boult et al., 
2013)

Guided 
care 
nurse: RN

Complex older 
ambulatory adults 
(≥ 65 years)

Improve qual-
ity of life and 
quality of care, 
reduce read-
missions, lower 
costs of care

29% lower rates of 
home health care use
No significant differ-
ences in hospital admis-
sions or 30-day hospital 
readmissions

Geriatric 
 Resources for 
Assessment 
and Care of  
Elders 
(GRACE)
(Counsell 
et al., 2007; 
Counsell, 
Callahan, Tu, 
Stump, &  
Arling, 2009)

GRACE 
support 
team: APN 
(certified 
registered 
nurse 
practi-
tioner 
[CRNP]) 
and li-
censed 
clinical 
social 
worker 
(LCSW)

Older commu-
nity-dwelling 
patients (≥ 65 
years) with an-
nual income less 
than 200% of the 
federal poverty 
line who were 
receiving care in 
outpatient am-
bulatory-based 
health centers

Improve func-
tional status, 
decrease 
ED visits not 
resulting in 
hospitalization, 
decrease costs 
of care

Lower cumulative 2-year 
ED visit rate per 1000 
(1445 versus 1748)
No significant differences 
in hospitalization rates
For predefined high-risk 
group, lower rates of ED 
visits (848 versus 1314) 
and hospital readmis-
sions (396 versus 705) 
per 1000

No significant difference 
in mean 2-year costs
For predefined high-risk 
group, lower cost during 
post-intervention (third) 
year ($5088 versus $6575)
For predefined low-risk 
group, higher mean 
2-year total costs 
($13,307 versus $9654)

Table 33-1 Summary of evidence-Based Care transitions Models and Outcomes (continued)
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Who Manages Complex Care 
Transitions?
A common theme of the interventions reviewed 
in this chapter is the use of a “care transitions 
manager” to help the patient navigate the transi-
tion. This individual often serves as an advocate 
or coach for the patient during the transitions 
process, and may also be the person who assesses 
the patient in the context of the care transition.

In a majority of the interventions reviewed 
here, registered nurses served as transitions man-
agers. These nurses received specialized training 
or had already met specific training require-
ments prior to being selected for the role. For 
example, the Project Re-Engineered Discharge 
(Project RED) nurse discharge advocates (DAs) 
were nurses trained using a manual containing 
detailed scripts, observations of relevant clinical 
interactions, and simulated practice sessions. In 
the Guided Care Model (GCM), a guided care 
nurse was required to have three years of prac-
tice experience plus an interest in gerontologic 
nursing, enthusiasm for patient counseling, and 
comfort with electronic information technology 
and interdisciplinary practice. These nurses also 
completed an education program and demon-
strated competencies during a practicum with 
simulated patients. 

Other interventions used advanced practice 
nurses (APNs) in the role. The Care Transitions 
Intervention (CTI) used APNs as “transition 
coaches.” Each transition coach was expected 
to show competence in medication review and 
reconciliation, experience in helping patient 
communicate their needs to different health-
care professionals, and the ability to shift from 
doing things for the patient to encouraging the 
patient to do as much as possible independently. 
Within the Transitional Care Model (TCM),  
a transitional care nurse led the transition. The 
APNs in this model were required to have at 
least one year of practice as a nurse specialist. 

The GRACE intervention used a support 
team consisting of an advanced practice nurse—
specifically, a certified registered nurse practi-
tioner (CRNP)—plus a social worker to lead 

the transition. The Better Outcomes for Older 
Adults Through Safe Transitions (BOOST) in-
vention chose a physician with specific exper-
tise in care transitions (plus quality improvement 
skills and experience in process and improve-
ment science and change management) to guide 
each project as an individual physician mentor.

As each of these models has been dissem-
inated into practice, adopters of these mod-
els have employed other types of personnel as 
care transitions managers (e.g., social workers, 
peer health educators, community volunteers).

Targeted Patient Care settings 
and Populations
The CTI, TCM, BOOST, and Project RED  
targeted hospitalized patients. CTI and TCM fur-
ther narrowed their focus to community-dwell-
ing adults age 65 and older. BOOST and Project 
RED targeted hospitalized adults in specific  
settings (chosen acute-care units in BOOST  
hospitals, and all inpatient adults on specified 
general medical units for Project RED). GCM 
and GRACE, like CTI and TCM, focused specif-
ically on older adults receiving care in  primary 
care clinics.

Goal of interventions  
and outcomes
The interventions all sought to minimize com-
plications related to care transitions. Successes 
were demonstrated in all of the reviewed inter-
ventions. Four of the interventions—CTI, TCM, 
BOOST, and Project RED—focused primarily on 
managing the transition from hospital to home. 
These interventions all demonstrated statistically 
significant reductions in readmissions. CTI and 
TCM also demonstrated cost benefits in their 
intervention groups. Two of the interventions—
GCM and GRACE—were multicomponent 
care models targeted at vulnerable populations  
of older adults in the ambulatory primary care 
setting, and managing care transitions was one 
element of a complex care model. In the GCM 
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intervention group, lower rates of home health 
care use were realized through the interven-
tion, although there were no significant differ-
ences between groups in hospital admissions 
or readmission. Studies evaluating the GRACE 
intervention showed significant differences in 
emergency department (ED) visits, hospital ad-
missions, and costs in a predefined high-risk 
group that received the intervention.

 ▸ Patient assessment 
in the Context of 
Transitional Care Models

Table 33-2 details the model-specific approaches 
to patient assessment. Overall, patient assess-
ment reflects the specific nature and goals of 
each of the interventions.

 ▸ Patient assessments
exhIbIT 33-1 describes the Elder Assessment In-
strument (EAI), which can be used to screen 
older adults for abuse.

Each of the models included a high-level 
assessment of which specific patients were eli-
gible to receive the intervention—a determina-
tion that was usually based on age and presence 
of specific medical conditions or reasons for 
hospitalization. In CTI, the study investigators 
chose 11 qualifying diagnoses that indicated a 
high likelihood that patients would require ei-
ther a skilled nursing home stay or home health 
services based on previous research (Gage, 
1999). In TCM, the authors narrowed the pop-
ulation addressed from their first randomized 
clinical trial (Naylor et al., 1994) to their  second 
trial (Naylor et al., 1999) to better target the  
patients who could most benefit from the inter-
vention. The primary care–based interventions 
(GCM and GRACE) also used individualized 
requirements an attempt to identify high-risk  
patients. GCM used the Hierarchical Condition 

Category (HCC) predictive model to identify 
patients in the top 25% of risk for using health 
services heavily in the coming year (as based on 
insurance claims submitted during the  previous 
year). GRACE used the approach of identifying 
 vulnerable patients with an  income level cutoff 
of less than 200% of the federal poverty level. 
The investigators defined this population as 
those people qualifying for their state  (Indiana) 
Medicaid insurance coverage or  enrolled in the 
county medical assistance plan.

Each of the models employed additional 
standardized assessment tools to achieve its 
outcomes. The assessments used across in-
terventions varied widely and were usually 
 performed by care transitions managers. CTI 
focused on appropriate medication reconcilia-
tion in the context of the “four pillars” of self- 
management: medication management, use of a 
patient- centered personal health record, timely 
follow-up, and knowledge of “red flags.” The tran-
sitions coach used the Medication Discrepancy 
Tool to  reconcile medications, and a plan was 
made to address any discrepancies. 

The transitional care nurse in the TCM in-
tervention conducted individualized assessments 
of both the patient and the caregiver during the 
hospitalization. The TCN then used these assess-
ments to create a personalized discharge plan. 
The TCN summarized this plan for review in a 
progress note in the patient’s chart within 24 to  
48 hours after hospital admission, making it 
available to all necessary team members for the 
duration of the hospitalization. 

BOOST leveraged two key assessment 
tools: the 8P Risk Assessment and General  
Assessment of Preparedness. The Project RED 
discharge advocate created an individualized 
“after-hospital care plan” based on a detailed 
assessment and used a pharmacist assessment 
and telephone follow-up to reduce prevent-
able adverse drug events and medication- 
related admissions.

GCM and GRACE both outlined specific in-
home assessments used by their respective care 
transitions managers. In GCM, the GCN con-
ducted a comprehensive assessment of the patient’s 
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exhIbIT 33-1 elder assessment Instrument (eaI)

Purpose:  To be used as a comprehensive approach for screening suspected elder abuse victims in all 
clinical settings.
Instructions:  There is no “score” for this instrument. A patient should be referred to social services 
in any of the following circumstances: (1) if there is any positive evidence without sufficient clinical 
explanation, (2) whenever there is a subjective complaint by the older adult of elder mistreatment, or 
(3) whenever the clinician deems there is evidence of abuse, neglect, exploitation, or abandonment.

 1. General assessment
Very 
Good Good Poor

Very 
Poor

Unable to 
assess

 a. Clothing

 b. Hygiene

 c. Nutrition

Additional comments:  

2. Possible abuse
Indicators

No 
evidence

Possible
evidence

Probable
evidence

Definite
evidence

Unable to 
assess

 a. Bruising

 b. Lacerations

 c. Fractures

 d. Various stages 
of healing of any 
bruises or fractures

 e. Evidence of sexual 
abuse

 f. Statement by older 
adult related to abuse

Additional comments: 

3. Possible Neglect
Indicators

No 
evidence

Possible
evidence

Probable
evidence

Definite
evidence

Unable to 
assess

 a. Contractures

 b. Decubiti

 c. Dehydration
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 d. Diarrhea

 e. Depression

 f. Impaction

 g. Malnutrition

 h. Urine burns

 i. Poor hygiene

 j. Failure to respond to 
warning of obvious 
disease

 k. Inappropriate 
medications (over/
under)

 l. Repetitive hospital 
admissions due to 
probable failure 
of healthcare 
surveillance

 m. Statement by older 
adult related to 
neglect

Additional comments:

4. Possible exploitation
Indicators

No 
evidence

Possible
evidence

Probable
evidence

Definite
evidence

Unable to 
assess

 a. Misuse of money

 b. Evidence

 c. Reports of demands 
for goods in 
exchange for services

 d. Inability to account 
for money/property

 e. Statement by older 
adult related to 
exploitation

Additional comments:

(continues)
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5. Possible
abandonment
Indicators

No
evidence

Possible
evidence

Probable
evidence

Definite
evidence

Unable to 
assess

 a. Evidence that 
a caretaker has 
withdrawn care 
precipitously without 
making alternative 
arrangements

 b. Evidence that 
older adult is left 
alone in an unsafe 
environment for 
extended periods 
of time without 
adequate support

 c. Statement by older 
adult related to 
abandonment

Additional comments:

Summary
No
evidence

Possible
evidence

Probable
evidence

Definite
evidence

Unable
To assess

Evidence of abuse

Evidence of neglect

Evidence of exploitation

Evidence of abandonment

Additional comments:

Fulmer,  t. (2003). elder abuse and neglect assessment. Journal of Gerontological Nursing, 29(6), 4–5.
reprinted by permission of SLaCK, Inc.

exhIbIT 33-1 elder assessment Instrument (eaI) (continued)
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transition is a thoughtful geriatric assessment 
of the conditions that leave a patient at risk for 
complications related to the transition and the 
necessary medical interventions to avoid these 
complications (i.e., limiting complex medication 
regimens and superfluous follow-up while keep-
ing in mind an individual patient’s goals of care 
and what needs to be done to achieve these goals). 
Assessment in the context of care transitions 

medical, functional, cognitive, affective, psycho-
social, nutritional, and environmental status using 
commonly recognized standardized instruments 
such as the Mini-Mental State Examination and 
the Geriatric Depression Scale. The GCN also col-
laborated with the patient’s primary care provider 
(PCP) to continue routine assessments to promote 

self-care throughout the intervention period. 
The initial in-home assessment by the GRACE 
team included a comprehensive geriatric assess-
ment, a geriatric-specific physical assessment, 
and an in-home safety evaluation. The GRACE 
team protocol also assessed 12 specific geriatric  
“conditions” on an annual basis.

inTroduCTory Case resoluTion

The patient described in this case was cared for at a facility that blended elements of the evidence-
based transitions models, including a transitions nurse and social worker, written instructions, close 
PCP follow-up, and a follow-up phone call from the transitions team. Combining elements from 
several models is not uncommon. A dedicated transition nurse, in collaboration with a trained 
social worker, performed the necessary assessments to determine the older adult’s eligibility for the 
hospital’s transitional care program. Given his age, new coronary disease, cognitive impairment, and 
previously inadequate home support system, the transitions team deemed him appropriate for the 
program. 

The patient was seen by the transitions nurse on the day of discharge for further assessment of 
his ability to self-manage his care. His family was also invited and included in the assessment and 
evaluated for their caregiver needs. After being educated about the challenges facing the patient after 
discharge, his daughter was able to arrange her schedule to stay with the patient at his home during 
the immediate post-discharge period. The patient went home after receiving individualized written 
discharge instructions and a two-week supply of his new medications. 

At the first follow-up visit three days after discharge, the patient’s primary care provider reconciled 
all his medications in the outpatient electronic health record with the written discharge instructions 
and discharge summary and addressed all medication discrepancies and questions regarding new 
symptoms and side effects. The primary care physician had already received the patient’s completed 
discharge summary, which was faxed to the outpatient office by the hospital transitions team on the 
day of discharge. The patient and his daughter received a phone call from the hospital transitions nurse 
seven days after discharge, in which they reviewed all of the patient’s medications once more and 
discussed red flags indicating a worsening of his condition and which actions to take in response to 
those warning signs. The transitions nurse also provided them with a telephone number to reach an 
available nurse for questions 24 hours a day.

 ▸ summary
For an older adult, a care transition is a danger-
ous time when consequential oversights may oc-
cur (and occur often), leaving already vulnerable 
patients more prone to adverse medical errors 
and hospital readmission. This is especially 
true with the transition from inpatient hospi-
talization to home. Paramount to a successful 
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needs to align with the nature and goals of the 
clinical model of care transitions management 
being deployed by a hospital, health system, or 
other entity. This approach enables prioritiza-
tion of both the medical and nonmedical (“so-
cial”) dilemmas that families and patients face 
during these critical times.

Clear, deliberate, and precise communica-
tion is key to ensure an effective transition that 
promotes patient safety as well as patient and 
caregiver well-being. Many of the interventions 
to improve care transitions described in this 
chapter, despite initially requiring increased in-
vestment of mental and financial efforts, led to 
system-wide cost savings and increased satisfac-
tion for the providers, patients, and caregivers in-
volved. There is no one intervention that is used 
widely to aid in this transition. However, best 
practices—which include assigning a dedicated 
care transitions manager, developing protocols 
for key care transitions processes, and ensuring 
successful communication among all healthcare 
providers and caregivers involved—will be central 
to ultimately making transitions safer. Future in-
vestigations are needed to evaluate more nuanced 
and scalable innovations in transitions of care.

 ▸ additional resources 
for Healthcare 
Professionals

Geriatric assessment is but one component of 
what is needed to ensure successful care transi-
tions. As noted earlier (especially in the BOOST 
model), much of the “assessment” during care 
transitions should also focus on assessing health 
system characteristics contributing to suboptimal 
transitions, rather than solely considering pa-
tient characteristics. In this manner, a more com-
prehensive set of solutions can be developed.

For further information, we recommend 
visiting the National Transitions of Care Coali-
tion (NTOCC) website at http://www.ntocc.org/,  

specifically its guidebook on implementing 
and evaluating a plan to improve on transitions 
of care (http://www.ntocc.org/Portals/0/PDF 
/Resources/ImplementationPlan.pdf).
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Assessment of Older Adults 
in Their Home
Sandra Atkins, W. June Simmons, and Aaron Hagedorn

KEY TERMS

Motivational interviewing Person–environment fit Warm handoff

CHAPTER OBJECTIVES

1. Understand the advantages of an in-home geriatric assessment.
2. Understand which domains are the priority for in-home assessments (i.e., which information is 

uniquely available in the home).
3. Describe approaches for gaining acceptance for a home visit.
4. Identify mechanisms for dealing with family members and potential exposure to dangers 

related to in-home assessment.

 ▸ Introduction
This chapter deals primarily with nonmedi-
cal assessment of older adults, focusing on do-
mains that can be assessed only in the home. 
Other chapters of this text discuss specific assess-
ments, such as behavioral health, functioning, 
or social support, that can also be administered 

in the home, but this chapter looks at informa-
tion uniquely available via in-home assessment.

Performing assessments in the home provides 
a rich opportunity to interact with older adults 
in their own environment. In this context, one 
can observe coping skills, potential strengths, 
and resilience (McQuaide &  Ehrenreich, 1997). 
Meeting in the home allows the older adult to 
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to leave the house. Second, some safety issues 
may be related to the home environment, such 
that they require in-person observation. Often 
having “eyes and ears” in the home setting pro-
vides access to information not gathered in an 
interview only. A home visit may also be a pro-
gram requirement; for example, most states’ 
Medicaid Home and Community Based Ser-
vices [Medicaid §1915(c)] waivers require an 
initial and then at least annual in-home assess-
ment by nurse and/or social worker. Likewise, 
Meals on Wheels programs usually require an 
in-home assessment to certify eligibility.

Increasingly, health plans and other man-
aged care entities have established case man-
agement programs, although they typically rely 
on telephone calls. These calls can be comple-
mented by a well-targeted in-home assessment 
for older adults who have one or more complex 
chronic conditions. Telephonic case managers 
(usually registered nurses [RNs]) can select 
plan members or patients who appear to have 
complex needs or who have deteriorating phys-
ical, cognitive, and/or mental health conditions 
and, therefore, are at risk for hospitalization or 
nursing home placement or even inappropri-
ate emergency department use. Risk factors 
among community-dwelling older adults that 
may trigger a home visit may potentially in-
clude the following:

 ■ Recent hospitalization(s)
 ■ Lack of a caregiver, inadequate caregiver 

support, or caregiver burden or poor health
 ■ Cognitive impairment, which can lead to 

nonadherence and other risks
 ■ Recent history of falls
 ■ Mobility impairment
 ■ Incontinence
 ■ Complex medication regimens (e.g., multiple 

chronic conditions, multiple prescribers, 
multiple daily doses and schedules)

 ■ Depression or anxiety
 ■ Poor adherence to special diets, medications, 

exercise, or treatments
 ■ Low health literacy, when the patient must 

carry out self-care or monitoring activities 
at home

share his or her reality and enhances the en-
gagement between the person doing the assess-
ment and the patient and family. This type of 
encounter can provide more time and an open 
environment that promote a stronger personal 
connection and engagement, both of which are 
often core to social work assessment (Dybicz, 
2012). By encouraging an older adult to tell his 
or her life story while being guided by an as-
sessment tool, one can develop a rapport and 
a culturally sensitive perspective of that client 
( Millender, 2011).

In addition to the environmental and per-
sonal observational opportunities, standardized 
assessments can be structured to gather facts 
for understanding key needs, values, and goals 
to support development of an appropriate care 
and service plan. Comprehensive assessments 
involve multidimensional observations of and by 
the client and caregivers that extend to  person–
environment interaction (Youdin, 2014).

The home is the environment where older 
adults spend the most time. Items in the home 
may reflect the personality, resources, and in-
terests of the person. Home layout and design 
may impact quality of life, in the practical sense 
of either supporting or impeding mobility and 
functioning—that is, person–environment fit, 
as M. Powell Lawton suggested (Lawton,1983). 
The home is an important environment for many 
older adults and can be as important an assess-
ment subject as the patients themselves. Does the 
home offer supports, comforts, and accommo-
dations, or does it present any unique functional 
or safety challenges? Does the home contribute 
to social isolation? Does the person feel com-
fortable going outside of the home?

 ▸ Why Is In-Home 
Assessment Important?

There are many reasons for choosing to assess 
an older adult in the home environment. First, it 
may be a necessity for those patients who are un-
able or unwilling, for any of a variety of reasons, 
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home placement, and that should therefore 
be reviewed in any assessment. For example, 
unmarried people who live alone in rented ac-
commodations are at increased risk of nursing 
home placement. Caregiver factors, discussed 
in the Caregiver Assessment chapter, are also 
extremely important.

 ▸ Best Practices1

Anyone new to the practice of in-home assess-
ments can benefit from the experience of sea-
soned experts in this area. Such an assessment 
is a very sensitive activity because the home is 
the client’s personal space. It is important to re-
member that the home is where the older adult 
should be most in control, so the assessor should 

 ■ Lack of access to reliable or assisted 
trans portation

 ■ Financial needs related to ability to purchase 
nutritious food, pay for medications, and 
other issues

Many state Medicaid programs now re-
quire enrollment in a managed care health 
plan. Some have also initiated special programs 
for beneficiaries dually eligible for Medicare 
and Medicaid, where the health plan assumes 
the financial risk for long-term nursing home 
placement. These health plans need to assess 
members and address risk factors that may 
lead to patients’ decline and nursing home 
placement. Figure 34-1 summarizes the var-
ious patient factors that studies have iden-
tified as contributing to permanent nursing 

1 Best practices and challenges were identified in a focus group that included four seasoned social workers 
in leadership positions within the Partners in Care Foundation.
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Medications
The top priority for a visit to an older adult’s 
home is usually a comprehensive inventory of 
medications, including over-the-counter med-
ications and supplements—even things such as 
Chinese herbal teas. Self-report and even brown-
bag (bringing all medications to a central loca-
tion) review are not as complete. While in the 
home, it is crucial to walk through to observe 
and inquire about medications, as they are  often 
stored in multiple places such as the refrigera-
tor, next to an easy chair, or in the bedroom. 
Before proceeding with this investigation, the 
home visit staff should ask permission to look 
in cupboards, drawers, and other places to find 
out-of-sight medications. It is advisable to check 
each medication container for the date filled and 
an approximate number of pills remaining to 
gauge adherence. Note that some older adults 
mix multiple medications into a single con-
tainer, or put new medications into a favorite 
bottle that is easier to open or more right-sized.

For each medication, it is important to ask 
certain key questions:

 ■ What do you take this medication for/why 
do you take it?

 ■ How much do you take at one time?
 ■ How often do you take it?
 ■ How long have you been taking this 

medication?
 ■ Does it seem to be working for you?
 ■ Have you experienced any adverse effects?

During a general discussion about med-
ications, additional questions are important:

 ■ Have you left any prescriptions unfilled or 
failed to refill a prescription:
•	 Because you could not afford to pay 

for it?
•	 Because you decided the risks were not 

worth the benefit?
•	 Because you did not understand why 

it was prescribed?
 ■ Have you stopped taking any medications 

on your own (i.e., without a doctor telling 
you to stop)?

let the client guide the assessor regarding where 
to sit and conduct the assessment. The points 
made in this section were raised by a group of 
senior social work leaders, all of whom had years 
of in-home assessment experience.

Photographs and other personal items in 
the setting or the condition of the home can 
be conversation starters that reveal a great deal 
about the person’s interests, social support sys-
tem, and values. General best practices for home 
visits include the following:

 ■ Don’t rush. Take time to establish rapport 
so the older adult will be more forthcoming 
about potentially uncomfortable subjects 
such as alcohol use, psychotropic medica-
tions, or abuse.

 ■ Ask permission. This provides a sense of 
control to the older adult. Use phrases such 
as “Could you show me . . . ?” or “Is it okay 
if I look . . . ?”

 ■ The person has the right to be wrong. The 
assessor should not use personal filters or 
standards to judge, but rather should elicit 
the older adult’s perspective and preferences.

 ■ Confirm what the person says against obser-
vations. An older adult may say he needs 
no help, but if the home is dirty and he has 
trouble getting out of a chair, he probably 
does need help.

 ▸ Assessment Domains: 
Priorities for the  
Home Visit

Time in the home is a precious resource, and 
one should go into the in-home assessment with 
clear priorities in mind. Many older adults may 
tire before a comprehensive assessment can be 
completed. Some of the work, such as struc-
tured interview questions, can be conducted by 
phone before and after the home visit, but other 
aspects must be done in the home. Unique op-
portunities impossible to seize anywhere except 
in the home are discussed next.
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Although this assessment can be done in 
clinic or office, the home is also a good place 
to conduct the Timed Up and Go (TUG) test, 
another element in the CDC STEADI toolkit. 
The TUG test has been correlated with a hist-
ory of falls (Beauchet et al., 2011). It involves 
timing the older adult as he or she rises from a 
seated position, walks 3 meters, turns around, 
returns, and sits back down.

Fall Risk Factors in the House
The CDC also publishes a checklist for consum-
ers, “Check for Safety,” in English and Spanish 
and makes copies available for free (https://www 
.cdc.gov/steadi/patient.html). The checklist guides 
the patient or family member to look for hazards 
on floors, stairs, and steps, and in the kitchen, 
bathroom, and bedrooms. Examples of items to 
check while in the home include the following:

 ■ Furniture—for example, too low or too 
high to get into or out of safely, chairs with 
casters likely to move when sitting down 
or getting up

 ■ Loose rugs
 ■ Uneven or slippery walking surfaces inside 

and outside the home
 ■ Cords in pathways
 ■ Inadequate lighting, especially on stairways
 ■ Need for handrails, grab bars, and assistive 

devices to enhance safety

While searching for fall risks in the home, 
it is advisable to look for other potential health- 
related issues:

 ■ Nonfunctioning equipment (e.g., heater, air 
conditioner, kitchen appliances)

 ■ Broken windows, screens, and so on
 ■ Presence or absence of functioning smoke 

and carbon monoxide detectors
 ■ Stairs that may be barriers for mobility- 

impaired older adults

Family and Social Network
Understanding the social support system for at-
risk older adults is critically important. There 

Tools
Dr. Eric Coleman has developed the Medica-
tion Discrepancy Tool for the Care Transitions 
Intervention (http://caretransitions.org/all 
-tools-and-resources/). This tool is an excellent 
checklist of reasons why a person may not be 
taking medications as directed and includes an 
action plan for any discrepancies discovered. A 
structured, evidence-based program for iden-
tifying medication safety risks in a home visit 
is HomeMeds, which pairs trained paraprofes-
sionals with software and pharmacist review to 
identify and resolve potential medication- related 
problems such as falls, dizziness, confusion, and 
gastrointestinal bleeding.

Note that a medication inventory and in-
quiry does not require a clinical background. 
This investigation focuses on copying informa-
tion from medication bottles, asking structured 
questions, and documenting any discrepancies 
between medications as directed and as taken. 
Thus, alternative workforce deployment may be 
used to complete this assessment.

Fall Risk (Including Home Safety 
and Sanitation)
The second priority for a geriatric assessment 
home visit tends to be a fall-risk assessment, 
which should include a general evaluation of 
safety and sanitation for the house itself. The 
U.S. Centers for Disease Control and Preven-
tion (CDC) sponsors and makes available the 
standard tools used in this domain, includ-
ing the STEADI (Stopping Elderly Accidents, 
Deaths, and Injuries) toolkit (https://www.cdc 
.gov/steadi/materials.html). The CDC recom-
mends beginning with three screening questions 
and proceeding with a more comprehensive 
assessment if the answer is yes to any or all of 
the questions:

 ■ Have you fallen in the past year?
 ■ Do you feel unsteady when standing or 

walking?
 ■ Do you worry about falling?
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about cigarette smoking, alcohol use, or mar-
ijuana use, telltale odors may provide missing 
information.

Visual Evaluation of the House
While in the home, it is important to observe 
for cleanliness, especially issues with potential 
for direct harm, such as signs of vermin infesta-
tion or mold in the bathroom or kitchen. Other 
insights can be gained by observing contents of 
trashcans; for example, empty liquor bottles or 
beer cans may help explain a fall and suggest the 
need for an intervention. Clutter can be a safety 
issue that requires intervention. If there are many 
lists and reminders throughout the home, cog-
nitive impairment may be an issue. Used ash-
trays in the home of a person using oxygen can 
indicate both a safety hazard and a potential ir-
ritant for a person with lung disease.

Skill Demonstration
Another unique opportunity typically available 
only through a home visit is verification that the 
older adult has crucial skills or abilities. This can 
range from demonstrating ability to carry out ac-
tivities of daily living (ADLs), such as getting out 
of bed or going to the bathroom, to demonstrat-
ing medication management or blood pressure 
monitoring. As the assessment progresses, the 
home visitor can begin to perceive how the pa-
tient’s answers to questions may be at odds with 
observed reality. For example, when assessing 
if the person is independent in bathing, the as-
sessor might ask the older adult to demonstrate 
how she gets in and out of the tub or shower. 
For patients with diabetes, asking for a demon-
stration of glucometer use would be important.

Observing for Cognitive,  
Self-Care, or Sensory Problems
While carrying out the assessment and engaging 
in conversation, the home visit staff can observe 
for signs of cognitive impairment (e.g., repeating 

are many ways to supplement structured so-
cial and family caregiver assessment ques-
tions (discussed in the Caregiver Assessment 
chapter) with observations and conversation. 
For example, most people have photographs 
of loved ones that can be used as conversa-
tion starters. A picture of a grandchild could 
stimulate questions like “How old is she now?”, 
“Where does he live?”, or “When is the last 
time you saw her?” Answers—or the lack of 
photos or other indicators of social support in 
the home—can provide a gauge of social iso-
lation. Beyond directly asking the older adult 
about others in the home, presence of others 
in the home may be indicated by cars in the 
driveway, cigarettes in an ashtray, or clothes 
in the closet.

If others are present during the in-home as-
sessment, the assessor can observe the dynamics 
of their interactions with the older adult—body 
language can express stress or comfort, for ex-
ample. When others are present, it is import-
ant to try to keep the focus on the older adult 
by asking the older adult the questions and, if 
someone else answers, redirecting the question 
for confirmation by the person being assessed. 
If the assessor perceives potential caregiver bur-
den or burnout, it would be important to sched-
ule a separate interview of the caregiver to fully 
assess the situation and offer support.

Other Unique In-Home 
Assessment Domains
Visiting an older adult’s home can provide other 
insights that are important for designing appro-
priate care and service plans.

Sniff Test
After getting permission to walk around the home 
and open cabinets, the home visitor can derive 
information from the odors present. For exam-
ple, bathroom or trashcan odors may indicate a 
need for housekeeping support. Although the 
older adult may be hesitant to answer a question 
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Best Practices for Gaining Access
To ensure the best success in securing permis-
sion to make a home visit, the initial introduc-
tion should include the following elements:

 ■ The name of the organization or person 
(e.g., doctor) on whose behalf the assessment 
will be done

 ■ The relationship of the referral source to 
the older adult (e.g., your doctor)

 ■ The reason for the visit
 ■ What will happen during the visit
 ■ What will be done after the visit
 ■ The name and credentials of the person 

who will be visiting

Experienced social workers recommend pro-
ceeding slowly to gauge the person’s reactions and 
anticipating and providing information to com-
bat typical objections. Using motivational inter-
viewing techniques can help establish rapport and 
elicit internal reasons why the older adult would 
benefit from the home visit. Establishing rapport 
may be easier when the caller knows the audi-
ence, the community, and the healthcare context.

Barriers to Gaining Access  
to the Home
Social workers and others attempting to ar-
range for an in-home assessment have identi-
fied numerous potential barriers to be aware of 
and prepared for.

Unable to Contact the Patient. It is fairly 
common to be unable to reach the person 
recommended for an in-home assessment. A 
system-level approach to minimize this problem 
is to have an excellent program intake form that 
includes emergency contact information so that 
if the older adult cannot be reached, an alterna-
tive contact is available.

A typical barrier to contact is the fact that 
many people screen their calls and will not pick up 
the phone if they are not certain about the iden-
tity of the caller. The best approach to use if this 

questions, forgetting why you are there) and prob-
lems with hearing or vision. For example, in the 
process of doing a medication inventory, home 
visit staff can ask the older adult to read a label 
and explain what it means. If the home visitor 
speaks loudly, slowly, and using clear diction, 
hearing loss may be suspected if the older adult 
asks for questions to be repeated or shows signs 
of straining to hear. The home visit is a good op-
portunity to observe grooming and cleanliness—
people often clean up well to see the doctor but in 
their more relaxed home environment it should 
be possible to see them as they usually are.

Neighborhood Conditions
Although changing neighborhoods may not be 
possible, some potential interventions can in-
crease personal safety in a questionable neigh-
borhood. Home visitors can be on the lookout 
for adequate locks, window bars, and other se-
curity features, as they may be affordable for the 
older adult and/or family or paid for by health 
plans or subsidized social service programs.

 ▸ Practice Challenges
Many unique challenges to home assessment 
arise that may be less of a concern in the typical 
assessment that takes place in a clinic.

Gaining Access to the Home
The first and foremost challenge in carrying 
out an in-home assessment is getting agree-
ment for a home visit, as many older adults or 
their family members are suspicious or afraid 
of strangers seeking access to their home. It is 
important to establish rapport from the very 
start to avoid any perception that you are try-
ing to sell the older adult something, rob the 
client, or represent an authority that could in-
hibit freedom for the older adult or a loved one. 
Beginning with the name of a trusted referral 
source is essential.
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adults with functional or cognitive deficits or 
complex chronic conditions. If the caregiver 
will be present during the in-home assessment, 
the home visitor should request a few minutes 
alone with the older adult, especially if the family 
dynamic seems indicative of potential abuse.

Safety for In-Home Assessment 
Personnel
Making home visits exposes workers to poten-
tially dangerous situations. It is crucial to provide 
training, tools, and equipment to keep staff as 
safe as possible. Internet searching on the phrase 
“safety checklist for home visits” will bring up 
many appropriate tools. Experienced social work 
supervisors2 also provide the following advice.

Before the Visit
The best approach is to assign staff who know 
the neighborhood well, speak the dominant lan-
guage, and reflect the population. When schedul-
ing the home visit, ask if anyone on the property 
has animals, especially dogs. Ask about park-
ing: Request permission to use the driveway, 
or otherwise ask for advice on the best place 
to park. If the home is in a rough neighbor-
hood, schedule the visit for a mid-week morn-
ing. It is also important to gauge the possibility 
of danger within the home, so asking about 
others who live on the property and knowing 
about the older adult’s history of mental illness 
or substance abuse is advisable. The home vis-
itor should take precautions, including carrying 
legal defensive items. Working in pairs, though 
not a low-cost option, can be a good approach 
under certain circumstances.

On the Day of the Visit
A best practice is to drive by the home to ob-
serve the neighborhood before getting out of 
the car. Trust your instincts and reschedule the 

happens is a warm handoff, meaning that some-
one the patient knows and trusts places the call, 
and a telephone conference is organized among 
the third party, the person arranging for the home 
visit, and the older adult or his or her representa-
tive. After making the introduction, explaining 
the purpose, and encouraging the older adult to 
participate, the third party may disconnect.

Another issue is that some people may 
move or change phone numbers frequently. In 
this case, a strategy that can work well is to visit 
the home unannounced and engage the older 
adult (or other person who answers the door) in 
conversation until a sufficient degree of rapport 
develops and the visitor is invited inside. The 
home visitor must have a photo badge, a busi-
ness card, and an explanatory handout explain-
ing clearly the relationship of the home visitor 
to a familiar and trusted person or organization.

Language and Immigration Status. It is 
important to match outreach and home visit 
personnel to the language and culture of the 
older adult to be assessed. In addition, immi-
gration status for anyone in the household can 
be a major issue causing refusal of a home visit. 
Explaining the fact that the visit is not tied to 
governmental or law enforcement agencies may 
be helpful, but ultimately establishing rapport 
and understanding through conversation will be 
required. It may also be helpful to offer to meet 
at a neutral location outside the home until trust 
has been established.

Family Reticence. When family members 
become caregivers, they can be extremely pro-
tective and refuse access. Again, it is crucial to 
thoroughly explain the purpose of the home visit 
and the potential benefit, engaging in conversa-
tion until a degree of comfort and rapport have 
been established. Scheduling the appointment 
when the family member can be present may 
also help reduce resistance. Working with the 
entire support system is important for older 

2 Focus group of MSW-level program directors at Partners in Care Foundation, held May 2017.
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making the appointment for the home visit, the 
assessor should ask if there is anyone the patient 
wants to invite to be present. At some point, it 
is a good idea to request a private moment to 
do a cognitive status assessment and ask ques-
tions about potential abuse. In some cases, a 
family member may pose a danger to the staff 
member doing the assessment—for example, 
a drug-abusing child or grandchild. In such a 
case, it may be advisable to stop the assessment 
and leave to avoid problems, returning another 
time when the family member is not present.

 ▸ Sample Assessment 
Tool or Approach

This chapter has sought to complement the other 
chapters of this text dealing with structured as-
sessment tools. The domains discussed here are 
most appropriately supported by a checklist 
approach. Throughout this chapter, tools have 
been suggested to guide activities, interviews, 
and observations during a home visit. These in-
clude the CDC’s STEADI toolkit, HomeMeds, 
and Dr. Eric Coleman’s Medication Discrep-
ancy Tool (BOX 34-1–BOX 34-3).

visit if you sense any danger. Match attire to the 
neighborhood standard, but avoid brightly col-
ored or revealing clothes. If there is an incident 
outside, move to the safest location within the 
home, call the police, and then wait until you 
see the police before leaving. Leave nothing vis-
ible in the car.

Potential Abuse or Neglect
In addition to asking direct questions, the home 
visitor should look for bruising or sores on the 
older adult and observe for possible tension when 
others are present in the home. It may be neces-
sary to notify adult protective services if there 
is good reason to suspect abuse or self-neglect. 
Usually the staff member performing the home 
visit should discuss any suspected abuse or neg-
lect with a supervisor to determine whether addi-
tional services could resolve the issue and to gain 
the perspective of other, more experienced staff.

Presence of Family Members
In most cases, especially when the patient has 
cognitive impairment, it can be extremely help-
ful to have a family member present. When 

BOX 34-1  Suggested Questions on Living arrangements, environmental and home  
Safety, Self-Care, and Neglect

Is this your only/permanent residence? Yes/No; if no:
 ■ Where else do you live/sleep?

 • Address and relationship
Do you own or rent? (Linked to financial worries, ability to do home modifications)

 ■ Own, no mortgage
 ■ Own, paying mortgage
 ■ Rent/contribute to rent, including board and care or assisted living facility
 ■ Do not pay rent/mortgage because someone else is paying

Do you live alone? Yes/No
If yes and the patient has ADL/IADL problems or cognitive or emotional problems, trigger the 

problem statement: “Member/patient lives alone and has ADL and/or IADL needs and/or cognitive 
impairment and/or mental/emotional/behavioral health issues.”

(continues)
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If no, ask about household composition: Who else lives here?
 ■ Spouse/partner
 ■ Adult children: number, names, and contact information
 ■ Other relative(s): number and relationship
 ■ Children/minor(s) younger than age 18: number, relationship, and ages
 ■ Friend(s)
 ■ Paid caregiver
 ■ Renter/home sharing
 ■ Congregate living: group home, board and care, retirement home, assisted living

Do you provide care for any other household members? Yes/No
If yes, who (relationship): Trigger caregiver burden assessment.

 ■ If doing an assessment for an insurance plan or medical group, ask if the person cared for is in the 
same plan/group.
 • If yes, identify name, insurance identification number, member identification number.

How likely is it that you will lose your housing in the next 6 months? 4: extremely, 3: very, 2: somewhat, 
1: unlikely

 ■ If 3 or 4, why?
 ■ Trigger problem statement: Member/patient fears loss of housing because:

 • Cannot afford mortgage/rent, upkeep, and/or utilities
 • Person(s) I live with may decide to “kick me out”
 • My physical condition makes access difficult
 • Notes:

Do you feel you would be better off living someplace else? Yes/No
 ■ If yes:

 • Why?
�� Safety concerns
�� Accessibility concerns
�� Cost
�� Need care

 • Where?
 • With whom?
 • Why aren’t you there now?

If there is any mobility-related ADL/IADL deficit: Do you need to climb stairs to enter or leave your 
house? Yes/No 
If yes, tie to next question.
Is there a landlord (apartment/building manager, homeowners association) whom we may contact if 
needed? Yes/No
If yes, identify name, phone number, and email.
Are you able to keep the temperature in your home at a comfortable level? Yes/No

 ■ If no, is the problem:
 • Heating?
 • Cooling?
 • Both?

Do any of the appliances or plumbing fixtures (e.g., sink, toilet) not function properly? Yes/No
If yes, explain.

Inspired by MDS for homecare.

BOX 34-1  Suggested Questions on Living arrangements, environmental and home  
Safety, Self-Care, and Neglect (continued)
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BOX 34-2 patient Self-assessment: Fall risk

How many times have you fallen in the past month?
How many times have you fallen in the past 3 months?
STEADI Patient Brochure: Please circle “Yes” or “No” for each statement. 

Why it Matters

Yes (2) 
No (0) 

I have fallen in the past year. People who have fallen once are likely to fall again.
If age < 70 and answer is no, skip STEADI.

Yes (2) 
No (0) 

I use or have been advised to use a 
cane or walker to get around safely.

People who have been advised to use a cane 
or walker may already be more likely to fall.

Yes (1) 
No (0) 

Sometimes I feel unsteady when I 
am walking. 

Unsteadiness and needing support while 
walking are signs of poor balance.

Yes (1) 
No (0) 

I steady myself by holding onto 
furniture when walking at home.

This is also a sign of poor balance.

Yes (1) 
No (0) 

I am worried about falling. People who are worried about falling are more 
likely to fall.

Yes (1) 
No (0) 

I need to push with my hands to 
stand up from a chair.

This is a sign of weak leg muscles, a major 
reason for falling.

Yes (1) 
No (0) 

I have some trouble stepping up 
onto a curb. 

This is also a sign of weak leg muscles.

Yes (1) 
No (0) 

I often have to rush to the toilet. Rushing to the bathroom, especially at night, 
increases the chance of falling.

Yes (1) 
No (0) 

I have lost some feeling in my feet. Numbness in the feet can cause stumbles and 
lead to falls.

Yes (1) 
No (0) 

I take medicine that sometimes 
makes me feel light-headed or 
more tired than usual.

Side effects from medicines can sometimes 
increase the chance of falling.

Yes (1) 
No (0) 

I take medicine to help me sleep or 
improve my mood.

These medicines can sometimes increase the 
chance of falling.

Yes (1) 
No (0) 

I often feel sad or depressed. Symptoms of depression, such as not feeling 
well or feeling slowed down, are linked to falls.

Total______
Add up the number of points for each “yes” answer. If you scored 4 points or more, you may be at risk 
for falling. Discuss this brochure with your doctor.

this checklist was developed by the Greater Los angeles Va Geriatric research education Clinical Center and affiliates and is a validated fall risk self-
assessment tool [rubenstein, L. Z., Vivrette, r., harker, J. O., Stevens, J. a., & Kramer, B. J. (2011). Validating an evidence-based, self-rated fall risk 
questionnaire (FrQ) for older adults. Journal of Safety Research, 42(6), 493–499]. adapted with permission of the authors.
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BOX 34-3 the CDC Fall risk Checklist

If fall risk is high, do a thorough home review looking for the following hazards:

 ■ Loose rugs
 ■ Electrical cords
 ■ Cluttered house
 ■ Unsafe stairs
 ■ Inadequate lighting
 ■ Phone accessibility
 ■ Safety concern outside the home (e.g., cracks in the sidewalk)

Floors: Look at the floor in each room. What to do

When you walk through a room, do you 
have to walk around furniture?

Ask someone to move the furniture so your path is 
clear.

Do you have throw rugs on the floor? Remove the rugs or use double-sided tape or a 
nonslip backing so the rugs will not slip.

Are there papers, books, towels, shoes, 
magazines, boxes, blankets, or other 
objects on the floor?

Pick up things that are on the floor. Always keep 
objects off the floor.

Do you have to walk over or around 
wires or cords (e.g., lamp, telephone, or 
extension cords)?

Coil or tape cords and wires next to the wall so you 
will not trip over them. If needed, have an electrician 
put in another outlet.

Stairs and Steps: Look at the stairs you 
use both inside and outside your home.

Only include this if the patient has stairs.

Are there papers, shoes, books, or other 
objects on the stairs?

Pick up things on the stairs. Always keep objects off 
stairs.

Are some steps broken or uneven? Fix loose or uneven steps.

Is a light over the stairway missing? Have an electrician put in an overhead light at the 
top and bottom of the stairs.

Is there only one light switch for the 
stairs (only at the top or at the bottom of 
the stairs)?

Have an electrician put in a light switch at the top 
and bottom of the stairs. You can get light switches 
that glow.

Has the stairway light bulb burned out? Have a friend or family member change the light bulb.

Is the carpet on the steps loose or torn? Make sure the carpet is firmly attached to every step, 
or remove the carpet and attach nonslip rubber 
treads to the stairs.
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Are the handrails loose or broken? Is 
there a handrail on only one side of the 
stairs? 

Fix loose handrails or put in new ones. Make sure 
handrails are on both sides of the stairs and are as 
long as the stairs.

Kitchen: Look at your kitchen and 
eating area.

Are the things you use often on high 
shelves?

Move items in your cabinets. Keep things you use 
often on the lower shelves (about waist level).

Is your step stool unsteady? If you must use a step stool, get one with a bar to 
hold on to. Never use a chair as a step stool.

Bathrooms: Look at all your bathrooms.

Is the tub or shower floor slippery? Put a nonslip rubber mat or self-stick strips on the 
floor of the tub or shower.

Do you need some support when you 
get in and out of the tub or up from the 
toilet?

Have grab bars put in next to and inside the tub and 
next to the toilet.

Bedrooms: Look at all your bedrooms.

Is the light near the bed hard to reach? Place a lamp close to the bed where it is easy to reach.

Is the path from your bed to the 
bathroom dark?

Put in a nightlight so you can see where you are walking. 
Some nightlights go on by themselves after dark.

Other Observations: Checklist No Yes
Problem Statement/
recommendation

Unpleasant smells: kitchen, bathroom, trash

Urine smell

Unable to demonstrate proper use of health self-
monitoring devices (e.g., glucometer, blood pressure 
cuff )

Unable to read/understand medication label

(continues)
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 ▸ Assessing the Geriatric 
Population Living with 
Homelessness

The geriatric population living with homelessness 
is growing in the United States; it is predicted 
to more than double by 2050, from more than 
44,000 people in 2010 to nearly 93,000 in 2050 
(Sermons & Henry, 2010). Older adults living 
with homelessness face more physical, psycho-
logical, and cognitive health challenges than the 
general geriatric population or the general pop-
ulation living with homelessness. Specifically, 
people in the chronically homeless population 
tend to be “old” at a younger age. Functional 
impairments occur in 30% of homeless adults 
in their 50s and early 60s, or approximately the 
same rate as in people 20 years older among 
non-homeless adults (Cimino et al., 2015).

Other Observations: Checklist No Yes
Problem Statement/
recommendation

Evidence of self-neglect

Evidence of vermin (droppings or live specimens): 
roaches, termites, rodents

Evidence of hoarding

Evidence of memory loss (e.g., reminders around the 
house)

Evidence of cutting or self-harm/self-mutilation

Evidence of potential abuse

Other household members pose potential threat

Modified from CDC. (2017). Check for safety: a home fall prevention checklist for older adults. retrieved from https://www.cdc.gov/steadi/pdf 
/SteaDI_CheckforSafety_brochure-a.pdf

Addressing the needs of homeless individuals 
is important for containing healthcare costs. For ex-
ample, although people living with homelessness 
constitute only approximately 0.1% of the general 
population, they account for nearly 10% of those 
using emergency department services (Feldman 
et al., 2017). A study in Hamilton, Ontario, found 
that of homeless adults using emergency depart-
ment services, 66% were older than age 50; of these 
persons, only 20% were female. Of emergency de-
partment visits, 28% were related to psychiatric di-
agnoses, including substance use disorder.

Conducting psychosocial assessments of the 
geriatric population living with homelessness 
poses a unique set of challenges, not the least of 
which is finding and connecting with these indi-
viduals in temporary settings such as emergency 
shelters, transitional shelters, transitional housing, 
substance abuse rehabilitation centers, or places 
such as their car or a tent on a street corner. Once 
the person has been located, the next challenge 

BOX 34-3 the CDC Fall risk Checklist (continued)
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Many organizations that serve homeless 
adults, including primary and specialty care set-
tings, incorporate the psychosocial assessment 
into an office visit. Governmental organizations 
such as the Veterans Administration conduct 
such assessments as part of standard policy and 
procedure (National Social Work Program, VA 
Care Management and Social Work Services, 
2010). This is important because although the 
20 million U.S. veterans make up only 6% of 
the total population, they constitute approxi-
mately 11% of the homeless population (National  
 Coalition for Homeless Veterans, n.d.; U.S.  
Department of Veterans Affairs, 2017).

Providers working with older adults can look 
at solutions that have been identified by research 
as key factors in helping adults avoid or reduce 
the health risks associated with age and home-
lessness. Some elements that should be included 
in a psychosocial assessment conducted with 
this population, as well as interventions to con-
sider within a care plan, include the following:

 ■ Assisting a client in having a permanent 
address or P.O. box to use to receive mail 
from Social Security, Medicare, Medicaid, 
their health plan, and/or county mental 
health or social services

 ■ Assisting with benefits advocacy to secure 
and enroll in the best possible coverage 
options (National Council on Aging, 2017; 
Substance Abuse and Mental Health Services 
Administration, 2016)

 ■ Ensuring access to preventive health care, 
such as regular visits with a primary care 
provider and specialists if needed

 ■ Accessing subsidies such as Section 8 
housing or Shelter Plus Care through the 
local housing authority, to assist the client 
in obtaining safe and stable housing
Other resources include the Substance Abuse 

and Mental Health Administration (2016) and 
its homelessness programs and resources.

 ▸ Summary
The home is a person-in-environment oppor-
tunity to understand the context of the older  

is to establish trust. This usually means show-
ing up multiple times to demonstrate that there 
is sincere concern about the person’s health and 
well-being. The use of community health workers 
who have a relatively close match to the homeless 
person’s language, background, and culture may 
be helpful in creating rapport, as may use of evi-
dence-based motivational approaches.

Psychosocial assessments for older adults 
experiencing homelessness should include sec-
tions that cover the following components:

 ■ Physical functioning
 ■ Cognitive/psychological status
 ■ Caregiver/social supports, including the 

degree to which the homeless community 
is an important source of support

 ■ Formal services used—past and present
 ■ Housing status, including length of time 

the person has been homeless
 ■ Legal/financial resources

Most assessment questions need not be unique 
to those living with homelessness. The assessments 
found elsewhere in this text should work well.

“Vulnerability” is a valuable concept in the as-
sessment of homeless people. Vulnerability indices 
or assessments have been developed to measure the 
likelihood of an individual experiencing home-
lessness to pass away, or to continue to experience 
homelessness. The Vulnerability Assessment Tool 
is a validated, reliable measure developed in 2003 
by the community-based homeless services orga-
nization Downtown Emergency Services Center 
(DESC) in Seattle, Washington, as “a structured way 
of measuring individual’s vulnerability to continued 
instability.” It is often used to target scarce resources 
to those at highest risk of continued vulnerability 
(DESC, 2017). The instrument covers 10 domains:

 ■ Survival skills
 ■ Basic needs
 ■ Mortality risk
 ■ Medical risks
 ■ Organization/orientation
 ■ Mental health
 ■ Substance use
 ■ Communication
 ■ Social behaviors
 ■ Homelessness
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adult, and an opportunity to see the person’s in-
ner and outer experiences, resources, and capa-
bilities. An in-home assessment visit represents 
a substantial investment, often lasting 2 hours 
in the home, with the addition of travel time, 
documentation and follow-up bringing the total 
time required to 6–8 hours. Given this invest-
ment, it is important to use time in the home to 
best advantage—focusing on domains that can 
be assessed only in the home environment and 
domains where additional insights can be gained 
through the home visit. The usual priority ar-
eas will be (1) a hands-on medication inven-
tory and adherence evaluation; (2) fall risk and 
home safety assessment; (3) interview about or 
observation of family caregivers or others in the 
home; and (4) a multisensory walk-through and 
review of self-care capacity, including demon-
stration of ability to follow instructions on a 
medicine bottle or to use equipment such as a 
glucometer or blood pressure cuff.

Making a home visit is an extremely sensitive 
assignment, requiring specially trained person-
nel who are given tools both to guide interactions 
and to protect themselves in an unfamiliar envi-
ronment. These visits are best carried out by staff 
who are linguistically and culturally matched to 
the older adult and to the neighborhood, who are 
dressed conservatively and do not draw attention 
to themselves, and who are prepared and know 
ahead of time where to go. With this preparation 
and training, in-home assessments can build close 
relationships and yield unique insights into the 
everyday abilities and challenges of older adults. 
In this era of “whole person” care, nothing else 
is likely to bring health care so close to the val-
ues and preferences, abilities and challenges, and 
social support system of the older adult. The re-
sult should be care tailored to the most important 
needs of the person, supporting that individual 
in remaining safely at home and in the commu-
nity for as long as possible.
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Aging in Place: Transitional 
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ChapTer ObjeCTives

1. Understand the definition and components of aging in place (AIP).
2. Envision AIP possibilities in the community.
3. Describe key assessment features of an AIP model.
4. Recognize future research directions related to AIP.

 ▸ Introduction
Aging in place (AIP) is the ability to live in one’s 
home and community safely, independently, 
and comfortably, regardless of age, income, or 
ability level (Centers for Disease Control and 
Prevention [CDC], 2017). The preference of 

many older adults is to age in place either 
within their own homes or within a range of af-
fordable age-appropriate housing options lo-
cated in the community in which they reside. 
A survey conducted by AARP (Keenan, 2010) 
found that 88% of adults older than age 65 
wished to age in place at home, and 92% wished  
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to remain in their communities in appropriate 
housing options designed for seniors. For these 
respondents, AIP means remaining in their 
homes and communities in familiar surround-
ings while living independently and affordably.

Typically, as adults age and experience 
health and functional decline, they experience 
housing transitions, such as moving from their 
independent home to assisted living and then 
to nursing home settings. Moving from home 
to an assisted living facility is often necessary 
due to structural inadequacies of the home, lack 
of in-home care resources, and social isolation. 
The care provided in assisted living facilities and 
nursing homes is dictated by state and federal 
regulations that define and prescribe what, how, 
and who provides care. These regulations also 
mandate building and safety standards; payment 
for care may also be determined through these 
regulatory standards (e.g., Medicare and Medicaid). 
Although regulations differ from state to state, 
they typically define a specific level of ability 
that a resident must maintain to remain in 
independent, assisted living, or skilled nursing 
environments. Regulations require that residents 
move to a higher level of care as their health 
deteriorates and their self-care abilities decline 
(Rantz, Marek, & Zwygart-Stauffacher, 2000).

As an alternative, comprehensive AIP mod-
els use care coordination to integrate health, 
housing, and supportive services to maintain 
(where needed) and increase functional inde-
pendence while respecting older adults’ pref-
erences about where they want to live (Rantz, 
et al., 2014). According to AARP (Ball, 2017). 

there are five key components to successful AIP 
models for older adults:

1. Choice: Provide affordable healthcare 
and housing options aimed at meet-
ing the diverse and changing needs.

2. Flexibility: Provide a range of services 
tailored to meet the changing needs 
that can be applied to a variety of 
housing options.

3. Entrepreneurship: Recognize and make 
the most of organized communities.

4. Mixed generations: Capitalize on all 
abilities to contribute to the commu-
nity and resolve personal challenges 
through linking the needs and skills 
of different age groups.

5. Smart growth: Apply good commu-
nity design principles to promote 
accessibility and livability.

A sixth component—care coordination—is 
also necessary to ensure that choice and flexibility 
are maintained while providing comprehensive, 
interdisciplinary, quality care tailored to meet the 
needs of the person who is aging in place. That 
component relies on a care manager, usually a 
registered nurse (RN), who coordinates care be-
tween multiple interdisciplinary teams to promote 
health and optimal functioning (Rantz et al., 2014).

Successful AIP programs offer a range of 
flexible services that are designed to meet the 
needs of each older person. AIP models create 
both healthcare and housing options that provide 
support where it is needed as defined by an indi-
vidual’s desire and ability to live independently.

 Case Vignette
Mr. Jones, an 89-year-old male who lives at home alone, falls and sustains a hip fracture. He is admitted 
to the hospital and undergoes surgery. His hospital stay is prolonged by a period of delirium, in which 
his surgical incision opens, and he undergoes general anesthesia again to repair the damage. He is 
discharged to a skilled nursing facility for daily physical therapy, during which time he experiences 
another episode of delirium and becomes incontinent of urine. The family is trying to determine if 
he can return to his home to live independently. He can walk 30 feet with a walker before becoming 
fatigued and remains incontinent of urine. He is currently taking antibiotics for a urinary tract infection.
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 ▸ Aging in Place
While many apartment housing sites are not 
designed for an AIP environment, models of 
these settings provide important economic ben-
efits and are essential, especially for low-income 
persons (Carder, Weinstein, & Kohon, 2012). 
Apartment living is attractive to older adults 
for many reasons. In AIP models, individuals 
can choose where they should age in place while 
making the best decisions based on their eco-
nomic situation, family, and health status. AIP 
is flexible and adjustments can be made in the 
services received. These adjustments may be a 
direct result of the health care required (such as 
physical therapy) and may be a strong motivator 
for the older person’s improvement and contin-
ued independence. Healthcare services can be 
applied in any setting, but are typically provided 
in the person’s community setting. For example, 
suppose Mr. Jones receives physical therapy in 
his home; once he completes the physical ther-
apy, this service stops, thereby reducing costs.

Additionally, individuals may be involved in 
numerous community activities in AIP environ-
ments. Many communities provide services for 
older adults in conjunction with entrepreneurs  
or community partnerships—for example, 
 social, physical, psychological, housing, con-
gregate meals, and transportation activities. 
Often these services are linked with intergen-
erational and smart growth activities (Baker, 
Webster, Lynn, Rogers, & Belcher, 2017; Ball, 
2017). Engaging all generations in activities (e.g., 
 local ballgames, events, daycare facilities housed 
within  congregate apartment  settings, older 
adults reading to youngsters at their schools) 
has been shown to have many benefits for all 
age groups. Smart growth activities can include 
encouraging older adults to serve on commu-
nity boards to promote accessibility within  
the larger community.

Finally, many older adults appreciate the 
care coordination aspects of AIP. As older adults 
 develop one or more chronic illnesses, many 
find they are in need of care coordination to as-
sist with communicating concerns to physicians 

and to ensure that all physicians (not just their 
 primary care provider) are aligned with the 
healthcare plan (Rantz et al., 2014).

TigerPlace: A Model
The University of Missouri’s (MU) AIP is one 
such initiative. MU collaborated with  Americare 
Systems, Inc., Sikeston, MO, to build an ideal 
housing community that encompasses the AIP 
model, called TigerPlace. TigerPlace was built 
following the passage of state legislation in 1999 
and 2001 that allowed a facility with apartments 
to be built to nursing home standards and to 
be licensed as an intermediate care facility, but 
 operated as independent housing with  services. 
TigerPlace operates the nursing services un-
der a series of waivers. It provides independent 
housing with health care, and support is added 
or removed as the individual requires it through 
the end of life. There is no need for the person 
to move or transition until the time of death 
(Rantz et al., 2011).

At TigerPlace, the wellness and health-
care component is provided by Sinclair Home 
Care, a home care agency operated by the MU 
Sinclair School of Nursing. Sinclair Home Care 
provides routine assessment, wellness activities, 
social work services, exercise classes, health pro-
motion activities, and veterinary services (for 
residents with pets). Licensed nursing staff are 
on call 24 hours per day, 7 days a week, to as-
sist with triaging any emergency situation. A 
wellness clinic is open during business hours 
Monday to Friday and for 4 hours on Saturday 
and Sunday. Residents can drop by to receive 
healthcare information and clinical care from 
an RN Care Coordinator during clinic hours. In 
AIP, comprehensive resident physical and psy-
chosocial assessment is provided by an RN and 
social work team, who work with the resident’s 
family and primary care provider to develop a 
comprehensive plan of care that is delivered by 
healthcare staff.

The focus of AIP at TigerPlace is to help 
residents maintain and regain independence 
and functional ability. The care coordination 
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congregate or institutional housing options. 
Although programs such as Medicaid Home 
and Community-Based Services waivers can 
provide for home modifications and in-home 
services, service availability varies by region. 
For those older adults who are not eligible for 
Medicaid coverage, the costs of in-home care 
are substantial. While older adults face signif-
icant challenges in staying safely in their home 
with or without services and family support, 
adequate assessment of physical, psychosocial, 
and housing needs is essential to aging success-
fully in the home of choice (Kim, Gollamudi, & 
Steinhubl, 2017).

Approximately 835,000 individuals in the 
United States seek to age in place in residential 
care communities. These settings are a vital option 
in the continuum of long-term care that serves 
the needs of older adults and younger adults with 
disabilities who cannot live independently but do 
not require the skilled care provided in nursing 
homes (Rome & Harris- Kojetin, 2016). Residen-
tial care is largely a private pay service, although 
Medicaid may cover certain services for bene-
ficiaries eligible for home and community-based 
services in these settings (National Center for 
Assisted Living, 2016).

Residential care communities are licensed 
and regulated at the state level and provide, at a 
minimum, housing, meals, personal assistance 
with activities of daily living (ADLs) and 
instrumental activities of daily living (IADLs), 
and supportive services. All states have at least 
one category of such licensing, but substantial 
state-to-state differences exist at these  levels 
and in the terms used to refer to residential 
care (e.g., assisted living facility, residential care 
 facility, rest homes, board and care homes, adult 
care homes, domiciliary care homes) (Carder, 
O’Keeffe, & O’Keeffe, 2015). The availability 
and complexity of healthcare services vary 
 according to state regulation; they may be 
limited to basic services or they may extend to 
include social work, counseling, therapy, skilled 
nursing, dementia care, and pharmacy services. 
In the case of Mr. Jones, relocation from the 
skilled nursing facility to residential care with 

service has demonstrated that the residents at 
TigerPlace are able to age in place 1.8 years  longer 
than a comparable nursing home admission 
(Rantz et al., 2015).

 ▸ Importance of Aging in 
Place

The aging of the baby boomer generation (born 
between 1946 and 1964) has been well described. 
The number of U.S. adults age 65 and older will 
nearly double to 89 million by 2050 (CDC, 2013). 
Those age 80 and older are expected to triple in 
number to 28 million (Joint Center for Housing  
Studies, 2014).

Additionally, U.S. seniors are expected to 
become more diverse. By 2050, the majority 
population of older non-Hispanic whites will 
account for 58% of the total U.S. population, 
representing a 20% decrease in this share since 
2010 (CDC, 2013). Compared to Caucasians, 
the health and well-being of minority groups are 
more adversely impacted by health disparities 
including language barriers, poverty, and reduced 
access to healthcare services (CDC, 2013). 
Additionally, family traditions of persons of 
Hispanic and Asian descent are also different 
from those of Caucasians and African Americans, 
with Hispanic and Asian seniors being more 
likely to live in multigenerational housing (Joint 
Center for Housing Studies, 2014). As a result 
of increased poverty, minority groups are more 
likely to have lower rates of home ownership 
and fewer assets (Joint Center for Housing 
Studies, 2014).

The physical condition of seniors influ-
ences where and how well seniors live. Two 
out of every three older adults, regardless of 
race, have multiple chronic conditions and ex-
perience disorders related to substance abuse, 
mental illness, dementia, and developmental 
disabilities (CDC, 2017), all of which  influence 
their ability to live independently and safely 
in their community-based homes. Poverty 
makes it difficult to find safe and affordable 

368 Chapter 35 Aging in Place: Transitional Housing and Supported Housing Models

www.ketabpezeshki.com                                 66485438-66485457



Returning to Mr. Jones, he remains at in-
creased risk for falls due to his history of falling, 
mobility disability, and urinary incontinence. The 
CDC’s Stopping Elderly Accidents, Deaths, and 
Injuries (STEADI) toolkit (CDC, National Cen-
ter for Injury Prevention and Control, 2017) de-
scribes the components of a multifactorial fall 
risk assessment, including an examination of 
neurologic and cardiovascular function, pos-
tural dizziness/postural hypotension, visual 
acuity, incontinence, cognition, depression, and 
foot problems; a medication review to identify 
use of psychoactive medications and medica-
tions with anticholinergic side effects; and gait 
and balance testing using the Timed Up and 
Go test, 30-second chair stand, and a four-stage 
balance test to gauge fall risk. Although origi-
nally designed for community-based healthcare 
providers, the STEADI toolkit is easily admin-
istered in any clinical or residential setting, and 
provider resources are available at https://www 
.cdc.gov/steadi/.

Recently the Centers for Medicare and 
Medicaid Services (CMS) launched initiatives 
to develop, test, and evaluate measures geared 
toward meeting the Improving Medicare Post-
Acute Care Transformation (IMPACT) Act’s 
requirement for standardized patient assessment 
data across all post-acute care settings. This 
standardized assessment must address functional 
status, cognitive function and mental status, special 
services, treatments and interventions, medical 
conditions and comorbidities, impairments, 
and other categories identified by the Secretary 
of Health and Human Services (CMS, 2017). 
Collecting standardized and interoperable 
data that follow the person (e.g., from a skilled 
nursing facility to an assisted living facility) will 
support improved patient care practices, patient 
safety, care coordination, discharge planning, 
and comparison of quality across post-acute 
care settings. Although the standardized patient 
assessment data elements pertain to only a few 
specific quality domains in post-acute care 
settings, broadening the geriatric assessment 
to include these elements will help harmonize 
efforts of older adults’ healthcare providers.

the full complement of services may best meet 
his current needs.

Older adults aging in residential care typi-
cally have multiple health and disabling condi-
tions that require ongoing and expert geriatric 
evaluation and treatment. Across residential 
 settings, 46% of residents have a diagnosis of  
cardiovascular di s ease, 40% Alzheimer’s  disease 
or other dementia, 23% depression, and 17% 
diabetes (Caffrey, Harris-Kojetin, & Sengupta, 
2015). Complicating the quest to ensure  quality 
of care in residential settings is the variation in 
registered nurse, licensed practical or  vocational 
nurse, and aide hours per resident per day (Rome 
& Harris-Kojetin, 2016).  Total registered nurse 
hours per resident per day varies from 0.04 hour 
in Louisiana to 1.03 hour in South Dakota, and 
the total hours across all staff levels varies from 
1.69 hours in Nevada to 4.9 hours in Iowa. 
 Additionally, states have  differing dementia- 
specific training requirements, ranging from no 
requirements in many states to 8 or more hours 
annually in states such as  California, Iowa, and 
Minnesota (National Center for Assisted Living, 
2016). Because the extent to which residential  
communities may be equipped to manage resi-
dents’ health problems depends largely on fac-
tors mandated by state regulations, geographical 
location influences the success of AIP in these 
settings.

While the federally regulated Minimum Data 
Set 3.0 resident assessment instrument is used 
in Medicare/Medicaid certified nursing homes, 
 documentation in residential care communities 
is not standardized. That being said, the state of  
Maryland has developed the Assisted Living 
 Resident Assessment Tool, which includes  separate 
assessment forms for the healthcare practitioner 
and the assisted living manager, to systematically 
collect resident information for guiding care 
planning care and service delivery (Maryland 
 Department of Health and Mental Hygiene, 
2006). Assessment of older adults in residential 
settings should address these individuals’ social, 
cognitive, physical, and emotional state, with the 
goal of optimizing health, function, independence, 
and quality of life (Maas & Buckwalter, 2006).
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and rehabilitation that helps to maintain and/or 
regain walking ability and stamina. Staff from 
other settings require much role modeling to 
demonstrate the teaching and gentle encour-
agement skills essential to this practice.

Families and residents also must readjust 
their expectations when moving into AIP 
settings. The commitment to providing care and 
services while needed, then withdrawing them 
as strength is regained, is a difficult concept to 
grasp, at least initially. It is common for residents 
to experience several increases, then decreases, in 
their healthcare service monthly bill while  living 
at TigerPlace. Most people stay highly functional 
through the end of life, or until shortly before 
the end of life (Rantz et al., 2014) and overall 
length of stay is increased as compared to other 
settings (Rantz et al., 2015).

Because the AIP approach to long-term 
care differs so dramatically from the traditional 
nursing home, assisted living, and supportive 
 housing settings, a clear marketing message 
about how AIP is different and why AIP can 
provide needed care and services through the 
end of life without transfer to traditional settings 
is essential.  Leadership and other staff should 
clearly and continually explain the expectations 
of successful AIP, including providing tips on 
how to stay in place through the end of life and 
be functional and as independent as possible to 
the end. Primary care  providers need  education 
to understand the possibilities that AIP provides 
even when acute health events make it seem 
that a move is necessary.  However, after expe-
riencing the support and education provided 
by the RN care coordinator at TigerPlace, most 
 primary care providers, as well as family and  
residents, fully embrace the possibilities and 
positive  outcomes of AIP.

 ▸ Summary
AIP can be the best living environment for 
older adults when appropriate care coordina-
tion services are successfully wrapped around 

 ▸ Practice Challenges
AIP requires a continual focus on maintaining 
and regaining independence. Episodes of acute 
illness or exacerbation of chronic  conditions are 
frequently accompanied by functional  decline. 
Such a decline may be apparent in physical or 
cognitive function, or both, and require  focused 
informal or formal rehabilitation. Informally, 
 encouragement and reinforcement of the per-
son’s effort to increase mobility, regain stamina, 
and perform prior ADLs may be adequate to 
 restore former functional capacity. In addition, 
more formal, outpatient services in the form of 
 physical, occupational, speech, and cognitive 
therapies may be needed in some cases. Whatever 
the level of need, a continual focus on regaining 
independence is necessary for successful AIP.

This central focus on independence is  often 
lost or even adversely reinforced by traditional 
long-term care settings. Traditional nursing 
home, assisted living, and supportive housing 
settings may, through their all-inclusive service 
packages, inadvertently reinforce dependence. 
For example, staff who are providing direct care 
may conclude that it is “easier” or faster to dress 
people or help with other ADLs, when, in fact, 
simple prompting or  active teaching and en-
couragement to perform these daily activities 
would work as a first step, such that within a 
few days the person could be performing the 
activity with less help or alone. Residents in  
 traditional settings may hold the view that “I 
pay for help, so I should use the help here!” In 
the AIP model of care at TigerPlace, regaining 
and maintaining independence results in incre-
mentally lower healthcare service costs for each 
 person. This approach, by design, reinforces 
that as much independence on the part of each 
 person as possible is expected.

When new staff join AIP settings, the major 
focus on independence is sometimes challeng-
ing for them to embrace, especially if they have 
worked in traditional settings. Routine walking 
for exercise and pleasure is constantly encour-
aged through active teaching, reinforcement, 
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the individual. An RN care coordinator is key to 
successful management of the complex health-
care needs of older adults. Other important 
considerations are individual choice, flexibility 
in programming and health care, involving the 
community via entrepreneurial smart growth 
opportunities, and mixed generational expos-
ure. In this way, AIP promotes independence, 
active engagement, and functionality.
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Thriving in Community
Sarah L. Szanton and Kali S. Thomas

Key Terms

Aging in community Aging in place

ChapTer ObjeCTives

1. Describe the assessment of people in their homes.
2. Describe the assessment of the home environment to support aging in community.
3. Determine what matters to the older adult.

 ▸ Introduction
The vast majority of older adults want to age 
at home or in their neighborhood (Keenan, 
2010). Aging in one’s community provides ac-
cess to community resources, social ties devel-
oped over decades, and an enhanced sense of 
control. These social ties and amenities are as-
sociated with decreased morbidity and mor-
tality (Holt-Lunstad, Smith, & Layton, 2010;  
Ong, Uchino, & Wethington, 2016). Neverthe-
less, the home environment can be challenging 
for older adults, and navigating the environment 
can become more challenging due to changes 
with age such as physical shrinking, uneven gait, 

and muscle weakness. Current geriatric assess-
ment techniques in primary care do not rou-
tinely assess the ability to accomplish activities 
of daily living (ADLs), nor do they routinely as-
sess how much doing these activities interacts 
with the home environment and with family sup-
port. In this chapter we describe what is import-
ant to assess and why, by highlighting exemplar 
programs with innovative assessments that can 
improve the ability of older adults to live mean-
ingfully in their communities. We also present 
challenges in incorporating these programs or 
assessments into practice.

To support older adults and to prevent un-
necessary relocation or healthcare utilization, it 
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is important to assess both the person and his 
or her environment as well as the fit between 
person and environment (Lawton & Nahemow, 
1973). Current geriatric assessment models are 
predominantly used within clinical settings. As 
more care and services are provided in the home 
and community, however, it will be important 
for geriatric assessment to occur within the con-
texts of these environments. Thus, best practices 
will include assessment in the context of home, 
person/environment fit, and family support.

 ▸ Models of Aging in 
Community

In medicine, there is currently a movement away 
from consideration to one disease or symptom at 
a time and toward consideration of patients’ ex-
periences as a whole within the context of their 
lives (Bayliss et al., 2014). This trend is particu-
larly salient in geriatrics, where the majority of 
patients have more than one chronic condition 
and taking their goals and priorities for daily 
life into account is paramount (Grant, Adams, 
Bayliss, & Heisler, 2013).

The exemplars included in this chapter em-
phasize an approach consonant with the focus 
on what matters to older adults. These five dif-
ferent programs complete assessments aimed at 
advancing older adults’ abilities to thrive in their 
communities: (1) the Veteran-Directed Home and 
Community Based Services Program, (2) Meals 
on Wheels, (3) Community Aging in Place,  
Advancing Better Living for Elders (CAPABLE), 
(4) Care of Persons with Dementia in Their  
Environments (COPE), and (5) New Ways 
for Better Days Tailored Activity Program for 
 people with dementia. These programs are 
 illustrative of innovative assessments and pro-
grams to  allow older adults, at any point on the 
 spectrum of function, to be able to age in the 
context of their communities and remain able to 
perform activities they define as mattering most 
to them. Research on these models has shown 
that  improving the ability to accomplish these 

activities saves healthcare resources (Ruiz et al., 
2017; Veterans Affairs, 2017).

Veteran-Directed Home and 
Community Based Services 
Program 
One way to assess not only patients but also 
their environment, the person–environment 
fit, and goals and activities that matter most 
to them, is through person-centered planning. 
The Veteran-Directed Home and Community 
Based Services Program (VD-HCBS), offered 
through the Veterans Health Administration in 
partnership with the Administration for Com-
munity Living, is an exemplar program designed 
to enable older adults to sustain community liv-
ing through a person-centered, self-directed ap-
proach (Milliken, Mahoney, & Mahoney, 2016). 
In VD-HCBS, veterans are assigned a monthly 
budget based on the extent of their disability and 
need. The veteran, guided by a person-centered 
counselor at a local Aging and Disability Net-
work Agency, identifies his or her own strengths,  
goals, preferences, needs, and desired outcomes. 
The person-centered counselor then works with 
the veteran to identify and access a unique mix of 
services to meet those needs and provides support 
during the planning, purchasing, and implemen-
tation of these goods and services (Figure 36-1).

The VD-HCBS’s self-directed features dif-
fer from the traditional services model in which 
patients are assessed, asked questions, informed 
of resources, provided options, and must re-
ceive services during assigned hours. That is, 
the person-centered, self-directed approach is 
designed to promote the highest degree of au-
tonomy, flexibility, and choice in allowing for 
consideration of personal preferences as well as 
veterans’ health and safety needs, all while pro-
viding support to do the things most important 
to them. This practice of self-direction has spread 
across the United States and around the world 
because of its ability to improve quality of care 
and life satisfaction, improve access to care while 
controlling costs  (Simon-Rusinowitz, Loughlin, 
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Ruben, Garcia, & Mahoney, 2010;  Foster, Brown, 
Phillips, Schore, & Carlson, 2003),  reduce un-
met personal care needs, and increase partici-
pant satisfaction with care for both older adults 
and younger people with disabilities (Carlson, 
Foster, Dale, & Brown, 2007).

Meals on Wheels
Another example of a comprehensive in-home 
assessment is that provided by home-delivered 
meals programs, generally referred to as “Meals 
on Wheels.” These programs are found in many 
communities; are funded with a combination of 
federal, state, and local dollars; and vary in their 
assessment practices. Two exemplar programs 
utilize in-home comprehensive assessments 
that obtain an array of information to link cli-
ents with available resources: Meals on Wheels 
of Central Maryland and Meals on Wheels Inc. 
of Tarrant County.

For all clients who are eligible for services, 
Meals on Wheels of Central Maryland conducts 
an initial in-home assessment within 30 days 
of the client receiving home-delivered meals 
( Figure 36-1). This assessment covers the phys-
ical condition of the home as well as the client’s 

functional status (including unmet need for 
assistance), physical appearance, social sup-
port system, mental health, social–emotional 
well-being, food environment, ability to prepare 
meals, and financial status to determine whether 
other benefits or services may be needed. The 
findings from this assessment then inform the 
types of services and resources to which clients 
are linked and the additional referrals (e.g., tar-
geted case management) that may be necessary. 
Clients are then reassessed as needed and annu-
ally, in their homes, and this process resumes.

In the Fort Worth, Texas, area, Meals on 
Wheels Inc. of Tarrant County provides case 
management and a registered dietician upon 
program entry. Similar to what happens in the 
Maryland program, a case manager screens the 
client for an expanded list of needs and prefer-
ences, including reviewing medications (dosing 
and frequency), observes for risks of falls and 
signs of dementia or depression, obtains hospi-
tal admissions and physician information, and 
gathers information about the client’s caregiver 
and about the client’s neighborhood. The client 
case manager also completes a comprehensive nu-
tritional risk screening tool (Coulston, Craig, &  
Voss, 1996), a diabetes risk assessment (Lanza, 

Figure 36-1 Innovative Assessment for Meals on Wheels Participants’ Needs.
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efficacy in reducing disability (Szanton, Leff, 
Wolff, Roberts, & Gitlin, 2016) and depression 
as well as in decreasing healthcare utilization 
and expenses (Ruiz et al., 2017). As of this writ-
ing, the model has been expanded to 13 cities 
and rural areas in 8 states.

After completing the five-month program, 
75% of participants had improved their perfor-
mance of ADLs. On average, participants had 
difficulty with 3.9 out of 8.0 ADLs at baseline 
compared to 2.0 ADLs after the completion of 
the CAPABLE program. Approximately 53% of 
participants showed improvement in depressive 
symptoms (Szanton et al., 2016). The project 
also yielded approximately $20,000 in medical 
cost savings per person for the cost of the $3000 
program—a more than six-fold return on invest-
ment in the two years after the patient received 
the program (Ruiz et al., 2017).

During the first visits of the OT and the 
RN, both of these clinicians elicit goals relating 
to function that the older adult prioritizes as im-
portant. These assessments start with what seem 
like conversations but are actually explorations 
of social support, memory, and other key in-
dicators of ability to function at home. For the 
OT, this assessment starts with “Tell me about 
a typical day”; for the RN, it starts with “Tell me 
about your meals in the last day.” This question-
ing elicits information on whether the client has 
enough food, whether anyone eats with the cli-
ent, and whether the client has anything fresh. 
These questions are good rapport builders as well.

Whether one is implementing CAPA-
BLE or simply attempting to do a high-quality 
home-based assessment, it is important to as-
sess all ADLs and IADLs and to have the older 
adult prioritize their importance. ADLs include 
bathing, dressing, walking across a small room, 
dressing the upper body, dressing the lower body, 
getting on and off the toilet, eating, and grooming 
(Katz, Ford, Moskowitz, Jackson, & Jaffe, 1963). 
A thorough assessment will include how diffi-
cult each activity is; which devices the patient 
needs or uses, if any; and what priority it is for 
the patient to accomplish the ADL alone. Per-
forming these assessments in the home setting 

Albright, Zucker, & Martin, 2007), and a tool 
to measure ADLs and instrumental activities 
of daily living (IADLs). If the registered dieti-
cian (RD) on staff decides that the client needs 
an additional assessment, he RD visits the cli-
ent and completes the Mini Nutritional Assess-
ment to screen for malnutrition, a health literacy 
scale, and other scales measuring quality of life. 
Similar to the Maryland program, the RD also 
reviews the client’s home food environment, in-
cluding the neighborhood, pantry, cooking fa-
cilities, and ability to prepare food.

Although Meals on Wheels has a history of  
meal delivery and companionship, newer ap-
proaches to comprehensive assessment of the home 
and community resources underscore the vast 
opportunity to enhance person–environment fit 
through assessment and individualized planning.

Community Aging in Place, 
Advancing Better Living  
for Elders
The CAPABLE program seeks to improve one of 
the most costly, overlooked, and undertreated as-
pects of aging—namely, the inability to carry out 
everyday self-care activities. CAPABLE is an as-
sessment-driven, individually tailored package of 
interventions delivered over 16 weeks by an occu-
pational therapist (OT; 6 or fewer home visits), a 
registered nurse (RN; 4 or fewer home visits), and 
a handyman team (Table 36-1). Frail older partic-
ipants learn and practice new strategies to man-
age functional difficulties in their homes; they use 
 assistive devices and environmental improvements 
first with these health professionals, and then on 
their own. The OT focuses on self-care and func-
tion. The nurse focuses on the underlying med-
ical/nursing issues that may be interfering with 
performance of ADLs and IADLs, such as pain, 
depression, strength/balance, and polypharmacy. 
The handyman team implements a work order 
constructed by the participant and the OT for 
the home to make it safer and more functional.

CAPABLE started as a research study in 
Baltimore, Maryland, and has been tested for 
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the function of the person with dementia. The 
nurse educates caregivers about dementia and 
common medical concerns and how to detect 
and monitor pain, dehydration, constipation, 
and other common issues; the nurse also obtains  
blood and urine samples to rule out underlying 
medical conditions such as undetected infec-
tion and refers the patient for further treat-
ment if necessary.

New Ways for Better Days: 
Tailoring Activities for Persons 
with Dementia and Caregivers
New Ways for Better Days: Tailoring Activi-
ties for Persons with Dementia and Caregivers 
(TAP) is a program for people living with de-
mentia who have behavioral symptoms such as 
agitation, apathy, irritability, aggression, repet-
itive vocalizations, and shadowing. This indi-
vidualized, person-centric program provides 
people with dementia activities customized to 
their abilities and interests and instructs fam-
ily members in their use as part of daily care 
routines. It involves up to eight home sessions 
delivered by an occupational therapist. The in-
tervention unfolds in three phases:

 ■ Phase I involves a novel assessment approach 
to identify preserved capabilities, physical 
functioning, and previous and current in-
terests of the person with dementia.

 ■ Phase II involves developing an “activity 
prescription” that specifies the person’s 
capabilities, an activity, an activity goal 
and instructions for setting up the activity, 
and strategies for effectively involving the 
person living with dementia.

 ■ Phase III involves instructing families in 
how to modify the prescribed activities for 
future cognitive and functional declines and 
how to generalize specific strategies (e.g., 
communication) to other care challenges.
TAP is being used in multiple countries 

(Scotland, Australia, Brazil, Chile, Italy, Hong 
Kong, and the United States) and in different 
settings (home, adult day, hospital, outpatient, 

allows the provider to assess the interaction be-
tween person and environment, such as being 
able to witness the older adult needing to step 
over jagged linoleum in his or her kitchen to ac-
complish a task, or to reach up into a tall closet. 
Assessing the client’s ability to perform IADLs 
in the home, such as doing laundry and man-
aging medications, is useful because the home 
visitor can assess whether the washing machine 
is down treacherous steps or whether the older 
adult has pill boxes to manage medications.

Care of Persons with Dementia  
in Their Environments 
The previous examples focused on older adults 
who can plan, prioritize, and act independently. 
One in 10 people older than age 65 has dementia, 
however, and this proportion increases to 30% 
after the age of 80 (Rocca et al., 2011). Fortu-
nately, excellent assessments and evidence-based 
programs are available for people at all stages of 
cognitive abilities.

One example is Care of Persons with De-
mentia in Their Environments (COPE), which 
is designed to support people living with de-
mentia at home and the care challenges faced 
by their family members. COPE is an individ-
ualized, caregiver-centric program that helps 
families identify and address their most sig-
nificant care challenges, including the patient’s 
functional decline, home safety concerns, and 
behavioral symptoms, and the caregiver’s own 
feelings of being overwhelmed, distress, burden, 
or need for education and skills (Gitlin, Winter, 
Dennis, Hodgson, & Hauck, 2010). It involves 
up to 12 home sessions delivered by an occu-
pational therapist and advanced practice nurse. 
The OT works with family caregivers to identify  
care challenges; assesses the person with de-
mentia to identify functional abilities, interests, 
and preferences; and instruct families in ways 
to support daily function and engagement in 
activities. Families learn specific skills in com-
municating effectively, setting up daily routines 
and using activities, and modifying their home 
environment to make care easier and support 
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A related challenge is the lack of a mecha-
nism for consistently sharing these rich assess-
ment data with healthcare providers, payers, or 
anyone else who might need it, such as family 
members. Much of this assessment is completed 
in silos, partly because use of information tech-
nology in healthcare and social services pro-
grams is much more limited than in other sectors 
(Gandhi, Khanna, & Ramaswamy, 2016). In addi-
tion, assessments primarily completed on paper 
are much more common when those assessments 
are performed outside the clinical setting. Fur-
ther complicating the exchange of information is 
the general notion that social services programs 
are not yet recognized as valid contributors by 
the medical field; in turn, the value of integrat-
ing the rich information collected in many of 
these community-based programs is not seen.

Some of these assessments and services face 
the additional challenge of being considered a 
social service rather than a medical service. The 
United States lags behind all other industrial-
ized nations in the balance of medical care to 
social services (Bradley, Elkins, Herrin, & Elbel, 
2011). While some medical services are readily 
paid for, such as cardiac procedures, food pro-
vided through home-delivered meals has been 
considered a “social service” and has typically 
remained unfunded by medical programs, with 
the exception of some states’ Medicaid 1915c 
waivers, demonstration projects, and a few in-
novative health plans. Similarly, home modi-
fications, although inexpensive and relatively 
permanent, are not typically paid for with health-
care resources. This lack is also an opportunity, 
as just a small amount of spending in these areas 
may be able to leverage large healthcare returns. 
For example, the cost of CAPABLE is made back 
in the first quarter after the service is provided 
and continues for at least seven quarters after 
(Ruiz et al., 2017).

Recently, the bipartisan National Com-
mission on Hunger recommended expanding 
Medicare managed care and Medicaid managed 
care plans to include coverage for meal deliv-
ery. Further, the move toward integration of so-
cial services and medical care is evidenced by 

nursing home). People with dementia and their 
families have been shown to experience a reduc-
tion in the number and frequency and severity 
of behaviors; improved engagement; improved 
quality of life and pleasure; reduced functional 
dependence; enhanced caregiver efficacy using 
activities; and reduction in caregiver time spent 
in daily care (Gitlin et al., 2008).

 ▸ Practice Challenges
Several practice challenges arise when assess-
ing older adults in this comprehensive man-
ner and at home. The first challenge is that of 
funding or reimbursement. In a practice world 
in which physicians and nurse practitioners are 
reimbursed a set amount for a short clinic visit, 
thorough person–environment home assess-
ments pose a challenge to sustain financially. 
In 2017, the home assessor might be able to 
charge only $100 to $140 for this visit, depend-
ing on multiple factors. Second, when funding 
comes to the primary care providers only, it is 
difficult to have team members such as occu-
pational therapists or registered dieticians pro-
vide the necessary assessments.

In addition, although these models are de-
signed for older adults with some physical chal-
lenges, they are essentially preventive in nature. 
That is, they are designed to optimize function 
at any stage of functional decline as well as to 
maximize the home environment to support 
them. In doing so, they prevent hospitalization, 
rehospitalization, and nursing home admis-
sion (Ruiz et al., 2017; Thomas & Mor, 2013). 
As the organization of health care moves away 
from paying for visits and procedures and to-
ward paying for keeping people well and out of 
high-cost utilization settings, programs that re-
quire team assessments, perhaps with screening 
first (e.g., Meals on Wheels, VD-HCBS, Inde-
pendence at Home, CAPABLE, New Ways for 
Better Days, and COPE), will be seen as ways 
to address these dual needs of older adults and 
society and keep people as well as possible and 
thriving in their community.
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the creation of programs such as Accountable 
Health Communities, which aim to better con-
nect Medicare and Medicaid patients to com-
munity social services such as transportation 
and nutrition services, while reducing health-
care spending (Alley, Asomugha, Conway, & 
Sanghavi, 2016). As health systems begin to 
explore funding better patient connections to 
important nonmedical needs and integrating 
services provided by community-based organi-
zations, it is possible that more money will flow 
toward innovative approaches to keeping older 
adults in their homes with enough mobility, 
food, and strength to use their home effectively.

 ▸ Summary
As the U.S. health system focuses more on pa-
tient goals and on delivering care that aligns with 
daily goals rather than just disease control goals, 
the programs highlighted in this chapter are 
poised to lead the way to aging in community. 
Home-based assessments have several inherent 
challenges in sharing information with health 
systems and in becoming integrated into pay-
ment streams. The move toward outcome-based 
payments aligns well with home-based assess-
ment and care. In the end, house calls are not 
expensive, but they are priceless. 
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Geriatric Assessment in 
Nursing Homes
Bernardo Reyes, Mandi Sehgal, Nancy A. Hodgson, and Joseph G. Ouslander

KEY TERMS

Assessment
Interprofessional

Long-term
Nursing facilities

Post-acute

CHAPTER OBJECTIVES

1. Understand the key differences between assessments completed in nursing homes and those 
completed in other settings.

2. Describe the role of interprofessional teams in the assessment of nursing home patients.
3. Identify widely used assessment tools in nursing homes and discuss how to use relevant 

findings from such tools.

 ▸ Introduction
Nursing facilities are complex, highly regulated, 
and dynamic settings of care. They are also com-
monly referred to as skilled nursing facilities 
(SNFs), as most nursing homes have all, or a por-
tion, of their beds licensed for skilled care. The 
role of the nursing home has evolved over the 
last several decades from a facility that provided 

housing and supportive services to people who 
could not live in the community, to the nursing 
home of today that provides multiple types of 
care simultaneously, including skilled nursing, 
medical, and rehabilitative care to patients dis-
charged from the hospital (post-acute care);  
long-term care for people with chronic med-
ical, functional, and psychosocial conditions 
that preclude their living in a non-institutional 
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setting; and end-of-life care, often in collabor-
ation with an external hospice.

Patients (referring to those individuals in 
post-acute care) and residents (referring to those 
individuals in long-term care) in nursing homes 
generally have combinations of chronic health 
conditions and requirements for assistance with 
activities of daily living (ADLs) resulting in spe-
cial medical, psychosocial, and functional needs. 
For these reasons, geriatric assessments in the 
nursing home setting extend beyond diagnosis 
and treatment of medical conditions, instead fo-
cusing on what residents can do, relative to what 
they are able to or wish to do. The ultimate goal of 
geriatric assessment in the nursing home is to  
obtain a comprehensive picture of the resident’s 
social, psychological, medical, and functional cap-
acities so as to create a comprehensive roadmap 
for treatment and long-term follow-up.

Most nursing homes are run as for-profit 
businesses, commonly organized into chains 
ranging from 5–10 facilities to more than 300 
facilities. Nursing homes vary greatly in size 
and scope of services, with the average size be-
ing approximately 100 beds. The services range 
from post-acute care involving a short stay fo-
cused on post-hospitalization rehabilitation, to 
long-term residential care that supports quality 
of life through the end of life. The types of peo-
ple who lived in nursing homes for long-term 
care in the past are now often living in assisted 
living facilities (ALFs); thus, many of the prin-
ciples of assessment outlined in this chapter are 
relevant to that population as well. In addition to 
nursing homes, post-acute care is provided in a 
variety of settings including inpatient rehabilita-
tion facilities and long-term acute care hospitals.

Nursing homes vary in the number of 
post-acute patients versus long-term care resi-
dents they serve at a given time. A typical 100- 
to 120-bed facility may have a post-acute census 
of 10–20 patients. Other nursing homes have a 
much higher post-acute census because of the 
favorable economics and contracts with Medi-
care managed care plans related to these patients’ 
care; some of these facilities have waivers of the 
3-day inpatient stay rule allowing patients to be 

admitted directly from home or an emergency 
department. Such facilities have a rapid turnover 
of patients with many admissions and discharges 
on a weekly basis, so they have a higher ratio of 
registered versus licensed practical nurses and 
nursing assistants. While the average length of 
stay of patients admitted for post-acute care is 
approximately 25 days, that stay is decreasing 
because of pressures exerted by value-based 
 reimbursement, including Medicare managed 
care, bundled payments, and accountable care 
organizations. This shift has important implica-
tions for the timing and nature of assessments, 
which are discussed later in the chapter.

In contrast to post-acute care, long-term 
care refers to care provided over a sustained  
period to residents who have lost independence 
in one or more areas of functioning. This care 
can be socially based or provided as direct ser-
vices to compensate for the functional losses; it 
can include rehabilitative efforts, though it is not 
intended to address the activities usually con-
ducted as a part of primary medical care. Some 
post-acute patients who do not achieve their  
rehabilitative goals may become long-term care 
residents, whereas long-term care residents who 
have an acute illness requiring hospitalization 
can transiently become post-acute residents. In 
this situation, a new comprehensive assessment 
is required to adjust the goals for post-acute care. 
Long-term care residents generally live in a nurs-
ing home for an average of about two years, but 
some live in this setting for much longer.

 ▸ Goals of Assessment in 
the Nursing Home

The goals of assessment depend on the purpose 
of the nursing home stay and the context of the 
assessment. FIGURE 37-1 illustrates the different 
types of patients and residents living in a nurs-
ing home. Some of the goals of care and assess-
ment in one subgroup of these patients may be 
irrelevant and even inappropriate for other sub-
groups. For example, assessment of the ability  
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to climb two stairs to get into a home or change 
levels in a home, or to shower safely without as-
sistance, may be critical for a post-acute patient, 
but irrelevant to a long-stay resident. Similarly, re-
peated assessment and control of blood pressure 
or blood sugar may be important for an otherwise 
relatively healthy post-acute patient in the nursing 
home after a stroke or hip fracture, but inappro-
priate for a long-stay resident at the end of life.

While the domains of assessment in post-
acute and long-term care are similar (TABLE 37-1),  
the focus of the assessment in post-acute care is 
on maximizing rehabilitation potential, whereas 
the focus of assessment for long-term care is on 
maximizing function and quality of life. The 
emphasis of each type of assessment varies, de-
pending on whether it is an initial assessment, 
a reassessment, or an assessment of a change 
in condition.

 ▸ Roles of 
Interprofessional 
Team Members in 
Assessment

Care in a nursing home is highly interprofes-
sional, for a number of reasons (TABLE 37-2). 
For example, nearly 80% of post-acute patients  
receive physical, occupational, and/or speech ther-
apy. While most assessments are carried out by  
nurses, most hands-on nursing care is provided by 
certified nursing assistants. Geriatric assessments 
in the nursing home, therefore, are carried out 
by an interprofessional team with knowledge of 
age-related physiologic and psychologic changes, 

FIGURE 37-1 Different types of residents and 
patients in a nursing home.

Total patient/resident population

Short stayers (“patients”)
(a few days to 3 months)

Long stayers (“residents”)
(3 months to years)

TABLE 37-1  Assessment Domains: 
Post-Acute Care Versus 
Long-Term Care

Post-Acute Care Long-Term Care

Diagnoses  Diagnoses

Medical 
complexities

Health conditions

Other health 
conditions

Psychosocial 
well-being

Oral/nutritional status Oral/dental status

Functional status Physical function

Bowel/bladder 
continence

Bowel/bladder 
continence

Cognition Cognition

Vision/
communication

Communication/
vision/hearing

Mood and behavior Mood and behavior 
problems

Procedures/services Special treatments 
and procedures

Rehabilitative 
prognosis

Activity pursuit 
patterns

Resources for 
discharge (including 
informal care)

Medication use

Home environment/
safety

Goals of care

Transportation Access to resources

Medication 
reconciliation

Health maintenance
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and joint decisions about approaches to care, and 
providing direct services individually or jointly 
with other team members to meet the needs of 
the patient. The team members meet informally, 
formally, and virtually, and they use  various 
structures and tools to meet, communicate,  
coordinate, and monitor care. The effectiveness 
of interprofessional teams depends on a num-
ber of factors, including the team members’ 
knowledge of one another’s roles; the scope of 
practice; mutual trust and respect among the 
team members; commitment in building re-
lationships; and willingness to cooperate and 
collaborate.

Team membership usually includes a phy-
sician, a nurse, and a social worker. In  addition, 
the interprofessional team in the nursing home 
should ideally include dieticians; speech, 
 physical, and occupational therapists; social 
workers; pharmacists; dentists; certified  nursing 
 assistants; and medical subspecialists. Most  
importantly, the nursing home patient/resident 
and his or her significant others are central mem-
bers of the team. Team members divide the work  
based on the team members’ education and  
experience (TABLE 37-3).

and the ability to detect and remedy amenable 
problems at an early stage. At a practical level,  
interprofessional teams are involved in the assess-
ment and planning of care, making independent 

TABLE 37-2  Rationale for an 
Interprofessional Team 
Approach in Geriatric 
Assessment

Growing heterogeneity of older population in 
nursing homes

Increasing prevalence of older adults with more 
complex needs related to chronic diseases

Complexity of skills and knowledge required 
to provide comprehensive care to residents

Specialization within health professions and 
fragmentation of disciplinary knowledge 

Need for continuity of care and standard 
communication across treatment settings

TABLE 37-3 Interprofessional Team Members and Their Role in Geriatric Assessments*

Interprofessional Team 
Member Role in Assessment

Nursing home patient/
resident

Offers insights on daily routines, needs, abilities, interests, and 
preferences.

Patient/resident’s family Offers nuanced insights into the patient/resident’s behavior and 
functional status. Helps the team define realistic goals, and shares 
effective strategies for interacting with the patient/resident.

Physician, nurse practitioner, 
or physician assistant

Assesses physical medicine and rehabilitative management needs. 

Registered nurse (RN) Assesses physical, emotional, spiritual, social, psychological, and 
cultural status. 

Licensed practical nurse (LPN) Assists the RN in the assessment of physical, social, and cultural status.
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* Other members of the team that may contribute to comprehensive geriatric assessment include a dentist, respiratory therapist, optometrist, podiatrist, or 
orthoptist/prosthetist, depending on need.

Interprofessional Team 
Member Role in Assessment

Certified nursing assistant 
(CNA)

Assists the team assessing the daily physical and emotional needs 
of residents. 

Dietician Assesses ability for independent eating, and assesses preferences 
for foods that are ethnically and culturally appropriate, so as to 
prepare menus.

Social worker Conducts a comprehensive, strengths-based assessment of the 
individual and the family support system. 

Pharmacist Assesses for the optimal pharmacotherapeutic regimen and 
monitors for adverse effects and interactions.

Speech therapist Assesses speech and swallowing capacity.

Recreational therapist Assesses the daily activity and recreational needs of the individual. 

Occupational therapist Assesses functional independence and safety in daily activities. 
Assesses the need for adaptive equipment for the individual so as 
to maximize functional independence. 

Physical therapist Assesses disability from acute or chronic disease or traumatic 
injuries, injury prevention, and physical fitness.

Administrator Provides information regarding funding and available services. Works 
with the team to determine the best individualized care plan possible. 

Clergy Assesses spiritual, cultural, and emotional needs. 

 ▸ Standardized 
Assessments  
and Components

In most settings in which older adults re-
ceive care, geriatric syndromes such as frailty, 
functional impairment, falls, and dementia 
are frequently under-recognized and under- 
reported. In response to an Institute of Medi-
cine report on the quality of care in U.S. nursing 
homes published in 1986, the federal government 
mandated a comprehensive assessment for all 

nursing home residents, known as the Minimum  
Data Set (MDS). There have been many addi-
tional efforts to standardize the approach to 
assessment of the older adult to improve the rec-
ognition of these syndromes such that an indi-
vidualized plan of care can be implemented to 
ensure not only safety but also the highest level 
of function and quality of life. Many of these 
approaches are relevant to nursing home care.

Minimum Data Set
In the United States, geriatric assessment in the 
nursing home/long-term care setting consists 
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domains (Stuck, Siu, Wieland, Rubenstein, &  
Adams, 1993). This geriatric assessment has 
been shown to reduce disability, hospitalization, 
and institutionalization, and to improve qual-
ity of life (Rubenstein et al., 1984; Stuck et al., 
1993). Many parts of the CGA are also included 
in MDS 3.0 (TABLE 37-5).

The CGA is often conducted in the outpa-
tient setting (ambulatory or home), although 
it has some utility in the inpatient setting for 
those older adults who are admitted for spe-
cific reasons (e.g., hip fracture, pressure injur-
ies, recurrent illness). The majority of CGAs are 
conducted using a patient-centered, interprofes-
sional practice model consisting of a  physician, 
nurse, social worker, and pharmacist, and in-
cluding physical, speech, and  occupational ther-
apists, nutritionists, psychiatrists, psychologists, 
and dentists as indicated. The patient and his 
or her caregiver(s) are at the center of this team 
approach to care.

Limitations of the CGA are the time re-
quired for evaluation, coordination of the in-
terprofessional team, and reimbursement. The 
CGA does not explicitly address concerns re-
lated to pain or preferences for activities or 
specific treatments, which are included as part 
of MDS 3.0.

Rapid Geriatric Assessment
The Rapid Geriatric Assessment (RGA; Mor-
ley, 2017) was developed to identify pre- 
disability in patients in hopes of intervening 
with a form of prevention prior to worsening 
illness. The RGA consists of four component 
assessments: the Simple “FRAIL” Question-
naire, a  screening tool for fragility; the SARC-F 
Screen for  Sarcopenia; the Simplified Nutri-
tional Assessment Questionnaire (SNAQ); 
and the Rapid Cognitive Screen (RCS). Ad-
ditionally, it includes a yes/no response ques-
tion inquiring whether the patient has an 
advance directive (FIGURE 37-2). The scoring 
mechanisms for each of the individual assess-
ments are included in the RGA (Morley, 2017).  

initially of the Minimum Data Set. The MDS 
is a standardized assessment that is completed 
for all residents admitted to Medicare-certified 
nursing homes in the United States and for all 
residents admitted to Veteran Health Administra-
tion Community Living Centers (Saliba, 2012). 
The latest iteration of this assessment, MDS 
3.0, is intended to facilitate better  recognition 
of each resident’s needs and inform care plan-
ning; it consists of multiple domains of resident 
health and function. The MDS is also used to 
generate publicly reported quality measures to 
determine reimbursement for post-acute Medi-
care fee-for-service beneficiaries.

The MDS 3.0 consists of direct resident 
interviews (when residents are able to make 
themselves understood at least some of the 
time) to assess several key domains of health, 
including cognition, mood, preferences for daily 
routines, preferences for activities, and pain. 
When residents are unable to make themselves 
understood, reliance on input from caregivers 
(family and those in the facility) is expected. 
An instruction manual accompanies the MDS 
3.0, along with a publicly available training 
video, titled Video on Interviewing Vulnera-
ble Elders (VIVE) (Picker Institute, 2012; Sal-
iba et al., 2012).

MDS 3.0 does not include assessments of 
sexual function, spirituality, financial concerns, 
living situation, goals of care, and advanced care 
preferences, which are key components of a com-
prehensive geriatric assessment (TABLE 37-4).  
Additionally, MDS 3.0 incompletely addresses 
assessments of polypharmacy, goals of care, 
and social support, which are also considered 
key components of a comprehensive geriatric 
 assessment (CGA).

Comprehensive Geriatric 
Assessment
The comprehensive geriatric assessment (CGA) 
serves as a more robust evaluation of an older 
adult, with the goal of developing a  coordinated 
plan of care for the patient across multiple  
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TABLE 37-4  Components of the Comprehensive Geriatric Assessment and Corresponding 
Sections of the Minimum Data Set

Components of Comprehensive 
Geriatric Assessment Links to MDS 3.0

Fall risk Section G and GG: Balance during transfers and walking and 
mobility assessment
Section J: Fall history

Cognitive impairment Section C: Brief Interview for Mental Status (BIMS), confusion 
assessment method

Functional capacity Section G and GG: ADL and self-care assessment

Mood Section D: Patient Health Questionnaire (PHQ-9)

Polypharmacy* Section N: Injections, insulin, psychoactive medications, 
antibiotics, anticoagulants, or diuretics 

Nutrition Section K: Swallowing/nutritional status

Incontinence (both urinary and 
fecal)

Section H: Bladder and bowel 

Vision and hearing Section B: Hearing, speech, and vision

Dentition Section L: Oral/dental status

Social support* Section F: Preferences for customary routine and activities

* MDS 3.0 does not include assessments of sexual function, spirituality, financial concerns, living situation, goals of care, and advanced care preferences, which 
are key components in the comprehensive geriatric assessment (CGA). MDS 3.0 incompletely addresses assessments of polypharmacy, goals of care, and social 
support, which are also considered key components of the CGA.
Note: The CGA does not explicitly address concerns around pain or preferences for activities or specific treatments, which are included as part of MDS 3.0.

Depending on the score on the assessment, the 
clinician may decide to pursue a plan of care 
to encourage prevention of further deteriora-
tion of illness. A training manual and video on 
how to administer the RGA are available from 
Saint Louis University’s Gateway  Geriatric Ed-
ucation Center (https://www.slu.edu/medicine 
/internal-medicine/geriatric-medicine/aging 
-sucessfully/).

Assessment of Acute Change  
in Condition
Changes in condition occur quite frequently in 
both post-acute patients and long-stay residents. 
The American Medical Directors Association’s 
(n.d.) Society for Post-Acute and Long-Term 
Care Medicine have published guidelines for 
the management of acute changes in condition 

Standardized Assessments and Components 389

www.ketabpezeshki.com                                 66485438-66485457



TABLE 37-5  Comparison of Components of the Comprehensive Geriatric Assessment (CGA), 
Minimum Data Set 3.0 (MDS 3.0), and Rapid Geriatric Assessment (RGA)

Assessment Area CGA MDS 3.0 RGA

Functional capacity √ √

Fall risk √ √

Cognition (dementia/delirium) √ √ √

Mood √ √

Behavior √

Polypharmacy √

Nutritional status √ √ √

Incontinence (urinary/fecal) √ √

Sexual function √

Vision √ √

Hearing √ √

Speech √

Dentition √ √

Living situation √

Social support √

Financial concerns √

Goals of care √

Spirituality √

Advanced care preferences √ √

Frailty √

Sarcopenia √
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FIGURE 37-2 Rapid Geriatric Assessment.
Courtesy of Saint Louis University.

Saint Louis University

Rapid Geriatric Assessment*

The simple “FRAIL” questionnaire screening tool 
(3 or greater = frailty; 1 or 2 = prefrail)

Fatigue: Are you Fatigued? 

Resistance: Cannot walk up one flight of stairs?

Aerobic: Cannot walk one block?

Illnesses: Do you have more than 5 illnesses?

Loss of weight: Have you lost more than 5% of your 
     weight in the last 6 months?

Reproduced from Morley, J.E., Vellas, B., Abellan van Kan, 
G., Anker, S.D., Bauer, J.M., Bernabei, R., . . . Walston, 
J. (2013). Frailty consensus: A call to action. The Journal 
of Post-Acute and Long-Term Care Medicine, 14(6), 
392–397, Copyright 2013, with permission from Elsevier.

Table I:SARC-F screen for Sarcopenia

Component Question Scoring
Strength How much difficulty do you have in 

lifting and carrying 10 pounds? 
None = 0

Assistance in
   walking 

How much difficulty do you have 
walking across a room?

Some = 1

Some = 1

Some = 1

Some = 1

A lot or unable = 2

A lot or unable = 2

None = 0

None = 0

None = 0

None = 0

A lot, use aids, or unable = 2

A lot or unable without help = 2

1-3 Falls = 1
4 or more falls = 2

Rise from a
   chair 

Climb stairs

Falls

How much difficulty do you have 
transferring from a chair or bed?

How much difficulty do you have 
climbing a flight of ten stairs?

How many times have you 
fallen in the last year?

Reproduced from Malmstrom, T.K., & Morley, J.E. (2013). Sarcopenia: 
The target population. The Journal of Frailty & Aging, 2(1), 55–56. 

Rapid cognitive screen (RCS)

1. Please remember these five objects. I will ask you what they are 
later. [Read each object to patient using approx. 1 second intervals.] 

Apple       Pen Tie House Car
2. [Give patient pencil and the blank sheet with clock face.] This is a clock
face. Please put in the hour markers and the time at ten minutes to 
eleven o’clock. [2 pts/hr markers ok; 2 pts/time correct]

3. What were the five objects I asked you to remember? [1 pt/ea]

4. I’m going to tell you a story. Please listen carefully because
afterwards, I’m going to ask you about it.

Jill was a very successful stockbroker. She made a lot of money on the stock
market. She then met Jack, a devastatingly handsome man. She married him 
and had three children. They lived in Chicago. She then stopped work and 
stayed at home to bring up her children. When they were teenagers, she went 
back to work. She and Jack lived happily ever after. 
What state did she live in? [1 pt]

Reproduced from Malmstrom, T.K., Voss, V.B., Cruz-Oliver, 
D.M., Cummings-Vaughn, L.A., Tumosa, N., Grossberg, 
G.T., & Morley, J.E. (2015). The Rapid Cognitive 
Screen (RCS): A point-of-care screening for dementia 
and mild cognitive impairment. The Journal of Nutrition 
Health and Aging, 19(7): 741–744. 

Are you constipated? Y/N
Do you have worrisome incontinence? Y/N
Do you have an advanced directive? Y/N

Miscellaneous

SNAQ (Simplified nutritional assessment questionnaire)

My appetite is Food tastes
a. very poor 
b. poor
c. average
d. good
e. very good

a. very bad 
b. bad 
c. average
d. good 
e. very good

When I eat 
a. I feel full after eating 
    only a few mouthfuls
b. I feel full after eating 
    about a third of a meal 
c. I feel full after eating
    over half a meal 
d. I feel full after eating
    most of the meal 
e. I hardly ever feel full 

Normally I eat 

a. Less than one meal a day
b. one meal a day 
c. two meals a day
d. three meals a day
e. more than three meals a day

Reproduced from Wilson, M.M.G., 
Thomas, D.R., Rubenstein, L.Z., 
Chibnall, J.T., Anderson, S., Baxi,
A., . . . Morley, J.E. (2005). Appetite 
assessment: Simple appetite 
questionnaire predicts weight loss 
in community-dwelling adults and 
nursing home residents. Am J Clin 
Nutr 2005, 82, 1074–1081, American 
Society for Nutrition, American 
Society for Nutrition.

*there is no copyright on these screening tools and they may be incorporated into
the electronic health record without permission and at no cost.

Assessment Area CGA MDS 3.0 RGA

Pain √

Preferences for customary routine and activities √

Pressure injuries √ √
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in the nursing home and made available tools 
for nurses to use before contacting a primary 
care provider (physician, nurse practitioner, or 
physician assistant) after an evaluation (https://
paltc.org/product-store/know-it-all™-you-call 
-data-collection-system). Its Interventions to  
Reduce Acute Care Transfers (INTERACT) quality 
improvement program includes several tools for 
the identification, assessment, communication, 
and documentation of acute changes in a patient’s 
or resident’s condition, including the “Stop and 
Watch” early warning tool for direct care staff and 

FIGURE 37-3 The INTERACT “Stop and Watch” early warning tool.
Courtesy of INTERACT and Florida Atlantic University.

Stop and watch
Early warning tool

W
A
T
C
H

a
n
d

S
T
O
P

INTERACT
Version 4.0 tool

Seems different than usual

Talks or communicates less

Overall needs more help

Pain—new or worsening; Participated less in activities

Ate less
No bowel movement in 3 days; or diarrhea
Drank less

Weight change

Agitated or nervous more than usual

Tired, weak, confused, or drowsy

Change with skin color or condition

Patient/resident

Date and time (am/pm)

Date and time (am/pm)

Your name

Reported to

Nurse response

Nurse’s name

Help with walking, transferring, toileting more than usual

Check here if no change noted
while monitoring high-risk patient

If you have identi�ed a change while caring for or observing a
resident, please circle the change and notify a nurse. Either give the
nurse a copy of this tool or review it with her/him as soon as you can.

families (FIGURE 37-3), the SBAR Communica-
tion Form and Progress Note for licensed nurses 
(FIGURE 37-4), and 10 care paths for assessment 
and management of common conditions asso-
ciated with hospital transfers (see FIGURE 37-5  
for one example) (Ouslander, 2014). The IN-
TERACT program is free for clinical use and can 
be found at http://www.pathway-interact.com/.

The assessments described in this section 
should be used as a guide in the development of 
a patient-centered plan of care. If, in the course 
of the patient/resident’s illness, other issues arise, 
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FIGURE 37-4 SBAR: situation, background, assessment, and recommendation (part of INTERACT).
Courtesy of INTERACT and Florida Atlantic University.

Version 4.0 Tool

©2014 Florida Atlantic University, all rights reserved. This document is available for clinical use, but may not be resold or incorporated in software without permission of Florida Atlantic University.

SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs

Before Calling the Physician / NP / PA/other Healthcare Professional:
Evaluate the Resident: Complete relevant aspects of the SBAR form below 
Check Vital Signs: BP, pulse, and/or apical heart rate, temperature, respiratory rate, O2 saturation and finger stick glucose for diabetics
Review Record: Recent progress notes, labs, medications, other orders
Review an INTERACT Care Path or Acute Change in Condition File Card, if indicated
Have Relevant Information Available when Reporting
(i.e. medical record, vital signs, advance directives such as DNR and other care limiting orders, allergies, medication list)

SITUATION

The change in condition, symptoms, or signs observed and evaluated is/are_________________________________________________________

This started on  ________  / ________  / ________       Since this started it has gotten:       Worse          Better          Stayed the same   

Things that make the condition or symptom worse are __________________________________________________________________________

Things that make the condition or symptom better are __________________________________________________________________________

This condition, symptom, or sign has occurred before: Yes No

Treatment for last episode (if applicable) ______________________________________________________________________________________

Other relevant information _________________________________________________________________________________________________

BACKGROUND

Resident Description
This resident is in the facility for: Long-Term Care Post Acute Care Other: ______________________________________

Primary diagnoses ________________________________________________________________________________________________________

Other pertinent history (e.g. medical diagnosis of CHF, DM, COPD) __________________________________________________________________

Medication Alerts
Changes in the last week (describe) ________________________________________________________________________________________

Resident is on (Warfarin/Coumadin) Result of last INR: ____________    Date ______  /______   /______

Resident is on other anticoagulant (direct thrombin inhibitor or platelet inhibitor)

Resident is on:      Hypoglycemic medication(s) / Insulin Digoxin

Allergies ________________________________________________________________________________________________________________

Vital Signs

BP ___________     Pulse _________  (or Apical HR _______ )  RR ________ Temp __________  Weight ________ lbs  (date ______  /______  /______ )

For CHF, edema, or weight loss: last weight before the current one was ______________________________    on  _________  /_________  /_________ 

Pulse Oximetry (if indicated)  _____________ % on Room Air O2 ( _____________ )        

Blood Sugar (Diabetics) ____________________________________________________________________________________________________

(continued )
Resident /Patient Name ______________________________________________________________________________________________

Standardized Assessments and Components 393

www.ketabpezeshki.com                                 66485438-66485457



1. Mental Status Evaluation (compared to baseline; check all changes that you observe)
Decreased level of consciousness (sleepy, 
lethargic)
Increased confusion or disorientation
Memory loss (new or worsening)

New or worsened delusions or hallucinations
Other symptoms or signs of delirium (e.g. 
inability to pay attention, disorganized thinking)
Unresponsiveness

Other (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________

2. Functional Status Evaluation (compared to baseline; check all that you observe)
Decreased mobility 
Needs more assistance with ADLs
Falls (one or more)

Swallowing difficulty
Weakness (general)

Other (describe) 
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________

3. Behavioral Evaluation
Danger to self or others
Depression (crying, hopelessness, not eating)
Social withdrawal (isolation, apathy)

Suicide potential
Verbal aggression 
Physical aggression

Personality change
Other behavioral changes (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

4. Respiratory Evaluation
Abnormal lung sounds (rales, rhonchi, 
wheezing)
Asthma (with wheezing)
Cough  ( Non-productive    Productive )

Inability to eat or sleep due to SOB 
Labored or rapid breathing
Shortness of breath

Symptoms of common cold
Other respiratory changes (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

5. Cardiovascular Evaluation
Chest pain/tightness
Edema 
Inability to stand without severe dizziness or 
lightheadedness

Irregular pulse (new)
Resting pulse >100 or <50

Other (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

6. Abdominal / GI Evaluation
Abdominal pain
 Abdominal tenderness
Constipation 
(date of last BM  _____  / _____   / _____  )
Decreased/absent bowel sounds

Distended abdomen
Decreased appetite/fluid intake
Diarrhea
 GI Bleeding (blood in stool or vomitus)
Hyperactive bowel sounds

Jaundice
Nausea and/or vomiting
Other (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs (cont’d)

Resident Evaluation
Note: Except for Mental and Functional Status evaluations, if the item is not relevant to the change in condition check the box for 
“not clinically applicable to the change in condition being reported”.

(continued )
Resident/Patient Name ______________________________________________________________________________________________

Version 4.0 Tool

©2014 Florida Atlantic University, all rights reserved.

FIGURE 37-4 Continued
Courtesy of INTERACT and Florida Atlantic University.
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7. GU/Urine Evaluation
Blood in urine
Decreased urine output
Lower abdominal pain or tenderness

New or worsening incontinence
Painful urination
Urinating more frequently or urgency with or 
without other urinary symptoms

Other (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

8. Skin Evaluation
Abrasion
Blister
Burn
Contusion
Discoloration

Itching
Laceration
Pressure ulcer
Puncture
Rash

Skin tear
Splinter/sliver
Wound (describe)
Other (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

9. Pain Evaluation

Does the resident have pain?
No Yes (describe below)

Is the pain?
New Worsening of chronic pain

Description/location of pain: ____________________________________________________________________________________________

Intensity of Pain (rate on scale of 1-10, with 10 being the worst): __________

Does the resident show non-verbal signs of pain (for residents with dementia)?

No Yes (describe) __________________________________________________________________________________________
(restless, pacing, grimacing, new change in behavior)

Other information about the pain _________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

10. Neurological Evaluation
Abnormal Speech
Decreased level of consciousness
Dizziness or unsteadiness

Seizure 
Weakness or hemiparesis 

Other neurological symptoms (describe)
No changes observed

Describe symptoms or signs ______________________________________________________________________________________________
Not clinically applicable to the change in condition being reported

Advance Care Planning Information (the resident has orders for the following advanced care planning)
Full Code DNR DNI (Do Not Intubate) DNH (Do Not Hospitalize) No Enteral Feeding Other Order or Living Will (specify)

________________________________________________________________________________________________________________________

Other resident or family preferences for care ________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs (cont’d)

Resident/Patient Name ______________________________________________________________________________________________
(continued )

Version 4.0 Tool

FIGURE 37-4 Continued
Courtesy of INTERACT and Florida Atlantic University.
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SBAR Communication Form 
and Progress Note for RNs/LPN/LVNs (cont’d)

APPEARANCE

Summarize your observations and evaluation: _________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

REVIEW AND NOTIFY 

Primary Care Clinician Notified:_______________________________________________ Date ____/____/____ Time (am/pm)________

Recommendations of Primary Clinicians (if any) _____________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

b. Check all that apply
Testing

Blood tests
EKG
Urinalysis and/or culture

Venous doppler
X-ray
Other (describe)
_________________________

Interventions
New or change in 
medication(s)
IV or subcutaneous fluids

Increase oral fluids
Oxygen (if available)
Other (describe)
_________________________

Transfer to the hospital (non-emergency) (send a copy of this form )  Call for 911 Emergency medical transport

Nursing Notes (for additional information on the Change in Condition) 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Name of Family/Health Care Agent Notified:_________________________________ Date ____/____/____ Time (am/pm)________

Staff Name (RN/LPN/LVN) and Signature ____________________________________________________________________________

Resident/Patient Name ______________________________________________________________________________________________

Version 4.0 Tool

FIGURE 37-4 Continued
Courtesy of INTERACT and Florida Atlantic University.
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FIGURE 37-5 One of the INTERACT care paths for assessment and management of acute changes in condition.
Courtesy of INTERACT and Florida Atlantic University.

 *Refer also to the INTERACT CHF and lower respiratory infection care path
**Refer also to other INTERACT care paths as indicated by symptoms and signs

CARE PATH Symptoms of
shortness of breath (SOB)

• Ensure influenza and pneumococcal
immunizations are up to date

• Encourage smoking cessation
(if applicable)

• Update advance care plan and
directives if appropriate

Manage in facility
• Monitor vital signs and urine
output every 4–8 hrs

• O2 supplementation as indicated
• Consider initiating or modifying
dose of medications (e.g., diuretics,
steroids, nebulizers)

• Respiratory therapy (if available)
 

Evaluate
results
• Abnormal CXR suggestive
of CHF, COPD, pneumonia,
atelectasis, lung CA, or
pleural effusion

• WBC > 14,000 or
neutrophils > 90%

• Critical values in blood
count or metabolic panel

• EKG shows new changes
suggestive of MI or
arrhythmia

Tests
ordered

Consider contacting MD/NP/PA
for orders (for further
evaluation and management)
• Portable chest X-ray
• Blood work
(Complete blood count, basic metabolic panel)

• EKG (if available)
• Bedside spirometry
(if available)

Notify
MD/NP/PA

Yes

Yes

Yes

No

No

Yes

Symptoms of shortness of breath*
• Difficult or labored breathing that is out of proportion

to the resident’s level of physical activity
• New complaint of SOB

Take vital signs
• Temperature
• BP, pulse, apical HR (if pulse irregular)
• Respirations
• Oxygen saturation
• Finger stick glucose (diabetics)

Monitor
response
• Vital signs criteria met
• Worsening condition and/or
immediate notification
criteria met

?

• Inability to eat or sleep due to SOB
• New irregular pulse
• Mental status
• Cardiovascular
• Respiratory

Evaluate symptoms and signs
for immediate noti�cation**
• Cough with or without sputum
production

• Abnormal lung sounds
(wheezing, rales, rhonchi, etc.)

• Edema
• Change in mental status

?

?

Vital sign criteria (any met?)
• Temp > 100.5˚F
• Apical heart rate > 100 or < 50
• Respiratory rate > 28/min or < 10/min
• BP < 90 or > 200 systolic
• Oxygen saturation < 90%
 

• Finger stick glucose < 70 or > 300
• Accessory muscle breathing
• Cyanosis
• New or worsening chest pains

?

No

®

INTERACT
Version 4.0 tool
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many distinct screening tools may be used to 
clarify the diagnosis. It is important to recog-
nize that the needs and goals of care of patients 
with chronic, complex illness will likely change 
over time. These tools should serve as an ad-
junct to a coordinated team approach to care.

 ▸ Challenges and 
Opportunities

The results of assessments completed in nursing 
homes should be evaluated carefully. Depending 
on the setting or what triggered the assessment, 
the clinician should respond appropriately to 
such findings. During periodic assessments (such 
as those completed on a monthly or bimonthly 
basis, or a required quarterly MDS assessment), 
most of the actions triggered should be based on 
the longitudinal changes in the patient/resident’s 
function and cognition and long-term goals of 
care. Sometimes laboratory abnormalities may 
be identified as well as changes in other markers 
of health such as nutritional status (either weight 
loss or weight gain). In addition, new drug–drug 
interactions and unnecessary medications could 
be identified at the time of these assessments.

Turning Assessment into Action
Continuous assessments, like those completed by 
CNAs and nurses, should trigger more immedi-
ate responses by clinicians than those from more 
holistic evaluations such as the CGA,  because 
the findings from a CGA are often chronic in 
nature. Any change in condition should be at 
least monitored, and when necessary, communi-
cated to the clinician.

A well-designed periodic assessment should 
include a predetermined action list in the event 
of a new condition or the worsening of a preex-
isting one. The actions should be proportional 
to the goals of care previously expressed by the 
patient and/or the patient’s family, and should 
focus on providing quality of life and com-
fort when indicated. INTERACT, for example,  

includes specific guidance on when to com-
municate changes to clinicians on an immedi-
ate versus a non-immediate basis.

Whatever the nature of the plan of care that 
results from these assessments, it should be pa-
tient centered and evidence based. TABLE 37-6 
lists examples of potential actions triggered by 
common findings from periodic assessments.

Care Planning
TABLE 37-7 shows the key assessments needed to 
construct a care plan for a post-acute patient or 
long-term care resident. There are two import-
ant aspects of care planning for nursing home  
patients/residents: (1) advance care planning 
and (2) the actual plan of care that is generated 
and updated from the assessments completed.

Advance care planning is a key component 
of geriatric care. In the post-acute patient or the 
long-term care resident, this type of planning 
is an ongoing process that should be adapted 
to the changing needs and the functional status 
of the patient. Effective person-centered care 
planning should take into consideration the per-
sonal values of the patient and should include, 
when necessary, the input of family members.  
As the members of the interprofessional team 
assess the resident/patient, the goals of care 
should drive care planning discussions as well. 
Many resources are available to assist with 
 advance care planning, including those avail-
able in INTERACT, as well as other websites 
(e.g., http://eprognosis.ucsf.edu/ and https:// 
prepareforyourcare.org/).

Another aspect of care planning is the list 
of actionable items that are aimed to recover the 
patient’s premorbid functional level, especially 
after an acute event. The actionable items on this 
list correspond to specific deficits that are found 
during ongoing assessments and are aimed to 
promote functional independence and quality 
of life. The plan of care should be individual-
ized and accompanied by clear goals and time-
tables. All elements that are included in the plan 
of care and the advance care planning should be 
based on the capabilities of the nursing home.
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TABLE 37-6 Potential Actionable Items Found During Standard Assessments

Assessment Findings Action

MDS
Frequency: At 
admission and 
periodic

Certified nursing assistant (CNA) 
reports coughing with meals or 
when swallowing medications.

Bedside swallow evaluation; 
speech therapy evaluation; modify 
diet consistency; evaluate which 
medications are essential. 

Medication: Resident received 
hypnotic as-needed (prn) 
medication five times in the last  
7 days.

Discuss sleep hygiene issues. Assess 
for other reasons for insomnia, such 
as pain or nocturia. 

Resident reporting little interest or 
pleasure in doing things and feeling 
down, depressed, or hopeless.

Discuss possible causes of mood 
changes such as pain, hearing/visual 
impairment, or new psychosocial 
issues. Consider starting 
pharmacologic treatment. 

Resident received as-needed (prn) 
pain medication every day in the 
last 5 days.

Evaluate for acute illness or 
unreported injuries. Reassess pain 
needs—nonpharmacologic and 
pharmacologic. 

MDS: Change in the resident’s usual 
performance using the 6-point scale.

Evaluate for acute illness, mood 
changes, and pain.

Rapid Geriatric 
Assessment

Patent reported not being able to 
ambulate for a city block and having 
more than five medical illness. 

Reassess rehabilitation potential 
and goals. Potential for revision of 
discharge planning.

Patient reported poor appetite, 
average taste for food, and having a 
meal per day.

Assess for acute illness including 
infection, dysphagia, or mood 
disorder. Evaluate medications. 

CGA
Frequency: At 
least once during 
a skilled nursing 
facility (SNF) stay

Capacity for medical decision 
making.

Review current status of healthcare 
proxy. Revise plan of care and 
discharge planning.

Patient without family members or 
other means of social support.

Revise discharge planning. Identify 
healthcare proxy.

Change in goals of care. Revise medication list, plan of care, 
and disposition; consider hospice or 
palliative care. 

Adapted from MDS 3.0 RAI Manual v1.15R October 1, 2017 Centers For Medicare & Medicaid Services. Retrieved from https://www.cms.gov/Medicare 
/Quality-Initiatives-Patient-Assessment-Instruments/NursinghomeQualityInits/MDS30RAIManual.html. Last Accessed March 12, 2018.
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outcomes, including unnecessary acute hospi-
tal transfers, in the near future.

 ▸ Summary
Nursing homes are complex settings of care serv-
ing a variety of individuals, ranging from patients 
needing rehabilitation after an acute hospitaliza-
tion to permanent residents of these  facilities. 
Interprofessional-based assessments are the 
 cornerstone of the care provided to these indi-
viduals. Several structured assessment tools can 
be used in these settings. Any changes in the plan 
of care should be person centered, meaning that 
they should consider patients’ values and beliefs. 
Changes in condition as  determined through as-
sessment should trigger  actions aimed at avoid-
ing further complications in the early stages of 
acute illness and promoting quality of life and 
respect for the individual’s dignity.
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Role of Electronic Health  
Records in Assessments  
and Care Planning
Nursing homes are not eligible for Medicare’s 
incentives for utilizing electronic health records 
(EHRs). Nonetheless, the payment reform ini-
tiatives undertaken by the Centers for Medicare 
and Medicaid Services (CMS) are encouraging 
nursing homes to move away from the ineffi-
ciencies and limited monitoring proficiencies 
of paper-based medical records. While nursing 
homes must report MDS data electronically to 
state and federal governments, most do not yet 
have well-functioning clinical electronic records. 
Nursing home EHRs are evolving from simple 
repositories of data to interacting assessment, 
care management, and decision support tools 
that provide live feedback to providers regarding 
potential changes in condition and even suggest 
adjustments of the plan of care if appropriate. 
Such capabilities might help to prevent adverse 

TABLE 37-7  Basic Elements to Consider 
When Building a Plan 
of Care

Comprehensive health assessment within 
14 days of admission and at least one review 
within 90 days 

Ongoing, regular assessments screening for 
change in condition (from the Minimum Data 
Set [MDS]) 

Services needed

Staff needs for providing services 

Frequency of services 

Equipment and supplies needs 

Diet needs and food preferences 
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Emergency Department 
Assessment at the Time  
of Hospitalization
Teresita M. Hogan and Stacie Levine

KEY TERMS

Emergency department (ED)
Hospital admission

Improvement
Management

Older adult (OAs)

CHAPTER OBJECTIVES

1. Discuss the emergency department (ED) as a critical access location for the management of 
older adult patients.

2. Describe the high-acuity, high-stress, and high-volume ED environment in terms of the need for 
rapid medical decision making.

3. Examine clinical assessment of older adults at the time of ED admission, including focused 
evaluation and documentation of geriatrics issues that impact the decision to hospitalize as well 
as ongoing hospital care.

4. Describe how medical decision making regarding admission should include consideration of 
high-risk conditions common in seniors.
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 ▸ Introduction
The emergency department (ED) plays a 
critical role in the evaluation and treatment of 
older adults (OAs) in the United States. To-
day, the ED faces challenges associated with 
broad demographic changes in its patient pop-
ulation, increased severity of illness, diagnostic 
and treatment demands, and intense time pres-
sures. As in all medical fields, providers in the 
ED are constantly asked to perform more fre-
quent and complex tasks with fewer resources. 
Increasingly, EDs are used by primary and spe-
cialist physicians to provide expedited complex 
diagnostic testing and treatment, off-hours 
care, and as a coordination point in complex 
care transitions.

Within the U.S. healthcare system, OAs  
often require evaluation for a complex interplay 
of comorbidities, polypharmacy, social  issues, 
and cognitive and functional impairment. These 
needs cab cause an age-based bias in the use of 
the ED as a portal for hospital admission. In 
fact, OAs are more likely to present to an ED 
with serious medical illness and more likely to 
need hospitalization (Baum & Rubenstein, 1987;  
Ettinger, Casani, Coon, Muller, & Piazza- Appel, 
1987; Lowenstein, Crescenzi, Kern, & Steel, 
1986). These facts confirm the idea that el-
der ED use is, in fact, appropriate and needed. 
A better system of coordinating care of OAs 
in the ED must be developed. Geriatricians, 
 internists, and specialty physicians should better  
understand the functioning and demands of 
both the ED and emergency physicians (EPs) 
so as to best leverage the resources commanded 
by the ED for optimal care of OAs.

 ▸ Epidemiology
The ED currently manages more than one-fourth 
of all U.S. acute care outpatient visits (Schuur & 
Venkatesh, 2012; Smith et al., 2012), and 38% of 
all ED patient visits are made by OAs. The ED 
cared for more than 175 million OAs from 2001 
to 2010 (Lo et al., 2017); this number increased 

by 25% through 2016, suggesting that ED use 
by OAs is outpacing the general demographic 
growth of this population. In addition, hospi-
tal admissions are now growing faster than out-
patient visits. If these trends continue, they will 
place ever-increasing demands on hospitals in 
terms of both ED visits and hospitalizations 
(Pines, Mullins, Cooper, Feng, & Roth, 2013).

The ED is the major source of  admissions 
to U.S. hospitals. More than 50% of U.S. non- 
obstetric hospitalizations are managed through 
the ED (Pitts, Niska, Xu, & Burt, 2008), with 
elder patients representing 32.5% to 57.3% of 
all general hospital admissions and 5.5% of all 
intensive care unit (ICU) admissions (Lo et al., 
2017). There is a linear  relationship between age 
and ED admission, with the odds of hospitaliza-
tion increasing 2.9% for each year of age greater 
than 65 years (Greenwald et al., 2016). For ev-
ery decade older than age 65 years, risk of ICU 
admission increases by 16% (Lo et al., 2017).

The determination of hospital admission 
versus discharge made in the ED establishes the 
course and cost of medical care for  approximately 
11 million elder patients annually (Schuur & 
Venkatesh, 2012). ED visits are associated with 
clinically meaningful functional decline within 
6 months of the ED visit (Nagurney et al., 2017). 
Moreover, half of older adults utilize the ED 
in the last month of life, and 75% in the last 6 
months of life (Smith, 2010). The critical role of 
EDs in care of this population highlights a need 
to improve systems of care and to better coor-
dinate care between EDs and providers of both 
inpatient and outpatient care.

 ▸ Challenges to Geriatric 
Care in the ED

EDs were designed to care for one acute disease 
state, illness, or injury isolated in time with epi-
sodic use. This intent does not correspond to the 
complex, interwoven subacute issues evolving over 
longer periods and requiring care  coordination 
that elder patients experience every day. OAs are 
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at high risk of adverse health outcomes follow-
ing an ED visit. At 3 months following such a 
visit, they experience a 5% mortality rate, a 20% 
hospitalization rate, and a 20% rate of repeat 
ED visits (Hastings, Schmader, & Sloane, 2007;  
McCusker, Cardin, & Bellavance, 2000; McCusker,  
Roberge, D., & Vadenboncoeur, 2009). These 
high death and utilization rates have been  
described as issues stemming from disease pro-
gression as well as from the coordination and 
navigation of the system of care, rather than be-
ing due to the specific care rendered in the ED 
(Schniter,  Martin-Khan, & Gray, 2011). However, 
emergency care leaders are concerned that ED 
visits do not always fully address the pathology 
causing the visit, nor does the ED arrange out-
patient intervention so as to prevent functional 
decline. In fact, many elders discharged from 
the ED experience clinically meaningful func-
tional  decline that is associated with increased 
mortality, institutionalization, and costs within 
6 months after their ED visit (Nagurney et al., 
2017).  Although elder ED patients receive more 
medical testing, physician attention, and medical 
admissions, they suffer excess morbidity and mor-
tality relative to younger adults (Aminzadeh &  
Dalziel, 2002; Wilber, Gerson, et al., 2006).

It is known that OAs with impaired func-
tional status should be targeted for close med-
ical surveillance and ready access to follow-up 
care when discharged from the ED. Yet most 
EDs do not routinely screen for, or readily 
identify, functional decline. One study demon-
strated that 75% of the time functional status is 
ignored in the ED, leading to concerns about 
poor ED practice (Wilber, Blanda, & Gerson, 
2006). In reality, functional decline among OAs 
is more likely to be a result of change in health-
care status or progression of existing disease, 
rather than a result of errant care in the ED 
(Schniter et al., 2011). Additional issues iden-
tified as adverse events resulting from defi-
cient ED practice include the under-triage of 
OA illness severity, lack of recognition of geri-
atric syndromes and depression, adverse medi-
cation events, and poor communication among 
clinicians (Schniter et al., 2011).

 ▸ ED Crowding  
and Boarding

Emergency department crowding describes the 
periodic mismatch between the supply of avail-
able healthcare staff and bed spaces in the ED 
and inpatient settings and the volume of pa-
tients needing these resources. Crowding results 
in long waits for evaluations and testing, and it 
places patients at considerable risk for adverse 
outcomes due to delay of evaluation and treat-
ment. Lack of primary care is a major contrib-
utor to ED use and the overcrowded conditions 
found in 90% of U.S. EDs. Better coordination 
of ED use by primary care providers, either by 
direct admissions or through discussions with 
ED providers can help alleviate inappropriate 
use of ED resources. ED crowding and inade-
quate inpatient capacity have been identified by 
the Institute of Medicine as a public health cri-
sis. Notably, mortality of admitted patients in-
creases with increased ED boarding time (Singer, 
Thode, Viccellio, & Pines, 2011), with OAs be-
ing especially vulnerable to morbidity and mor-
tality from prolonged waits for hospital beds.

Physicians diverting patients to the ED 
must understand the capacity of the ED at the 
time they are sending those patients for care. 
Care in clinics or by direct admission may at 
times be more appropriate for an individual, 
as well as safer for those patients already in the 
waiting room.

Boarding is the term used to describe the 
status of patients during the long wait for avail-
able inpatient beds after admission is requested. 
Boarding occurs largely due to limited hospital 
bed capacity. Boarders do not receive the same 
level of care from either the ED staff (who con-
sider their work complete) or the inpatient staff 
(who have not yet accepted full responsibility for 
the patient) (Hollander & Pines, 2007).

The general internal medicine service serves 
as a safety valve by accepting ED admissions of 
more subspecialty patients when the specialty beds 
are full, thereby reducing ED boarding. However, 
delay of discharge of general medicine patients can 
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true medical emergencies. Differences in ED  
admission rates have been identified with respect 
to patient gender, region of the United States, 
hospital size and type, patient race, and patient 
insurance (Greenwald et al., 2016). Hospital fac-
tors associated with increased admissions include 
smaller number of hospital beds, smaller phy-
sician staff size, and fewer total ED visits. Older 
patient populations and limited primary care ac-
cess also result in higher rates of ED hospital ad-
mission (Studnicki, Platonova, & Fisher, 2012).

Admission decisions made by emergency 
physicians are influenced by both medical and 
nonmedical factors. Indeed, one survey of emer-
gency physicians showed 51% of admissions were 
strongly or moderately influenced by nonmed-
ical factors. Primary among them were lack of 
information on the patient’s baseline condition, 
inadequate specialty care access, requirement for 
further diagnostics or procedures, and inadequate 
primary care access. These non-acuity-driven 
admissions are shorter and less costly than those 
admissions related to medical acuity, but lead 
to similar rates of ED readmissions and repeat 
hospitalization (Lewis Hunter, Spatz, Bernstein, 
& Rosenthal, 2016). Development of interdisci-
plinary protocols and pathways between geriatri-
cian leaders and emergency providers can help 
decrease variability and improve both health-
care delivery and utilization in this population.

Assessment and Treatment  
of Common Geriatric Conditions 
at Admission
The most common complaints in OAs present-
ing to the ED are chest pain, shortness of breath, 
and abdominal pain, all of which clearly include 
life threats in their differential diagnoses. The 
complaints for which older patients are most 
often treated and discharged include essential 
hypertension, superficial injury, upper respira-
tory infections, sprains and strains, abdominal 
pain, back problems, lower respiratory dis-
ease, headache, diabetes without complication, 

be a major cause of boarding. Inpatient providers 
and EPs must work together to ease the burdens 
imposed by ED boarding and help improve quality 
throughout. This can is done by decreasing hos-
pital length of stay and ensuring that  patients are 
discharged home as soon as appropriate (Powell 
et al., 2012). Physicians who can affect the rate 
of discharge from the hospital can significantly  
improve ED boarding. Discussions among admin-
istration, those physicians accepting and discharg-
ing inpatients, and ED leadership may result in 
solutions to improve ED boarding and  crowding. 
Review of specific hospital bed reservation poli-
cies, such as mandatory holding of beds for cardiac 
catheterization or other procedures, can smooth 
out the supply–demand relationship and thereby 
minimize delays in ED admissions (Levin et al., 
2008). Better matching of total number of ED  
admissions to hospital discharges improves the 
next-day ED length of stay and reduces ED wait 
times; improvements in this admission– discharge 
ratio can enhance hospital system performance 
 (Powell et al., 2012; Vermeulen et al., 2009).

Other strategies include development of in-
patient full capacity protocols, inpatient discharge 
coordination, and surgical schedule smoothing 
(Handel et al., 2012). Surgical smoothing involves 
even distribution of cases throughout the week 
for better allocation of preoperative and postop-
erative beds, staff, and other resources to more 
effectively distribute resources required for care 
for these patients as well as resources needed for 
patients throughout the institution.

 ▸ Variability of the ED 
Admission Decision

The decision to admit patients to the hospital var-
ies significantly from hospital to hospital, even 
when adjusting for patient demographic and pre-
sentation factors. This is likely due to variations 
in both hospital factors and physician behavior 
(Ismail & Pope, 2017). For instance, the ED may 
be used to admit patients for reasons other than 
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Cognition
In the discipline of emergency medicine, cog-
nitive disorders are prioritized by beginning 
with extreme life threats of coma and stupor. 
These conditions occur in 5% to 9% of elders 
who visit the ED and require immediate eval-
uation and treatment (Han & Wilber, 2013). 
This care is followed by discovery and stabili-
zation of immediate life threats characterized 
by the mnemonic WHHHIMPS: Wernicke’s/
Withdrawal, Hypoxia, Hypercarbia, Hypogly-
cemia, Hypertensive encephalopathy, Hyper/ 
Hypothermia or Hypothyroidism, Intracere-
bral hemorrhage, Ischemic Stroke, Meningitis/ 
encephalitis, Poisoning, and Status Epilepticus. 
After exhausting this list of dangerous issues, 
assessment and treatment can move to other 
less lethal problems.

Delirium is found in approximately 10% 
of elders who come to the ED (Elie et al., 
2000; Hustey & Meldon, 2002), but is recog-
nized only 35% of the time, with identification  
being more likely when the presentation is 
 associated with a transient ischemic attack or 
stroke. Missed  delirium may predispose pro-
viders to miss the patient’s underlying medical 
issue and, therefore, is associated with higher 
morbidity and mortality rates (Chiovenda, 
Vincetelli, & Alegiani, 2002; Inouye, 2006). 
Currently, the appropriate  management of 
symptoms of delirium in the ED remains un-
clear, with use of both nonpharmacologic and 
pharmacologic interventions being debated 
(Han & Wilber, 2013). A  clinically useful ac-
ronym suggesting probable causes of delirium 
is DELIRUMS:

 ■ Drugs
 ■ Environment and Endocrine
 ■ Low oxygen
 ■ Infections
 ■ Retention
 ■ Ischemia (cardiac/vascular)
 ■ Undernutrition
 ■ Metabolic, Metastatic
 ■ Subdural hematoma

open wounds, and subcutaneous tissue infec-
tions. The most common diagnoses leading to 
 hospital  admission include fluid and electrolyte 
 disorders, coronary atherosclerosis and other 
heart disease, cardiac dysrhythmias, congestive 
heart failure, nonspecific chest pain, chronic ob-
structive pulmonary disease, hypertension, and 
abdominal pain (Owens et al., 2010).

There is a tension between the need for timely, 
expedited emergency throughput  expected from 
EPs and a more complete assessment for com-
mon geriatric syndromes that impact  morbidity 
and mortality in hospitalized elders. ED  providers 
struggle with the necessity of more complete 
evaluations and view them as being more  
appropriately performed in the inpatient setting.

Even when limited to the subpopulation of 
high-risk elders, rather than all patients older 
than a given age, a comprehensive geriatric as-
sessment (CGA) is time intensive and unlikely 
to be routinely performed by ED providers 
(Graf, Zekry, Giannelli, Michel, & Chevalley, 
2011). In addition, a lack of rigorous evalua-
tions with standard implementation tools have 
been  documented in systematic reviews in the 
literature. This lack of effective tools has ruled 
out implementation of standard ED-based  
interventions targeted to reduce adverse out-
comes in OAs (Karam, Radden, Berall, Cheng, &   
Gruneir, 2015). A potentially more feasible solu-
tion is to offer a multidisciplinary CGA in an ED 
 observation unit, which may lead to targeted in-
terventions (Southerland, Vargas, Nagaraj, Cure, &  
Caterino, 2017).

Brief geriatric assessments (BGA) have been 
attempted in the ED. One six-item BGA tool re-
quired only minutes to complete, yet had poor 
prognostic value for identification of elders at risk 
of prolonged hospital stay (Launay, de Decker, 
Kabeshova, Annweiler, & Beauchet, 2014). The  
Emergency Geriatric Screening (EGS) tool, 
which screens for cognition, falls, mobility, and 
activities of daily living, was feasible in one study 
and identified undetected geriatric syndromes 
while predicting some subsequent care needs 
(Figure 38-1) (Schoenenberger et al., 2014). 
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Figure 38-1 Emergency Geriatric Screening (EGS) tool.
reproduced from Schoenenberger aW, Bieri C, Ozgüler O, Moser a, haberkern M, Zimmermann h, et al. a novel multidimensional geriatric screening tool in the eD: evaluation of feasibility and clinical relevance. 
Am J Emerg Med. 2014;32(6):623–8. Copyright 2014, with permission from elsevier.

emergency geriatric screening (egS) tool, consisting of short validated instruments for screening  
four domains (cognition, falls, mobility, and activities of daily living) [13, 19, 23].

Cognition

Instruction: Ask the patient the following questions. If the patient does not respond, the question is rated incorrect.

What day is today? Incorrect* Correct

What is the date today? (± 1 day is correct) Incorrect* Correct

What year is this? Incorrect* Correct

Spell “radio” backwards. Incorrect Correct

Evaluation consistent with impairment of cognition (if one single  
response was incorrect): Yes No

Falls

Instruction: Rate the following questions considering all availale sources (patient, proxy, 
observation, reports).

Did the patient present to the ED because of a fall? Yes* No

Did the patient have one or more falls during the last 12 months? Yes No

Evaluation consistent with patient history of falls (if one single response was yes): Yes No

Mobility

Instruction: Rate the following question considering all available sources (patient, proxy, 
observation, reports).

Did the patient require walking aids (cane, wheeled walker, or helping person) in- or 
outdoors before presenting to the ED?

Yes No

Instruction: Rate the following questions according to the current situation in the ED.

Is the patient currently confined to bed? Yes* No

Does the patient currently need help (walking aids or helping person) to get out of bed? Yes* No

Does the patient need ≥20 seconds for the Timed Up and Go Test? Yes No

Evaluation consistent with impairment of mobility (if one single  
response was yes): Yes No

ADL

Instruction: Rate the following question considering all available sources (patient, proxy, 
observation, reports).

Did the patient require assistance for personal hygiene (sponge bath, tub bath, or 
shower) before presenting to the ED?

Yes* No

Instruction: Rate the following questions according to the current situation in ED.

Is the patient currently confined to bed or does he need help (walking aid  
or helping person) to get out of bed?

Yes* No

Does the patient require assistance (for direct help or instruction) for dressing  
(clothes or shoes)?

Yes* No

Does the patient require assistance (for direct help or instruction) for toileting? Yes* No

Does the patient require assistance (for direct help or instruction) for feeding? Yes No

Evaluation consistent with impairment in ADL (if one single response was yes): Yes No

aDL = activities of daily living; eD = emergency department.
*If one of the responses marked with an asterisk applies, the rater may directly proceed to evaluating the domain (hierarchical structure).
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excess cost. Recognition of and intervention to pro-
tect at-risk elders is considered to be a high-priority  
area for emergency medicine, yet prior efforts to 
address one or more of these issues have met with 
variable results. Fortunately, there are promising 
developments in this area that may improve the 
care of elders who are vulnerable to falls.

As many as 33% of elderly patients who 
suffer falls and are discharged home from the 
ED experience trauma-related functional de-
cline within 3 months (Sirois et al., 2013). Even 
falls without injury result in loss of mobility and 
social participation (Lo, Brown, Sawyer, Ken-
nedy, & Allman, 2014). Elder falls are the lead-
ing cause of injury deaths in persons older than 
age 65, and more than one-third of those indi-
viduals require ED revisits (Liu, Obermeyer, 
Chang, & Shankar, 2015). In one study, 35% 
of elderly patients who experienced a fall had 
one or more ED presentations, and 20.3% were 
found to have had one or more hospital admis-
sions in the preceding 12 months. Fall-related 
ED presentation led directly to hospital admis-
sion in 42.7% of the cases, with the majority of 
these patients (78.0%) then receiving acute care 
only. The hospital length of stay was 14.4 days 
for men and 13.7 days for women; the remaining 
patients underwent further inpatient rehabili-
tation, with that length of stay being 35.6 days 
for men and 30.1 days for women (Close et al., 
2012).Older patients presenting to the ED after 
a fall had high injury rates, high admission rates, 
and often prolonged hospitalization.

The additional healthcare costs among  
elders who experience falls range from $3500 
to $11,000 for non-injurious falls to $27,000 to 
$39,507 for those patients with serious injury 
(Woolcott, Khan, Mitrovic, Anis, & Marra, 2012; 
Wu, Keeler, Rubenstein, Maglione, & Shekelle, 
2010). Based on 2012 data, the cost of the typ-
ical ED elder evaluation in the wake of a fall is 
$1200, with this cost rising to $12,000 for each 
hospital admission. ED decisions to admit or dis-
charge a patient who falls control the course and 
cost of care for approximately 11 million older 
adults in the United States annually (Schuur & 
Venkatesh, 2012).

Other contributors to cognitive impairment, 
including dementia, occur in 15% to 40% of  
elders who visit the ED (Hustey, Meldon, Smith, 
& Lex, 2003), but are identified less than 50% 
of the time (Kakuma et al., 2003). In general, 
because dementia is considered to be a chronic 
condition, the diagnostic evaluation is not spe-
cifically viewed as an ED-relevant issue. Since 
1996, several emergency medicine groups have 
called for routine formal evaluation of patients 
for cognitive impairment using specific tools like 
the Mini-Mental Status Exam (Sanders, 1996). 
To date, routine ED use of such tools has not 
been implemented.

The ideal tool to screen for cognitive im-
pairment should be brief, usable by ED staff, and 
simple; require minimal equipment and train-
ing; and be highly sensitive and specific. Only 
a few tools have managed to meet this demand-
ing list of criteria. The recommended screening 
tools to detect cognitive dysfunction in elder ED 
patients include the Brief Alzheimer’s Screen, 
Short Blessed Test, Ottawa 3DY, and the caregiv-
er-completed AD8 (Carpenter et al., 2003). The 
recommended delirium screening tools include 
the Confusion Assessment Method (CAM), the 
CAM-ICU, the 3D CAM, and the Delirium T riage 
Screen plus the Brief CAM (Inouye et al., 1990). 
In 2013, Han, Wilson, Vasilevskis, Shintani, and 
Schenelle, recommended use of the Delirium 
Triage Screen with the Brief CAM as valid and 
reliable and meeting most of the criteria for ED 
screening. Systematic reviews in the emergency 
medicine literature, however, have not found ad-
equate validation of screening tools for cognitive 
impairment (LaMantia, Messina, Hobgood, & 
Miller, 2014). Further work is needed between 
geriatricians and emergency medicine profes-
sionals to determine the best method and tim-
ing of evaluation for cognitive disorders in this 
patient population.

Falls
Elder falls present the ominous combination of 
high prevalence, significant morbidity and mortal-
ity, increased healthcare utilization, and substantial 
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Pain
Pain is the symptom most frequently reported 
by ED patients (Cordell et al., 2002). Unfortu-
nately, pain in the OA population is often inade-
quately managed (Todd et al., 2007). One reason 
for this inadequacy is the significant variability 
in the assessment, reassessment, and treatment 
of OAs’ pain in the ED (Hwang, Richardson, 
 Harris, & Morrison, 2010; Platts-Mills et al., 
2012; Platts-Mills et al., 2016).

The Society for Academic Emergency Med-
icine and the American College of Emergency 
Physicians have developed quality  improvement 
(QI) indicators for pain management of ED elders 
(Terrell et al., 2009) (Box 38-2). These guidelines 
list goals that ED providers should attain in care 
of elders with pain. All too often, however, pain 
protocol improvements are not sustained without 
routine monitoring, thereby implying that edu-
cation should be linked with  quality  metrics and 
staff feedback for lasting  effect.  Hogan, Howell, 
 Cursio, Wong, & Dale (2016) linked staff  education 
and pain protocols to quality  monitoring with re-
porting back to staff members, and demonstrated 
significant reductions in  final pain score and in-
tensity as well as increased both pain  reassessment 
and analgesic administration to implementation 
of such protocols.

The ED is a convenient location to screen, 
evaluate, and risk-stratify older adults at risk 
for many geriatric syndromes (Carpenter et al., 
2014). Approximately one-third are revealed to 
have fallen previously, so detection in the ED 
can prompt referral to falls prevention programs 
(Bell, Talbot-Stern, & Hennessy, 2000).

The Geriatric Emergency Department (GED) 
guidelines for optimal care of older adults who 
fall have been enthusiastically endorsed by multi-
ple prominent emergency medicine and geriatric 
physician and nursing organizations (Box 38-1). 
Even so, much ED care is discordant with these 
recommendations (Tirrell et al., 2015). Most 
older patients who visit the ED do not receive 
any guideline-directed falls management (Salter 
et al., 2006). Even when ED fall-risk evaluation 
occurs, fewer than 15% of patients discharged 
from the ED receive follow-up instructions to 
address these issues (Carpenter & Lo, 2015). 
When elderly patients who visit the ED for falls 
do not receive guideline care, their morbidity, 
mortality, utilization, and cost profiles are sig-
nificantly worse compared to their peers who 
do receive such care (Platts-Mills et al., 2016). 
The magnitude of the economic and social costs 
of falls in older adults underscores the need for 
active research and interventions in the field of 
elder ED falls.

Box 38-1  Geriatric emergency Department (GeD) Guidelines for Optimal  
Care of Older adults Who Fall

1. Increase the detection of life-threatening events precipitating the fall.
2. Identify the cause of the fall as an acute condition, a progression of preexisting disease, or an 

accelerated general decline. Initiate treatment and ensure appropriate disposition.
3. Evaluate and treat post-fall traumatic injuries.
4. Provide urgent medication review and reconciliation.
5. Provide timely physical therapy evaluation and referral to outpatient therapy as needed.
6. Develop and operationalize an ED elder fall risk assessment protocol appropriate for the 

resources found at each institution.
7. Develop and operationalize linkage to elder services to decrease fall risk and enhance patient 

safety.
8. Optimize transitions of care through interdisciplinary communications and standardized referral 

protocol development.
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targeted based on age or disability. This mis-
treatment may include physical, verbal, sex-
ual, neglect, and financial exploitation (Dong, 
2015). Estimates of elder mistreatment preva-
lence in community-dwelling OAs range from 
5% to 10% (Lachs & Pillemer, 2015).

Elder abuse may result in physical injuries 
or illnesses that prompt an emergency evalu-
ation; thus, EDs are an important setting for 
identifying this problem. Unfortunately, failure 
to identify and document elder mistreatment is 
commonplace; the proportion of documented 
cases presenting through EDs today is signifi-
cantly lower than previous estimates (0.013%) 
(Evans, Hunold, Rosen, & Platts-Mills, 2017).

A number of explanations have been offered 
for the delays and failure to detect elder abuse. 
Physician factors include lack of formal train-
ing in assessment of elder mistreatment, lack 
of knowledge of the steps required to report it, 
and lack of documentation of the diagnosis in 
the medical record (Jones, Veenstra, Seamon, & 
 Krohmer, 1997). Patients may be unable to self- 
report abuse or neglect due to cognitive issues, 
or because they fear retribution by the perpetra-
tors. In addition, the presentation of conditions 
that may result from abuse, such as falls and frac-
tures, commonly occur from accidental injuries or 
trauma, making it difficult to make the  diagnosis  
(Gibbs, 2014).

Assessing patients for abuse takes time 
and requires caution: The provider must con-
sider the risk of false accusation when abuse is 

Medication Management
The average OA is prescribed from three to six 
medications daily, and older patients experience 
adverse drug events at a rate double that found 
among younger patients (Budnitz et al., 2006). 
EPs do not routinely screen for adverse drug re-
actions or drug–drug interactions; moreover,  
although 10% to 16% of OA present with ad-
verse drug events, only half of these problems 
are correctly diagnosed in the ED (Hohl, Lord, 
 Colacone, & Pépin, 2005). In addition, 31% of 
OAs who visit the ED are on a Beers-identified 
potentially inappropriate mediation (Beers, 1997; 
Hohl, Dankoff, Colacone, & Afilalo, 2001), yet 
a startling 13% of elder patents receive at least 
one Beers-listed prescription in the ED and 20% 
receive more than one such potentially inappro-
priate prescription drug at discharge (Caterino, 
Emond, & Camargo, 2004).

Published minimal geriatric competencies 
for emergency medicine residents recommend 
training in selection and dosing of medications, 
identification of potential drug interactions, and 
proper explanation of newly prescribed medica-
tions when discharging seniors (Hogan et al., 2010).

Elder Mistreatment
Elder abuse or neglect is defined as any action 
against an OA that results in harm or risk of 
harm and is carried out by a person in an ex-
pected trusting relationship or when the OA is 

Box 38-2 pain Management of Older adults in the eD

1. A formal pain assessment should be documented within 1 hour of the patient’s arrival.
2. If the patient remains in the ED longer than 6 hours, a second pain assessment should be documented.
3. If the patient receives pain treatment in the ED, a pain reassessment should be documented 

prior to discharge home.
4. For patients with moderate to severe pain, pain treatment should be initiated or a reason why 

treatment was not initiated should be documented.
5. Meperidine (Demerol) should be avoided.
6. If a patient is prescribed opioid analgesic upon discharge, a bowel regimen should always be provided.

Data from terrell, K. M., hustey, F. M., hwang, U., Gerson, L. W., Wenger, N. S., & Miller, D. K. (2009). Quality indicators for geriatric emergency care. Academic 
Emergency Medicine, 16(5), 441–449.
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outcomes in trauma patients, although it is un-
clear whether the differences in older individuals’ 
outcomes reflect decreased physiologic reserve,  
associated preexisting conditions, or other factors.

Aggressive trauma care, including early 
injury management and rehabilitation, can re-
sult in good outcomes for elder trauma victims. 
The American College of Surgeons’ Trauma 
 Quality Improvement Program (TQIP) has 
developed Geriatric Trauma Management 
 Guidelines that recommend geriatric consulta-
tion for injured OAs. Early consultation increases  
adherence to the TQIP guidelines, as evidenced 
by quality indicators such as higher rates of  
delirium diagnosis, documentation of patients’ 
living situation, code status, documentation in 
the form of a medications list, and recommen-
dation of physical therapy (Southerland, Gure, 
et al., 2017). Furthermore, the addition of mul-
tidisciplinary geriatric medicine in the care of 
OA trauma victims reduces hospital-acquired 
complications such as functional decline, falls,  
delirium, and death (Fallon et al., 2006).

The EAST Geriatric Trauma Guidelines, 
published in 2003, provide evidence-based rec-
ommendations that could be used to guide med-
ical decision making in care of geriatric trauma 
patients (Jacobs et al., 2003). According to these 
guidelines:

 ■ As many as 85% of elder trauma patients 
will return to independent function.

 ■ Advanced patient age should lower the 
threshold for emergency medicine service 
providers to divert patients to Level 1 trauma  
centers.

 ■ Elders should be preferentially diverted to 
Level 1 trauma centers, should they exist, 
to increase survival.

 ■ Age itself is not predictive of poor outcomes 
and, therefore, should not be used as the 
sole criterion for determining or limiting 
advanced care.

 ■ A Glasgow Coma Scale (GCS) score of 8 or 
less, especially if persistent for more than  
72 hours, is associated with a dismal prognosis.

 ■ Presence of an arterial base deficit of 6 or less 
within 1 hour of admission is associated with 

not present. To overcome these challenges, a 
team-based approach that engages emergency 
medical services, triage providers, nurses, ra-
diologists and technicians, social workers, and 
care managers has been proposed. The Recog-
nizing Mistreatment in Older Adults chapter pro-
vides more details.

Elder mistreatment and neglect have been 
associated with higher rates of hospitalization. 
One population-based prospective study demon-
strated that elder abuse is associated with in-
creased rates of hospitalization in instances of 
both suspected and confirmed abuse (Dong & 
Simon, 2013b). Psychological abuse, financial 
exploitation, and caregiver neglect are each in-
dependently associated with higher rates of hos-
pitalization. The risk of hospitalization increases 
when patients are subjected to two or more forms 
of abusive acts—a relationship that holds across 
different levels of sociodemographic, socioeco-
nomic, and health-related or psychosocial factors, 
as well as across various levels of comorbidity 
and cognitive or physical impairment.

Elder mistreatment is also associated with 
higher rates of admission to skilled nursing fa-
cilities (SNFs), and with stays in these institu-
tions often lasting more than 30 days (Dong 
& Simon, 2013a). Psychological abuse, physi-
cal abuse, financial exploitation, and caregiver 
neglect have each been associated with an in-
creased rate of SNF admission, though neglect 
conferred the highest risk for SNF admission. 
This information could be useful in decreasing 
length of stay and planning for hospital dis-
charge in victims of such abuse.

Geriatric Trauma
The overall discussion of the emergency evaluation 
and management of geriatric trauma is beyond the 
scope of this chapter. Instead, the focus here is on 
determinants of immediate and in-hospitalization  
morbidity and mortality, and the role of geri-
atrics providers in the care of geriatric trauma 
 patients. Trauma is the seventh leading cause of 
elder mortality, with standing height falls being 
a leading mechanism of elder trauma. Age it-
self has been identified as a risk factor for poor 
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The Injury Severity Score (ISS) is the most 
widely studied measure of anatomic or physio-
logic severity of illness; it is a predictor of poor out-
comes in elder trauma studies. However, the ISS 
has limited early prognostic capability due to the 
delays in data points required to calculate the score.

Cardiac, infectious, and pulmonary com-
plications are all predictive of poor geriatric 
trauma outcomes. Preventable complications 
contribute to 32% to 62% of elder trauma deaths 
 (Pellicane, Byrne, & DeMaria, 1992). Prevention 
of such complications is, therefore, imperative.

Taken together, optimal care of the geri-
atric trauma patient requires the support of a 
multidisciplinary team that engages geriatrics 
experts alongside the trauma team.

Risk Assessment for Adverse 
Outcomes
Attempts to risk-stratify OAs at risk for poor 
outcomes on either discharge from the ED or 
admission to the hospital from the ED are not 
new. Many studies have looked at predictors from 
both usual care parameters and use of various 
screening tools. To date, most show that further 
study is warranted before reliable predictors can 
be recommended (Aminzadeh & Dalziel, 2002). 
Risk stratification instruments to date have been 
impractical, inaccurate, and unreliable; they do 
not accurately distinguish high- or low-risk sub-
sets (Carpenter et al., 2015).

The Identification of Seniors at Risk (ISAR) 
is one of the most commonly cited risk screen-
ing tools in the ED (Figure 38-2). A prospective 
study utilizing ISAR screening identified high-
risk patients who were older, using more medi-
cations, and requiring urgent ED care, and who 
had longer ED lengths of stay. The ISAR pre-
dicted ED returns but was not predictive of hos-
pital admission or readmission rates in 30 or 180 
days (Tavares, Sa-Couto, Bolz, & Capezuti, 2017).

Other tools include the Modified Early 
Warning Score (MEWS) and the VitalPac Early 
Warning Score (VIEWS), which incorporates 
physiologic parameters such as vital signs, level of 
consciousness, and urine output into a prediction 

66% mortality and of itself may suggest occult 
shock, the need for intensive care, greater extent 
of shock, and inadequacy of resuscitation.

 ■ Post-injury complications are more severe 
in OAs than those in younger patients, so 
targeted preventive therapies should be 
instituted.

 ■ Class III evidence shows that both an initial 
respiratory rate of less than 10 breaths per 
minute and a trauma score of less than 7 
are each associated with a 100% mortality 
rate. Consideration of early palliation exists 
for these patients; however, this evidence is 
only level III, which limits its applicability 
to individual patients.

 ■ There is no literature to support any specific 
age older than which in-hospital mortality 
can be predicted with any confidence.

 ■ A profound perfusion deficit may be present 
in “stable”-appearing elder trauma patients 
secondary to low cardiac output, suggesting 
early invasive hemodynamic monitoring 
may improve survival (Gubler et al., 1997).
Data from Jacobs, D. G., Plaisier, B. R., Barie, P. S., 
Hammond, J. S., Holevar, M. R., Sinclair, K. E., . . . 
EAST Practice Management Guidelines Work Group. 
(2003). Practice Management Guidelines for Geriatric 
Trauma: The EAST Practice Management Guidelines 
Work Group. The Journal of Trauma: Injury, Infection, 
and Critical Care, 54(2), 391–416.

Consideration of preexisting conditions 
(PECs) has some ability to predict the likeli-
hood of adverse outcomes in elder trauma pa-
tients. Interestingly, the effect of PECs becomes 
progressively less pronounced with advanc-
ing age. PECs are found in 30% of trauma pa-
tients older than 65 years (McMahon, Schwab, 
& Kauder, 1996), and 69% of those older than 
75 years (Kauder & Schwab, 1990). In a study 
of almost 8000 trauma patients, Milzman et al. 
(1992) found a threefold mortality increase in 
patients with PECs. Gubler et al. (1997) exam-
ined 9424 elder trauma patients and discovered 
a 5-year mortality increase of 2 to 8.4 times in 
this population depending on the number and 
severity of PECs. It is uncertain which specific 
PECs have predictive value in this context.

Variability of the ED Admission Decision 411

www.ketabpezeshki.com                                 66485438-66485457



ED leaders and staff alike have recognized OAs 
as a distinct ED population requiring specific 
policies, protocols, procedures, personnel, and 
equipment for optimal care. EDs have strategically 
implemented such specific changes for  optimal 
elder care. Some EDs have implemented so many 
specific elder changes that they consider them-
selves “centers of excellence” in  elder emergency 
care and designate themselves as  “senior friendly” 
or “geriatric emergency departments” (GEDs)  
(Hogan, Olade, & Carpenter, 2014).  Recommended 
GED features are detailed in the Geriatric Emer-
gency Department Guidelines (Cordell et al., 
2002). These features are considered so import-
ant to the future of elder emergency care that the 
external validation of hospitals implementing el-
der care initiatives will soon occur. Accreditation 
of GEDs by the American College of Emergency 
Physicians will begin in 2018 (Carpenter et al., 
2017). While this is an important step, major  
improvements in care of OAs who present to the 
ED requires a multipronged approach that in-
corporates education and system-wide changes.

model. Both the MEWS and VIEWS scoring sys-
tems can predict requirement of hospitalization 
and in-hospital mortality of older ED patients  
(Dundar et al., 2016). The high-sensitivity  
C-reactive protein-to-albumin ratio is higher in 
elders experiencing all-cause hospital mortality 
and may serve as a surrogate marker of disease 
severity (Oh et al., 2017). The Palliative Perfor-
mance Scale (PPS) may predict survival in older 
patients admitted to the hospital from the ED, 
but has yet to be prospectively studied (Babcock, 
Gould Kuntz, Kowalsky, Calitri, & Kenny, 2016).

 ▸ The Future of 
Geriatric ED Care: 
Geriatric Emergency 
Department Guidelines

To address both the severity of illness and the 
poor outcomes experienced by elderly patients, 

Figure 38-2 Identification of Seniors at Risk (ISAR).
reproduced from McCusker, J., Bellavance, F., Cardin, S., trepanier, S., Verdon, J., & ardman, O. (1999). Detection of older people at increased risk of adverse health outcomes after an emergency visit: the ISar 
screening tool. Journal of the American Geriatrics Society, 47(10), 1229–1337.

1) Before the illness or injury that brought you to
 the emergency department, did you need
 someone to help you on a regular basis?

ISAR

2) Since the illness or injury that brought you to
 the emergency department, have you needed
 more help than usual to take care of yourself?

3) Have you been hospitalized for one or more
 night during the past six months (excluding a
 stay in the emergency department)?

4) In general, is your sight good?

5) In general, do you have serious problems with
 your memory?

6) Do you take more than three different
 medications every day?

Yes

1

1

1

0

1

1

No

0

0

0

1

0

0
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emergency department patients: Brief Alzheimer’s  
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Carpenter, C. R., Hwang, U., Biese, K., Carter, D., Hogan, T. 
M., Karounos, M., . . . Stern, M. (2017). ACEP accredits 
geriatric emergency care for emergency departments. 
ACEP Now, 36(4).

Carpenter, C. R., & Lo, A. X. (2015). Falling behind? 
Understanding implementation science in future 
emergency department management strategies for 
geriatric fall prevention. Academic Emergency Medicine, 
22(4), 478–480.

Carpenter, C. R., Shelton, E., Fowler, S., Suffoletto, B., 
Platts-Mills, T. F., Rothman, R. E., & Hogan, T. M. 
(2015). Risk factors and screening instruments to 
predict adverse outcomes for undifferentiated older 
emergency department patients: A systematic review 
and meta-analysis. Academic Emergency Medicine, 
22(1), 1–21.

Carpenter, C. R., Rosenberg, M., Christensen, M., & Blanda, 
M. (2014). Geriatric emergency medicine guidelines for 
staffing, training, protocols, infrastructure, and quality 
improvement. Emergency Medicine Reports, 35, 1–12.

Caterino, J. M., Emond, J. A., & Camargo, C. A. (2004). 
Inappropriate medication administration to the acutely 
ill elderly: A nationwide emergency department study, 
1992–2000. Journal of the American Geriatrics Society, 
52, 1847–1855.

Chiovenda, P., Vincetelli, G. M., & Alegiani, F. (2002). 
Cognitive impairment in elderly ED patients: Need for 
multidimensional assessment for better management 
after discharge. American Journal of Emergency Medicine, 
20, 332–335.

Close, J. C., Lord, S. R., Antonova, E. J., Martin, M., Lensberg, 
B., Taylor, M., . . . Kelly, A. (2012). Older people presenting 
to the emergency department after a fall: A population 
with substantial recurrent healthcare use. Emergency 
Medicine Journal, 29(9), 742–747.

Cordell, W. H., Keene, K. K., Giles, B. K., Jones, J. B., Jones, 
J. H., & Brizendine, E. J. (2002). The high prevalence 
of pain in emergency medical care. American Journal 
of Emergency Medicine, 20(3), 165–169.

Dong, X. Q. (2015). Elder abuse: Systematic review and 
implications for practice. Journal of the American 
Geriatrics Society, 63, 1214–1238.

Dong, X., & Simon, M. A. (2013a). Association between 
reported elder abuse and rates of admission to skilled 
nursing facilities: Findings from a longitudinal population 
based cohort study. Gerontology, 59(5), 464–472. doi: 
10.1159/000351338

Dong, X. Q., & Simon, M. A. (2013b). Elder abuse as a 
risk factor for hospitalization in older persons. JAMA 
Internal Medicine, 173(10), 911–917. doi: 10.1001 
/jamainternmed.2013.238

Dundar, Z. D., Ergin, M., Karamercan, M. A., Ayranci, K., 
Colak, T., Tuncar, A., . . . Gul, M. (2016). Modified Early 

 ▸ Summary
Over one-quarter of all acute care visits in the 

U.S. are managed in the high stress, time limited 
ED environment, which is not conducive to the 
evaluation of the complex interwoven subacute 
conditions so often present in older adults. Imple-
mentation of the Geriatric Emergency Department 
Guidelines can help improve an EDs focus on the 
most high yield older adult issues. This guideline 
implementation may decrease ED variability in  
assessment and treatment, and improve both in-
terdisciplinary cooperation and transitions of care.

Cognitive disorders, falls, medication man-
agement, pain control, elder mistreatment, and 
risk assessment for adverse outcomes are high 
impact targets where enhanced communication 
and collaboration between geriatricians and 
emergency physicians can enhance ED care for 
our vulnerable older adult population.

References
Aminzadeh, F., & Dalziel, W. B. (2002). Older adults in the 

emergency department: A systematic review of patterns of 
use, adverse outcomes, and effectiveness of interventions. 
Annals of Emergency Medicine, 39(3), 238–247.

Babcock, M., Gould Kuntz, J., Kowalsky, D., Calitri, N., 
& Kenny, A. M. (2016). The Palliative Performance 
Scale predicts three- and six-month survival in older 
adult patients admitted to the hospital through the 
emergency department. Journal of Palliative Medicine, 
19(10), 1087–1091.

Baum, S. A., & Rubenstein, L. Z. (1987). Old people in 
the emergency department: Age-related differences 
in emergency department use and care. Journal of the 
American Geriatrics Society, 35, 398–404.

Beers, M. H. (1997). Explicit criteria for determining potentially 
inappropriate medication use by the elderly: An update. 
Archives of Internal Medicine, 157, 1531–1536.

Bell, A. J., Talbot-Stern, J. K., & Hennessy, A. (2000). 
Characteristics and outcomes of older patients presenting 
to the emergency department after a fall: A retrospective 
analysis. Medical Journal of Australia, 21(4), 179–182.

Budnitz, D. S., Pollock, D. A., Weidenbach, K. N., Mendelsohn,  
A. B., Schroeder, T. J., & Annest, J. L. (2006). National 
surveillance of emergency department visits for outpatient 
adverse drug events. Journal of the Anerican Medical 
Association, 296, 1858–1866.

Carpenter, C. R., Bassett, E. R., Fischer, G. M., Shirshekan, J.,  
Galvin, J. E., & Morris, J. C. (2003). Four sensitive 
screening tools to detect cognitive dysfunction in geriatric 

413References

www.ketabpezeshki.com                                 66485438-66485457



quality intervention. Journal of the American Geriatrics 
Society, 64(12), 2566–2571.

Hogan, T. M., Losman, E. D., Carpenter, C. R., Sauvigne, 
K., Irmiter, C., Emanuel, L., & Leipzig, R. M. (2010). 
Development of geriatric competencies for emergency 
medicine residents using an expert consensus process. 
Academic Emergency Medicine, 17(3), 316–324.

Hogan, T. M., Olade, T. O., & Carpenter, C. R. (2014). A 
profile of acute care in an aging America: Snowball 
sample identification and characterization of united 
states geriatric emergency departments in 2013. Academic 
Emergency Medicine, 21(3), 337–346.

Hohl, C. M., Dankoff, J., Colacone, A., & Afilalo, M. (2001). 
Polypharmacy, adverse drug-related events, potential 
adverse drug interactions in elderly patients presenting 
to an emergency department. Annals of Emergency 
Medicine, 38, 666–671.

Hohl, C. M., Lord, V., Colacone, A., & Pépin, J. (2005). 
Emergency physician recognition of adverse drug-related 
events in elder patients presenting to an emergency 
department. Academic Emergency Medicine, 12, 197–205.

Hollander, J. E., & Pines, J. M. (2007). The emergency 
department crowding paradox: The longer you stay, 
the less care you get. Annals of Emergency Medicine, 
50(5), 497–499.

Hustey, F. M., & Meldon, S. W. (2002). The prevalence and 
documentation of impaired mental status in elderly 
emergency department patients. Annals of Emergency 
Medicine, 39, 248–253.

Hustey, F. M., Meldon, S. W., Smith, M. D., & Lex, C. K. 
(2003). The effect of mental status screening on the 
care of elderly emergency department patients. Annals 
of Emergency Medicine, 41(5), 678–686.

Hwang, U., Richardson, L. D., Harris, B., & Morrison, R. 
S. (2010). The quality of emergency department pain 
care for older adult patients. Journal of the American 
Geriatrics Society, 58(11), 2122–2128.

Inouye, S. K. (2006). Delirium in older persons. New England 
Journal of Medicine, 354, 1157–1165.

Inouye, S. K., van Dyck, C. H., Alessi, C. A.,  Balkin, S.,  Seigal, 
A. P., & Horwitz, R. I. (1990). Clarifying confusion: The 
confusion assessment method: A new method for detection 
of delirium. Annals of Internal Medicine, 113(12), 941–948.

Ismail, S. A., & Pope, I. (2017). Risk factors for admission 
at three urban emergency departments in England: A 
cross-sectional analysis of attendances over 1 month. 
BMJ Open, 22(6), e011547.

Jacobs, D. G., Plaisier, B. R., Barie, P. S., Hammond, J. S., 
Holevar, M. R., Sinclair, K. E., . . . & EAST Practice 
Management Guidelines Work Group. (2003). Practice 
management guidelines for geriatric trauma: The EAST 
Practice Management Guidelines Work Group. Journal 
of Trauma and Acute Care Surgery, 54(2), 391–416.

Jones, J. S., Veenstra, T. R., Seamon, J. P., & Krohmer, J. (1997). 
Elder mistreatment: National survey of emergency 
physicians. Annals of Emergency Medicine, 30(4), 473–479.

Warning Score and VitalPac Early Warning Score in 
geriatric patients admitted to emergency department. 
European Journal of Emergency Medicine, 23(6), 406–412.

Elie, M., Rousseau, F., Cole, M., McCusker, J., Primeau, F., &  
Bellavance, F. (2000). Prevalence and detection of 
delirium in elderly emergency department patients. 
Canadian Medical Association Journal, 163, 977–981.

Ettinger, W. H., Casani, J. A., Coon, P. J., Muller, D. C., & 
Piazza-Appel, K. (1987). Patterns of use of the emergency 
department by elderly patients. Journal of Gerontology, 
42, 638–642.

Evans, C. S., Hunold, K. M., Rosen, T., & Platts-Mills, T. F. (2017). 
Diagnosis of elder abuse in U.S. emergency departments. 
Journal of the American Geriatrics Society, 65(1), 91–97.

Fallon, W., Rader, R., Zyzanski, S., Mancuso, C., Martin, 
B., Breedlove, L., . . . Campbell, J. (2006). Geriatric 
outcomes are imporved by a geriatric trauma consultation 
service. Journal of Trauma and Acute Care Surgery, 
61(5), 1040–1046.

Gibbs, L. M. (2014). Understanding the medical markers of 
elder abuse and neglect: Physical examination findings. 
Clinics in Geriatric Medicine, 30, 687–712.

Graf, C. E., Zekry, D., Giannelli, S., Michel, J. P., & Chevalley, 
T. (2011). Efficiency and applicability of comprehensive 
geriatric assessment in the emergency department: A 
systematic review. Aging Clinical and Experimental 
Research, 23(4), 244–254. doi: 10.3275/7284

Greenwald, P. W., Estevez, R. M., Clark, S., Stern, M. E., 
Rosen, T., & Flomenbaum, N. (2016). The ED as the 
primary source of hospital admission for older (but 
not younger) adults. American Journal of Emergency 
Medicine, 34(216), 943–947.

Gubler, K. D., Davis, R., Koepsell, T., Soderberg, R., Maier, R. 
V., & Rivara, F. P. (1997). Long-term survival of elderly 
trauma patients. Archives of Surgery, 132, 1010–1014.

Han, J. H., Wilson, A., Vasilevskis, E. E., Shintani, A., & 
Schnelle, J. F. (2013). Diagnosing delirium in older 
emergency department patients: Validity and reliability 
of the delirium triage screen and the brief confusion 
assessment method. Academic Emergency Medicine, 
62(5), 457–465.

Han, J. H., & Wilber, S. T. (2013). Altered mental status in 
older patients in the emergency department. Clinics in 
geriatric medicine, 29(1), 101–136.

Handel, D. A., Ginde, A., Raja, A., Rogers, J., Sullivan, A. F., 
Espinola, J. A., & Camargo, C. A. Jr. (2012). Implementation 
of crowding solutions from the American College of 
Emergency Physicians Task Force report on boarding. 
International Journal of Emergency Medicine, 21(4), 279–286.

Hastings, S. N., Schmader, K. E., & Sloane, R. J. (2007). Adverse 
health outcomes after discharge from the emergency 
department: Incidence and risk factors in a veteran 
population. Journal of General Internal Medicine, 22, 1527.

Hogan, T. M., Howell, M. D., Cursio, J. F., Wong, A., & Dale, 
W. (2016). Improving Pain Relief in Elder Patients 
(I-PREP): An emergency department education and 

414 Chapter 38 Emergency Department Assessment at the Time of Hospitalization 

www.ketabpezeshki.com                                 66485438-66485457



McCusker, J., Roberge, D., & Vadenboncoeur, A. (2009). Safety 
of discharge of seniors from the emergency department 
to the community. Healthcare Quarterly, 12, 24–32.

McMahon, D. J., Schwab, C. W., & Kauder, D. (1996). 
Comorbidity and the elderly trauma patient. World 
Journal of Surgery, 20, 1113–1120.

Milzman, D. P., Boulanger, B. R., Rodriguez, A., Soderstrom, 
C. A., Mitchell, K. A., & Magnant, C. M. (1992). 
Pre-existing disease in trauma patients: A predictor 
of fate independent of age and injury severity score. 
Journal of Trauma, 32, 236–243.

Nagurney, J. M., Fleischman, W., Han, L., Leo-Summers, 
L., Allore, H. G., & Gill, T. M. (2017, January 6). 
Emergency department visits without hospitalization 
are associated with functional decline in older persons. 
Annals of Emergency Medicine, 69(4), 426–433. [Epub 
ahead of print]. doi: 10.1016/j.annemergmed.2016.09.018

Oh, J., Kim, S. H., Park, K. N., Oh, S. H., Kim, Y. M., Kim, 
H. J., & Youn, C. S. (2017). High-sensitivity C-reactive 
protein/albumin ratio as a predictor of in-hospital 
mortality in older adults admitted to the emergency 
department. Clinical and experimental emergency 
medicine, 4(1), 19.

Owens, P. L., Barrett, M. S., Gibson, T. B., Andrews, R. M., 
Weinick, R. M., & Mutter, R. L. (2010). Emergency 
department care in the United States: A profile of 
national data sources. Annals of Emergency Medicine, 
56(2), 150–165.

Pellicane, J. V., Byrne, K., & DeMaria, E. J. (1992). Preventable 
complications and death from multiple organ failure 
among geriatric trauma victims. Journal of Trauma, 
33, 440–444.

Pines, J. M., Mullins, P., Cooper, J. K., Feng, L. B., & Roth, 
K. E. (2013). National trends in emergency department 
use, care patterns, and quality of care of older adults in 
the United States. Journal of the American Geriatrics 
Society, 61(1), 12–17.

Pitts, S. R., Niska, R., Xu, J., & Burt, C. W. (2008, August 6). 
National Hospital Ambulatory Medical Care Survey: 2006 
emergency department summary. National Health Statistics 
Reports, 7. Hyattsville, MD: Department of Health and 
Human Services, National Center for Health Statistics.

Platts-Mills, T. F., Esserman, D. A., Brown, D. L., Bortsov, 
A. V., Sloane, P. D., & McLean, S. A. (2012). Older 
US emergency department patients are less likely to 
receive pain medication than younger patients: Results 
from a national survey. Annals of Emergency Medicine, 
60(2), 199–206.

Platts-Mills, T. F., Flannigan, S. A., Bortsov, A. V., Smith, 
S., Domeier, R. M., Swor, R. A., . . . Lee, D. C. (2016). 
Persistent pain among older adults discharged home 
from the emergency department after motor vehicle 
crash: a prospective cohort study. Annals of Emergency 
Medicine, 67(2), 166–176.

Powell, E. S., Khare, R. K., Venkatesh, A. K., Van Roo, B. D., 
Adams, J. G., & Reinhardt, G. (2012). The relationship 

Kakuma, R., Fort, D., Galbaud, G., Arsenault, L., Perrault, 
A., Platt, R. W., . . . & Wolfson, C. (2003). Delirium in 
older emergency department patients discharged home: 
effect on survival. Journal of the American Geriatrics 
Society, 51(4), 443–450.

Karam, G., Radden, Z., Berall, L. E., Cheng, C., & Gruneir, A. 
(2015, July 14). Efficacy of emergency department-based 
interventions designed to reduce repeat visits and other 
adverse outcomes for older patients after discharge: A 
systematic review. Geriatrics and Gerontology Internation, 
15(9), 1107–1117. [Epub ahead of print]. doi: 10.1111 
/ggi.12538

Kauder, D. R., & Schwab, C. W. (1990). Comorbidity in 
geriatric patients. Advances in Trauma, 5.

Lachs, M. S., & Pillemer, K. A. (2015). Elder abuse. New 
England Journal of Medicine, 373, 1947–1956.

LaMantia, M. A., Messina, F. C., Hobgood, C. D., & Miller, 
D. K. (2014). Screening for delirium in the emergency 
department: A systematic review. Annals of Emergency 
Medicine, 53(5), 551–560.

Launay, C. P., de Decker, L., Kabeshova, A., Annweiler, C., 
& Beauchet, O. (2014). Screening for older emergency 
department inpatients at risk of prolonged hospital stay: 
The brief geriatric assessment tool. PLoS One, 9(10), 
e110135. doi: 10.1371/journal.pone.0110135

Levin, S. R., Dittus, R., Aronsky, D., Weinger, M. B., Han, J., 
Boord, J., & France, D. (2008, August 29). Optimizing 
cardiology capacity to reduce emergency department 
boarding: A systems engineering approach. American 
Heart Journal, 156(6), 1202–1209. [Epub ahead of print]. 
doi: 10.1016/j.ahj.2008.07.007

Lewis Hunter, A. E., Spatz, E. S., Bernstein, S. L., & Rosenthal, 
M. S. (2016). Factors influencing hospital admission of 
non-critically ill patients presenting to the emergency 
department: A cross-sectional study. Journal of 
General Internal Medicine, 31(1), 37–44. doi: 10.1007/
s11606-015-3438-8

Liu, S. W., Obermeyer, Z., Chang, Y., & Shankar, K. N. (2015). 
Frequency of ED revisits and death among older adults 
after a fall. American Journal of Emergency Medicine, 
33(8), 1012–1018.

Lo, A. X., Brown, C. J., Sawyer, P., Kennedy, R. E., & Allman, 
R. M. (2014). Life-space mobility declines associated 
with incident falls and fractures. Journal of the American 
Geriatrics Society, 62, 919–923.

Lo, A. X., Flood, K. L., Biese, K., Platts-Mills, T. F., Donnelly, 
J. P., & Carpenter, C. R. (2017). Factors associated with 
hospital admission for older adults receiving care in 
U.S. emergency departments. Journals of Gerontology, 
72(8), 1105–1109.

Lowenstein, S. R., Crescenzi, C. A., Kern, D. C., & Steel, 
K. (1986). Care of the elderly in the emergency 
department. Annals of Emergency Medicine, 15, 528–535.

McCusker, J., Cardin, S., & Bellavance, F. (2000). Return to 
the emergency department among elders: Patterns and 
predictors. Academic Emergency Medicine, 7, 249–259.

415References

www.ketabpezeshki.com                                 66485438-66485457



a feasible setting for multidisciplinary geriatric assessments 
in compliance with the geriatric emergency department 
guidelines. Journal of Emergency Medicine. [Epub ahead 
of print]. http://dx.doi.org/10.1111/acem.13328

Studnicki, J., Platonova, E. A., & Fisher, J. W. (2012). 
Hospital-level variation in the percentage of admissions 
originating in the emergency department. American 
Journal of Emergency Medicine, 30(8), 1441–1446.

Tavares, J. P., Sa-Couto, P., Bolz, M., & Capezuti, E. (2017). 
Identification of Seniors at Risk (ISAR) in the emergency 
room: A prospective study. International Emergency 
Nursing, 35, 19–24.

Terrell, K. M., Hustey, F. M., Hwang, U., Gerson, L. W., 
Wenger, N. S., & Miller, D. K. (2009). Quality indicators 
for geriatric emergency care. Academic Emergency 
Medicine, 16(5), 441–449.

Tirrell, G., Sri-on, J., Lipsitz, L. A., Camargo, C. A. Jr., Kabrhel, 
C., & Liu, S. W. (2015). Evaluation of older adult patients 
with falls in the emergency department: Discordance 
with national guidelines. Academic Emergency Medicine, 
22(4), 461–467.

Todd, K. H., Ducharme, J., Choiniere, M., Crandall, C. S., 
Fosnocht, D. E., Homel, P., & Tanabe, P. (2007). Pain 
in the emergency department: Results of the pain and 
emergency medicine initiative (PEMI) multicenter 
study. The Journal of Pain, 8(6), 460–466.

Vermeulen, M. J., Ray, J. G., Bell, C., Cayen, B., Stukel, T. A., 
& Schull, M. J. (2009). Disequilibrium between admitted 
and discharged hospitalized patients affects emergency 
department length of stay. Annals of Emergency Medicine, 
54(6), 794–804.

Wilber, S. T., Blanda, M., & Gerson, L. W. (2006). Does 
functional decline prompt emergency department visits 
and admission in older patients? Academic Emergency 
Medicine, 13, 680–682.

Wilber, S. T., Gerson, L. W., Terrell, K. M., Carpenter, C. R., 
Shah, M. N., Heard, K., & Hwang, U. (2006). Geriatric 
emergency medicine and the 2006 Institute of Medicine 
reports from the Committee on the Future of Emergency 
Care in the US health system. Academic Emergency 
Medicine, 13(12), 1345–1351.

Woolcott, J. C., Khan, K. M., Mitrovic, S., Anis, A. H., & 
Marra, C. A. (2012). The cost of fall related presentations 
to the ED: A prospective, in-person, patient-tracking 
analysis of health resource utilization. Osteoporosis 
International, 23(5), 1513–1519.

Wu, S., Keeler, E. B., Rubenstein, L. Z., Maglione, M. A., & 
Shekelle, P. G. (2010). A cost effectiveness analysis of a 
proposed national falls prevention program. Clinics in 
Geriatric Medicine, 26(4), 751–766. 

between inpatient discharge timing and emergency 
department boarding. Journal of Emergency Medicine, 
42(2), 186–196.

Salter, A. E., Khan, K. M., Donaldson, M. G., Davis, J. C., 
Buchanan, J., Abu-Laban, R. B., . . . McKay, H. A. (2006). 
Community-dwelling seniors who present to the emergency 
department with a fall do not receive Guideline care and 
their fall risk profile worsens significantly: A 6-month 
prospective study. Osteoporosis International, 17(5), 672–683.

Sanders, A. B. (1996). Emergency care of the elder person. 
American Journal of Emergency Care, 15(2), 205–206.

Schniter, L., Martin-Khan, M., & Gray, L. (2011). Negative 
health outcomes and adverse events in older people 
attending emergency departments: A systematic review. 
Australasian Emergency Nursing Journal, 14(3), 141–162.

Schoenenberger, A. W., Bieri, C., Özgüler, O., Moser, A., 
Haberkern, M., Zimmermann, H., . . . Exadaktylos, A. 
(2014). A novel multidimensional geriatric screening 
tool in the ED: Evaluation of feasibility and clinical 
relevance. The American Journal of Emergency 
Medicine, 32(6), 623–628.

Schuur, J. D., & Venkatesh, A. K. (2012). The growing role 
of emergency departments in hospital admissions. New 
England Journal of Medicine, 367(5), 391–393.

Singer, A. J., Thode, H. C., Viccellio, P., & Pines, J. M. (2011). 
The association between length of emergency department 
boarding and mortality. Academic Emergency Medicine, 
18(12), 1324–1329.

Sirois, M. J., Émond, M., Ouellet, M. C., Perry, J., Daoust, 
R., Morin, J., . . . & Allain-Boulé, N. (2013). Cumulative 
incidence of functional decline after minor injuries in 
previously independent older Canadian individuals in 
the emergency department. Journal of the American 
Geriatrics Society, 61(10), 1661–1668.

Smith, A. K., Schonberg, M. A., Fisher, J., Pallin, D. J., Block, 
S. D., Forrow, L., & McCarthy, E. P. (2010). Emergency 
department experiences of acutely symptomatic patients 
with terminal illness and their family caregivers. Journal 
of Pain and Symptom Management, 39(6), 972–981.

Smith, A. K., McCarthy, E., Weber, E., Cenzer, I. S., 
Boscardin, J., Fisher, J., & Covinsky, K. (2012). Half of 
older Americans seen in emergency department in last 
month of life; most admitted to hospital, and many die 
there. Health Affairs, 31(6), 1277–1285.

Southerland, L. T., Gure, T. R., Ruter, D. I., Li, M. M., & 
Evans, D. C. (2017). Early geriatric consultation increases 
adherence to TQIP Geriatric Trauma Management 
Guidelines. Journal of Surgical Research, 216, 56–64.

Southerland, L. T., Vargas, A. J., Nagaraj, L., Cure, T. R., & Caterino, 
J. M. (2017). An emergency department observation unit is 

416 Chapter 38 Emergency Department Assessment at the Time of Hospitalization 

www.ketabpezeshki.com                                 66485438-66485457



The Older Adult Driver
George W. Rebok, Vanya C. Jones, Annie C. Harmon, and David B. Carr
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ChapTer ObjeCTives

1. Describe the common medical conditions and medications associated with impaired driving 
performance in older adults.

2. Explain the impact of cognitive impairment and dementia on older adult drivers.
3. Describe the medical fitness-to-drive approach to evaluating older drivers.
4. Discuss the consequences of driving cessation and mobility resources in older adult drivers.

 ▸ Introduction
The automobile is the most important source 
of transportation for older adults. The ability 
to drive or be driven is crucial for older per-
sons to maintain an important link with soci-
ety. Functional assessment, which can include 
driving ability, is an important domain for cli-
nicians who are involved in providing geriatric 
care. Clinicians should determine whether their 
patients are currently driving, provide informa-
tion on healthy driving behaviors, assess medi-
cal conditions or visual/cognitive domains that 

may place their patients at increased risk for a 
motor vehicle injury or driving cessation, and 
intervene and treat medical illnesses, when pos-
sible, that can impair driving skills.

Some clinicians may be reluctant to address 
driving habits. However, one could argue that 
impaired driving skills should not be viewed 
any differently from the prevention, detection, 
and improvement of impaired mobility such as 
walking, which can also result in a fall and subse-
quent injury. Epidemiologic studies have identi-
fied risk factors for driving cessation and motor 
vehicle crash or injury in older adults (Marottoli 
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et al., 1998). There is still a need to validate cur-
rent risk factors and to determine whether mod-
ification of these risk factors provides a benefit 
to the patient or society. While awaiting further 
investigation in this area, the clinician should 
not delay in assessing or assisting older adults 
in an attempt to maintain or improve driving 
skills. When driving retirement occurs, clini-
cians who care for older adults should be ready 
to assist with suggestions for acceptable alter-
native modes of transportation.

 ▸ Older Drivers
An 84-year-old male is brought in 
by the family for further evaluation 
of cognitive decline. The daughter  
relates a 2-year history of short-term 
memory loss, characterized by repe-
tition, difficulty in naming, impaired 
ability to recall recent events, and 
being lost on two occasions while 
driving to unfamiliar destinations. 
The daughter is concerned about her 
father’s safety behind the wheel given 
a recent at-fault crash. The patient has 
no insight into his deficits. He has a 
history of osteoarthritis with restricted 
range of motion, longstanding diabetes, 
hypertension, and generalized anxiety 
disorder. His medications include 
metformin, nifedipine, atenolol, and 
alprazolam as needed. During the re-
view of systems, the patient complains 
of neck and lower back pain, daytime 
somnolence, and dizziness. His exam-
ination is nonfocal, but he does have 
severely limited range of motion for 
his neck. His rapid pace walk reveals 
that he covers 20 feet in 12 seconds. 
His psychometric test profile reveals 
an abnormal clock-drawing task and 
a Trail Making Test part B that takes 
him 210 seconds to complete.

This older adult probably has Alzheimer’s dis-
ease, which along with his daytime somnolence, 

comorbidities, and use of alprazolam, places him 
at a very high risk for medically impaired driv-
ing. The recommendation to stop driving was 
resisted. The family and the patient agreed to an 
on-the-road test by a driving rehabilitation spe-
cialist after the alprazolam was discontinued and 
sleep apnea was ruled out. It became obvious in 
traffic that the patient could not drive safely, as 
he was not attentive to other vehicles and had 
significant difficulties with lane maintenance. 
The occupational therapist recommended no 
further driving.

In the office follow-up visit with the physi-
cian, the recommendation to stop driving was 
given verbally and in writing to the patient and 
daughter. Alternative means of transportation 
were discussed, along with referral to a geronto-
logic care manager. The daughter was available 
for assisting with the majority of the patient’s 
trips. The car was removed from the premises. 
The patient eventually moved into an assisted 
living environment, where he had meal and 
medication oversight provided.

 ▸ Behaviors and 
Characteristics of 
Older Drivers

Mobility—specifically driving—is associated with 
freedom, safety, and access to the world (Satari-
ano et al., 2012). Driving is the most common, 
reliable, and preferred source of transportation 
for older adults (Chihuri et al., 2016). In the 
United States, the number of drivers older than 
age 65 and the number of miles driven by older 
adults are increasing annually (Centers for Dis-
ease Control and Prevention [CDC], 2015; U.S. 
Department of Transportation, 2016). In 2015, 
18% of all licensed drivers in the United States 
were older than 65, up from 14% in 1999 (U.S. 
Department of Transportation, 2016). Along 
with increases in the number of older drivers 
on the roadways, older adults are maintaining 
their driving status longer and driving farther 
(U.S. Department of Transportation, 2016). For 
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example, since the mid-1990s, the number of li-
censed drivers older than age 70 has increased 
by approximately 6% and their mileage per year 
has increased approximately 40% (Insurance 
Institute for Highway Safety & Highway Loss 
Data Institute, 2014). If this trend continues, 
the number of older drivers will double by the 
year 2030 (Goodwin et al., 2015).

Changes in driving status often have nega-
tive consequences for older adults (Curl, Stowe, 
Cooney, & Proulx, 2014; Edwards, Lunsman, Per-
kins, Rebok, & Roth, 2009). Research on mobil-
ity for older adults (older than 65 years of age) 
has found that changes in driving are associated 
with reduced quality of life, isolation, and poor 
health outcomes (CDC, 2015; Edwards, Lun-
sman, et al., 2009; Mezuk & Rebok, 2008; Sims, 
Ahmed, Sawyer, & Allman, 2007). Transporta-
tion is also a potential source of healthcare dis-
parities for older adults. For example, access to 
a private car is a significant factor in access to 
health care (Sammer, 2012). Individuals with a 
license and a private car have up to two times 
as many healthcare visits as individuals without 
a license (Pesata, Pallija, & Webb, 1999; Sam-
mer, 2012). Millions of Americans, of all ages, 
do not obtain health care in a given year because 
of the lack of access to transportation (Wallace, 
Hughes-Cromwick, & Mull, 2006). For older 
adults, access to a car and health  often go be-
yond healthcare access (Marottoli et al., 2000). 
That is, driving maintains access to life out-
side of a home, health care, and quality of life 
(Edwards, Myers, et al., 2009; Marottoli et al., 
2000; Oxley & Whelan, 2008; White et al., 2016).

Crashes and Older Adults
In the United States, drivers older than age 85 
have the highest rate of fatal crashes per miles 
driven when compared to all other age groups, 
including teenagers, and crash risks increase past 
age 60 (Insurance Institute for Highway Safety 
& Highway Loss Data Institute, 2014). Further-
more, the age 70 or older driver is more likely 
to die in a crash when compared to members of 
younger age groups (Cheung & McCartt, 2011). 

The risk for motor vehicle crashes (MVC) and 
the flood of older drivers onto U.S. roads make 
it urgent to understand the complex issue of ag-
ing and driving. Older-driver crashes are related 
to slowed perception and response, lack of rec-
ognition of changes in these abilities, or lack of 
awareness that these abilities can be influenced 
by medication use, poor vision, and frailty (Li, 
Braver, & Chen, 2003; Sims et al., 2007). Al-
though there are challenges for longevity for driv-
ers beyond age 70 years, the crash rate of older 
drivers in 2015 was 26% lower than the crash 
rate in 1997 (Insurance Institute for Highway  
Safety & Highway Loss Data Institute, 2017). 
It has been suggested that these reductions in 
crash risk are attributable to factors such as older 
adults living healthier lives for longer periods 
and the availability of more services to train/
adapt older adults in safe driving (Cicchino & 
McCartt, 2014).

Older-Driving Safety Behaviors
Older adults typically adhere to the main crash 
prevention countermeasures that driving safety 
experts promote for crash and injury reduction 
in all driving groups, including not drinking and 
driving, not speeding, and wearing seat belts 
(CDC, 2015; Stutts, Martell, & Staplin, 2009; 
U.S. Department of Transportation, 2016). Older 
adults also modify their behavior to drive during 
the most optimal conditions (e.g., good weather, 
not in rush hour, and on local roads instead of 
highways) (Molnar et al., 2015).

 ▸ Older Drivers at Risk for 
a Motor Vehicle Crash

Common diseases in older drivers that have 
been noted to affect driving ability include, but 
are not limited to, visual impairment, diabetes 
mellitus, seizure disorders, Alzheimer’s disease, 
cerebrovascular accidents, depression, cardio-
vascular disease, sleep disorders, arthritis and 
related musculoskeletal disorders, and alcohol 
and drug use  (Charlton et al., 2010; Hetland & 
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Many studies published in the literature 
have validated screening tools to assist clini-
cians with fitness-to-drive decisions for older 
adults or those with specific diseases. In addi-
tion, many screens of functional abilities can 
easily be adopted by clinicians in the office  
setting. However, brief screens should not be  
used as the only measure to evaluate driving priv-
ileges. Static visual acuity has not been consis-
tently linked to motor vehicle safety outcomes, 
but visual fields and contrast sensitivity have 
been shown to be important constructs (Owsley, 
2011; Owsley & McGwin, 2010). The major-
ity of states have minimum visual acuity and 
field requirements to license drivers, and there 
are certainly potential health and crash bene-
fits from screening for and treating cataracts in 
older adults (Owsley et al., 2002).

The American Geriatrics Society/National 
Highway Traffic Safety Administration updated 
guideline recommends that physicians also con-
sider evaluating joint range of motion, manual 
motor strength, and adopt the rapid pace walk 
for risk prediction (Pomidor, 2016). Visual 
and cognitive screens include tools that assess  
visuospatial and executive function skills, par-
ticularly those pertaining to planning and fore-
sight, such as the clock drawing test and mazes 
(Carr, Barco, Wallendorf, Snellgrove, & Ott, 
2011), and those that tap into visual search and 
processing speed/attention such as Trail Mak-
ing Test parts A and B (Roy & Molnar, 2013). 
The Mini-Mental State Examination (MMSE) 
has not been shown to be an accurate predic-
tor of driving risk (Joseph et al., 2014), although 
an evidence-based review suggested that scores 
less than 24 might serve as a red flag in persons 
with dementia (Iverson et al., 2010). The Driv-
ing Health Inventory with UFOV (useful field 
of view) is a computerized battery that has been 
validated prospectively with MVC risk in older 
adults in a license renewal setting (Staplin, Gish, 
& Wagner, 2003). More studies and larger sam-
ples of medically impaired drivers with specific 
medical conditions (e.g., dementia, stroke) in clin-
ical settings are needed to determine the utility 
of these tests, their feasibility of administration, 

Carr, 2014; National Office for Traffic Medicine, 
2017). More studies are needed to examine the 
effect of multiple illnesses on the driving task, al-
though interestingly one study of comorbidity in-
dices that measured increasing burden actually 
showed more relevance for younger or middle-aged  
drivers than for older adults (Papa et al., 2014).

Diseases should be graded as to their se-
verity and ability to affect driving errors or the 
human factors related to MVC. For instance, 
diabetes has a potential to affect the three im-
portant domains of driving: (1) perception (e.g., 
from retinopathy or cataract), (2) cognition (e.g., 
from hypoglycemia), and (3) motor response 
(e.g., from neuropathy). Thus, a clinician may 
have to make a determination as to the sever-
ity of the disease and the impact on the intrin-
sic factors and weigh these findings within the 
context of a patient who may have comorbidi-
ties. Doing so becomes more difficult in older 
drivers, who may be dealing with multiple mild 
to moderate diseases (e.g., visual impairment, 
mild cognitive impairment, and arthritis).

Diseases or syndromes that can impair con-
sciousness, such as angina, arrhythmias, diabe-
tes, seizures, syncope, transient ischemic attacks, 
cerebrovascular accidents, and arthritis, should 
be assessed for severity to determine whether 
the disease has the potential to impact driving. 
Polypharmacy is not uncommon in older adults. 
Many common medication classes have been 
studied and noted to either increase the crash 
risk or impair driving skills when assessed by 
simulators or road tests. These classes include, 
but are not limited to, narcotics and benzodiaz-
epines (Drummer et al., 2004), antihistamines, 
antidepressants, antipsychotics, hypnotics, alco-
hol, and muscle relaxants. One study that focused 
on older drivers noted that long-acting benzo-
diazepines are associated with increased crash 
rates (Hemmelgarn, Suissa, Huang, Boivin, & 
Pinard, 1997). Another report suggests that a 
significant number of older adults may be driv-
ing while intoxicated or under the influence of 
other medications (Higgins, Wright, & Wrenn, 
1996; Johansson, Bryding, Dahl, Holmgren, & 
Viitanen, 1997).
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between amyloid burden as measured by posi-
tron emission topography and driving risk; this 
relationship was evident in the preclinical stage 
of AD (Ott et al., 2017). Recent cross-sectional 
and longitudinal studies have found associations 
with preclinical AD and driving errors as meas-
ured on a performance-based road test (Roe, 
Babulal, et al., 2017; Roe, Barco, et al., 2017). 
Thus, preclinical AD may explain some of the 
increased crash risk associated with older adults, 
although other explanations may be plausible, 
such as cerebral small-vessel disease or phys-
ical frailty (Bond et al., 2017; Carr et al., 2016).

Dementia is one of the major medical ill-
nesses that contributes to the increased crash 
rate in older adults (Odenheimer, 1993). This 
relationship may not be surprising given the 
prevalence of dementia of the Alzheimer’s 
type, which doubles every 5 years over the age 
of 65 years (Cummings, 2004; van der Flier & 
Scheltens, 2005). One study that administered 
cognitive tests to older adults during driver li-
cense renewal revealed that a significant number 
of drivers older than age 80 demonstrated some 
degree of cognitive impairment (Stutts, Stew-
art, & Martell, 1998). Studies in tertiary referral 
centers have revealed an increased crash rate in 
drivers with dementia of the Alzheimer’s type in 
comparison with controls, although there have 
been exceptions. Larger population-based stud-
ies that are able to identify cognitively impaired 
drivers by brief cognitive screens have found 
modest increases in crash rates among older 
adult drivers (Foley, Wallace, & Eberhard, 
1995). Nevertheless, it is often difficult to find 
associations between cognitive and visual im-
pairment and crashes because of the infrequent 
occurrence of these events, along with the re-
duction in the number of trips made over time 
with aging.

More studies are needed on the benefits and 
risks of screening of cognitively impaired older 
drivers (Carr & Ott, 2010). There is also a need 
for more research on how advanced in-vehicle 
technologies can assist with the maintenance 
of safe driving and independent functioning in 
those individuals with mild cognitive impairment 

the appropriate cutoff values, and their associa-
tion with impaired driving outcomes.

Although physicians may have some re-
luctance in addressing driving issues in the 
office because of perceived liability risk and 
concern over patient acceptance of this topic, 
many recognize the importance of assessing 
driving skills (Bogner, Straton, Gallo, Rebok, 
& Keyl, 2004). Clinicians should also incorpo-
rate an injury control approach into their health 
maintenance practice for older adults. Import-
ant driving issues that the clinician should dis-
cuss with the older driver include using a seat 
belt, limiting alcohol consumption, refraining 
from using a cellular phone while driving, obey-
ing the speed limit, and enrolling in refresher 
courses, such as the Driving Safety Programs 
offered by AARP or the American Automobile 
Association (AAA).

 ▸ Normal Aging, 
Preclinical Alzheimer’s 
Disease, Mild Cognitive 
Impairment, and 
Dementia

There is growing interest in studying the driving 
abilities of older adults with dementia, partic-
ularly those in the earliest stages of the disease 
when they are most likely to be driving actively 
(Yamin, Stinchcombe, & Gagnon, 2016). Brain 
autopsy studies of older drivers who died in  
motor vehicle crashes have found that many  
have pathology consistent with Alzheimer’s dis-
ease (AD), although the individuals may not  
have been diagnosed with the disease prior to the  
crash (Gorrie, Rodriguez, Sachdev, Duflou, & 
Waite, 2007; Johansson, Bogdanovic, Kalimo, 
Winblad, & Viitanen, 1997; Viitanen et al., 1998). 
A driving questionnaire administered to older 
adults with varying degrees of cognitive impair-
ment (cognitively normal, mild cognitive im-
pairment, early AD) identified a relationship 
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Road performance tests have traditionally 
been considered the standard by which to eval-
uate driving skills (Freund et al., 2002). For ex-
ample, the Washington University Road Test 
(WURT) has been used as a major outcome 
measure of driving fitness in several studies of 
older drivers (Carr et al., 2011; Hunt et al., 1997). 
Road tests have some limitations because they 
are often scored subjectively, the road condi-
tions may vary, and the tests may be performed 
in a car on a driving course that is unfamiliar to 
the subject. Even so, road tests have been advo-
cated by several authors as the preferred method 
to assess driving competency (Stutts & Wilkins, 
2003), and impairment in these tests has been 
correlated with an increase in future crash risk 
(Keall & Frith, 2004).

Occupational therapists, often based at re-
habilitation centers, may have specific training 
and experience in evaluating drivers with med-
ical impairments. The therapist may be able 
to assist in modifications to the vehicle that 
could enable its safe and timely operation by 
the older driver.

The physical therapist can be an indispens-
able member of the driving rehabilitation team. 
Large studies on older adult drivers in the com-
munity indicate that back pain and arthritis (Foley 
et al., 1995; Hu, Trumble, Foley, Eberhard, & 
Wallace, 1998), along with the use of pain med-
ications (Tuokko, Beattie, Tallman, & Cooper, 
1995), are associated with increased crash rates. 
Thus, limitations in muscle strength caused by 
pain or disuse or restrictions in range of mo-
tion of joints such as the hands, feet, and neck 
may play an important role in driving impair-
ment. Interventions to improve muscle strength 
and joint function have the potential to improve 
driving skills such as braking speed (Sayers & 
Gibson, 2012).

Even if medically impaired patients pass a 
road test, a question of how closely to monitor 
the patient over time will always exist. Repeat 
road tests can be expensive, but when drivers 
with Alzheimer’s disease who pass road tests are 
followed longitudinally, skills can be expected 

and dementia (Eby et al., 2016). Finally, the 
 efficacy of different intervention approaches, 
including combinations of interventions (e.g., 
pharmacotherapy and cognitive training), needs 
to be explored (Anstey, Eramudugolla, Ross, 
Lautenschlager, & Wood, 2016). Promising pre-
liminary data have shown the beneficial effects 
of cholinesterase inhibitors on cognitive domains 
critical to safe driving on a simulated driving 
task in individuals with dementia  (Daiello et al., 
2010) as well as the benefits of cognitive training 
(Ball, Edwards, Ross, & McGwin, 2010; Edwards, 
Lunsman, et al., 2009; Ross, Freed, Edwards, 
Phillips, & Ball, 2016) and exercise interventions  
targeting driving-related abilities in older adults 
(Marmeleira, Godinho, & Fernandes, 2009;  
Marottoli et al., 2007).

 ▸ Assessing Driving Skills
Many health professionals and organizations may 
assist in the education, training, or assessment 
of the older driver. These include, but are not 
limited to, subspecialists in the field of medicine 
(e.g., neurology and cardiology), neuropsychol-
ogists, occupational therapists, physical thera-
pists, courses such as the AARP Smart Driver 
online course, the medical advisory board of the 
state or driver improvement office, and insur-
ance companies. A driving simulator may also 
play a role in assessing driving abilities (Rebok 
& Keyl, 2004). Although some studies have indi-
cated their results are correlated with crash risk 
(Lee, Lee, Cameron, & Li-Tsang, 2003), there is 
insufficient evidence for recommending clini-
cal application of simulators to replace on-road 
driving assessments, and simulators may not be 
available in many centers (Eramudugolla, Price, 
Chopra, Li, & Anstey, 2016). In recent years, 
however, simulator technology has advanced 
and become more affordable, to the point that 
it is considered a safer alternative to on-road as-
sessment and training (Casutt, Theill, Martin, 
Keller, & Jancke, 2014; Classen & Brooks, 2014; 
Freund, Gravenstein, Ferris, & Shaheen, 2002).
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alternative modes of transportation are for 
each individual. Such a holistic approach re-
veals consistent environmental, physical, and 
social barriers to driving cessation, especially 
in rural areas.

Even in parts of the United States where 
public and specialized transportation options 
are available, older adults strongly prefer rides 
with family members or friends to any other 
mode of transportation for convenience and 
comfort (Collia, Sharp, & Giesbrecht, 2003). In 
addition, use of personal vehicles allows older 
adults to avoid numerous barriers to using pub-
lic alternatives. For example, the physical and 
cognitive decrements that limit driving also  
impair the ability to navigate public transporta-
tion, especially for older adults who have never 
or infrequently used public options.  Patients 
with greater impairment require a higher level 
of service (e.g., wheelchair lifts, door-through-
door assistance), which are often offered only 
with specialized public or private transpor-
tation. Local communities, societies, retire-
ment centers, or local church groups may use 
funds or volunteers to provide transportation 
services to physicians’ offices, grocery stores, 
and meetings.

A small subset of older adults who are ad-
vised to stop driving because of health reasons 
may continue to drive despite this advice. This 
possibility can be minimized through early and 
ongoing conversations about driving safety and 
transportation alternatives, especially when dis-
cussions are framed by the five A’s (availability, 
acceptability, affordability, accessibility, and 
adaptability). Understanding the internal and  
external pressures motivating older adults to 
continue driving against medical or legal rec-
ommendations, such as fear of dependence (es-
pecially in rural areas), being responsible for  
others’ transportation (Byles & Gallienne, 2012; 
Choi, Mezuk, Lohman, Edwards, & Rebok, 
2013), and not having friends or family to pro-
vide rides (Johnson, 2008), yields insights into 
developing pragmatic and effective solutions 
for former drivers.

to decline in the presence of chronic disease 
(Molnar et al., 2015).

 ▸ Driving Retirement
Many older drivers have been driving longer 
than their physicians have been practicing med-
icine. Hence, it is important for health profes-
sionals to discuss the issues related to reducing 
or stopping driving in a sensitive manner, offer-
ing individualized counseling based on a patient’s  
functional abilities and resources to help the in-
dividual remain engaged as a non-driver. The 
physician can play an important role in driving 
cessation by giving realistic and clear feedback 
about the patient’s current functional skills and 
abilities that affect driving safety.

Ideally, patients and providers will begin 
conversations about driving before cessation is 
compulsory, allowing patients to gather resources 
and prepare emotionally for a non-driving fu-
ture. Research shows that the process of driv-
ing reduction and cessation occurs over years, 
giving clinicians multiple opportunities to in-
tegrate fitness-to-drive into otherwise routine 
visits (Dobbs, Carr, & Morris, 2002). Having 
an ongoing dialogue about driving safety and 
encouraging planning for alternatives to main-
tain community mobility after driving cessation 
engages the patient in the process, facilitating 
not only solutions, but also better acceptance of 
the situation. These discussions should be doc-
umented in the patient’s chart.

When counseling older adults on driving 
cessation, the physician should be ready to sug-
gest alternative transportation resources, both 
public and private. However, it is not enough 
to simply list nearby non-driving transporta-
tion options. While options must be available 
where patients live and wish to travel, avail-
ability is only one of the five A’s of senior mo-
bility described by the Beverly Foundation and 
the American Public Transportation Associ-
ation. Other critical factors include how ac-
ceptable, affordable, accessible, and adaptable 
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situations in which the patient does not have in-
sight into his or her driving limitations, these ef-
forts may include involving the police or DMV 
to confiscate the driver’s license or involving 
family members to remove access to car keys, 
move the automobile off the premises, change 
door locks, file down the ignition keys, or dis-
able the battery cable.

An elegant and useful guide from the Hart-
ford Insurance Company should be available in 
physicians’ offices to address this important is-
sue and may be helpful to the driver with cog-
nitive impairment and his or her spouse. Copies 
can be sent free of charge, and the order form is 
available on the company’s website.

 ▸ Future Trends in Older 
Adult Mobility

Current research and studies on older drivers 
have focused on methods to identify the medi-
cally impaired driver who is at risk for a motor 
vehicle crash or at risk for driving cessation. A 
comprehensive, step-by-step approach appears 
to be the most appropriate method to assess 
older adult drivers when safety issues or func-
tional impairment have been raised or identified. 
Physicians should take an active role in assess-
ing their patients’ risk for injury while driving. 
Referral to other professionals or organizations 
may be helpful in the evaluation and treatment 
process as well as in the maintenance of the driv-
ing skills of older adults.

A myriad of websites are available to assist 
with older driver mobility. New safety features 
should be considered when purchasing new cars 
(https://mycardoeswhat.org), and older adults have 
endorsed having some of these options in their 
vehicles (Business Wire, 2012). These in- vehicle 
technologies may allow medically impaired older 
adults to drive more safely and for a longer span 
(Miller, 2013). A recent review of different types 
of technologies (e.g., crash avoidance systems, in- 
vehicle information systems) revealed that older 
adults recognize the benefits of such systems  

 ▸ Ethical, Legal, and 
Policy Issues

As mentioned earlier, some patients may refuse to 
stop driving despite advice from a family mem-
ber or a clinician. The patient may request a re-
ferral for another opinion. This option should 
be reserved for only questionable cases because 
some evaluations (private or state) may be cur-
sory or superficial.

The clinician may consider writing a let-
ter to the state Department of Motor Vehicles 
(DMV) requesting both written and road tests 
to evaluate driving safety for the patient if the 
risk is unclear and if a driving evaluation by a 
driving rehabilitation specialist (DRS) is not 
possible. In Missouri, only 3% of older adults 
referred for a medical fitness-to-drive eval-
uation were able to retain their license (Eby, 
Molnar, Shope, Vivoda, & Fordyce, 2003). If the 
clinician believes that the patient is not safe to 
drive, then a letter can be written that should 
state this recommendation without the need 
for additional testing. Most states will honor 
the physician recommendation, although the 
driver can appeal. The American Academy of 
Neurology recommends that state laws should 
allow for voluntary reporting from the physi-
cian, and should provide for both physician 
anonymity and civil immunity (Bacon, Fisher, 
Morris, Rizzo, & Spanaki, 2007). Clinicians need 
to know the specific statutes in their state; up-
dated information can be obtained from the state 
licensing authority. The Insurance Institute for 
Highway Safety and Highway Loss Data Insti-
tute (2017) also has a website that is updated on 
specific laws related to older drivers.

Some older adult drivers do not have in-
sight into their own illness, such as patients suf-
fering from Alzheimer’s disease. Unfortunately, 
primary care physicians may not recognize that 
their older adult patients who drive have signif-
icant cognitive impairment. The spouse, fam-
ily, physician, occupational therapist, and DMV 
may need to work together to keep those indi-
viduals judged to be unsafe from driving. In 
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Appendix 39A

Physician and Caregiver 
Resources for Older Drivers
Administration on Aging (AOA): https://www.

acl.gov/node/408
American Medical Association (AMA), Physician’s  

Guide to Assessing and Counseling Older 
Drivers: https://one.nhtsa.gov/people/ injury 
/olddrive/OlderDriversBook/pages/Contents 
.html

American Occupational Therapy Association 
(AOTA): www.aota.org/olderdriver

Association for Driver Rehabilitation Special-
ists (ADED): www.aded.net

At the Crossroads: A Guide to Alzheimer’s 
Disease, Dementia, and Driving: https://
s0.hfdstatic.com/sites/the_hartford/files 
/cmme-crossroads.pdf

Automobile Association of America (AAA): 
https://seniordriving.aaa.com

DriveABLE: www.driveable.com
Family and Friends Concerned About an Older 

Driver: https://one.nhtsa.gov/people/injury 
/olddrive/FamilynFriends/faf_index.htm

Family Conversations with Older  Drivers: 
https://www.thehartford.com/ resources 
/mature-market-excellence/family 
-conversations-with-older-drivers

Insurance Institute for Highway Safety (IIHS): 
http://www.iihs.org/iihs/topics/t/older-drivers 
/topicoverview

Mayo Clinic Health Information:  https://www 
.mayoclinic.org/

National Highway Traffic Safety Administration 
(NHTSA): www.nhtsa.dot.gov

Educational Material and Courses 
for Older Drivers
AARP Driver Safety Program: www.aarp.org 

/families/driver_safety

Alternative Transportation 
Options
AAA Foundation for Traffic Safety: https:// 

aaafoundation.org
American Public Transportation Association: 

www.apta.com
AOA Eldercare: www.eldercare.gov
Community Transportation Association: www 

.ctaa.org
Local Agency on Aging: https://www.payingfor 

seniorcare.com/longtermcare/find_aging 
_agencies_adrc_aaa.html 
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Advance Care Planning 
Through the Incorporation 
of Values History Discussions
David Doukas and Stephen Hanson

Key Terms

Advance directives
Autonomy

Decision making End-of-life

ChapTer ObjeCTives

1. Be able to use advance directives, including the living will, durable powers of attorney for health 
care, physician orders for life-sustaining treatment, the family covenant, and the Values History, 
to help patients guide their medical treatment.

2. Determine which types of advance directives are appropriate for a patient based on the 
patient’s prognosis and familial/social conditions.

3. Understand the moral reasons that support the use of advance directives.
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 ▸ Introduction
Geriatric assessment requires an examination of 
the present and preparation for the future. Pa-
tients need to consider their long-term care op-
tions, as well as health directives for a broad array 
of interventions. The prerequisite for such con-
versation and decision making is an adequate 
disclosure of the information necessary to the 
patient regarding advance care planning. Physi-
cians, along with the other members of the care 
team, are responsible for addressing future health 
concerns as part of their fiduciary responsibility 
for managing their patients’ medical conditions, 
and for taking ownership of the task of initiating 
discussions on advance directives. The latter 
task considers both the respect due to each pa-
tient and the possibility of eliminating therapeu-
tic interventions that would not be beneficial to 
the patient given his or her unique circumstances. 
While physicians may be reluctant to discuss ad-
vance directives because of their own discom-
fort, they can also influence the comfort level of 
the patients and families by leading such a dis-
cussion (Doukas, Gorenflo, & Coughlin, 1991). 
Unfortunately, even when discussions of end-of-
life treatments are integrated into the medical 
care of hospitalized patients, stated preferences  
are not routinely translated into physician’s or-
ders (SUPPORT Investigators, 1995).

Both living wills and durable powers of at-
torney for health care (DPA-HC) address prefer-
ences for future health care. Since their advent, 
physician orders for life-sustaining treatment 
(POLST) forms have been developed that iden-
tify those treatments allowable or refused by 
the patient in a future of incapacity or terminal 
illness. The Patient Self-Determination Act of 
1990 was intended to enhance use of advance 
directives and DPA-HCs by requiring healthcare 
institutions that receive Medicare and Medic-
aid funds to ask patients if an advance directive 
has been signed. Although studies revealed that 
signing rates increased in the wake of this law, 
the universal execution of the advance directive 
did not (Teno et al., 1997).

Advance directives have a sound ethical 
foundation, but they often fail to assess or 
acknowledge people’s values in their formu-
lation, execution, and implementation. Peo-
ple view their lives and health care as part of 
their remembrances of loved ones lost and per-
ceive how their own mortality can be influ-
enced through the use of advance directives. 
The Centers for Medicare and Medicaid Ser-
vices (CMS) has been helpful in encouraging 
development of advance directives since the 
passage of the Affordable Care Act: It has en-
acted regulations that allow physicians and 
other advanced practice clinicians to engage 
patients in 30-minute incremental blocks for 
advance care planning purpose (U.S. Depart-
ment of Health and Human Services, 2016). 
This type of planning can be done within the 
reimbursement mechanisms regulating both 
inpatient and outpatient medicine, so that now 
any clinicians who might have been reluctant 
to have these conversations due to time con-
straints can be paid for their effort.

In the late 1980s, Doukas and McCullough 
proposed to make this process more system-
atic by using an instrument that both assesses 
and acknowledges the values of patients in end-
of-life healthcare planning, the Values History 
 (Doukas, Lipson, & McCullough, 1989; Doukas & 
 McCullough, 1988, 1991; Doukas & Reichel, 1993). 
The Values History is an autonomy-enhancing 
instrument that seeks to engage the patient in an 
in-depth, longitudinal discussion of the  patient’s 
values and healthcare preferences that are to be 
carried out when decision making by the patient 
is no longer possible. It asks the patient to iden-
tify values and preferences before the patient 
can no longer speak for himself or herself. As 
such, the Values History is intended to serve as 
extension of the living will and DPA-HC, while 
also fulfilling the mandate of the Patient Self-  
Determination Act to inform patients about their 
right to refuse future medical therapy (includ-
ing documenting their choices regarding the 
use of advance directives) (Omnibus Budget 
Reconciliation Act, 1990). The Values History 
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eases this process by addressing relevant values 
that underlie the informed consent process for 
these directives.

These values and preferences are to be dis-
cussed first in the outpatient setting, with addi-
tional Values History discussions occurring with 
changes of health status. This approach decreases 
the probability of encountering uncertainty 
about the person’s preferences for end-of-life 
care, and enables the healthcare team to apply 
the patient’s values and preferences regarding 
respect, communication, and benefit. Address-
ing values and preferences when discussing ad-
vance directives is an essential aspect of geriatric 
care. Patients need to understand that their own 
values and preferences are what drive their fu-
ture care and, importantly, recognize how they 
themselves can frame future decisions through 
the use of their advance directives. By exten-
sion, the physician is the steward of this pro-
cess of informed consent, whereby the patient 
needs to first be informed about opportunities 
for future care, along the right to accept or re-
fuse such care based on the patient’s own val-
ues. This process can then be safeguarded within 
the electronic medical record and the hospital 
record, and can be implemented by the family, 
physician, and inpatient hospital team.

 ▸ The Living Will
The living will is a written statement (or wit-
nessed oral declaration, as allowed in applicable 
law) that documents a person’s competent deci-
sion to withhold or withdraw artificial means of 
health care in present or future circumstances of 
terminal illness (and, in many states, irreversible 
comatose and vegetative states) when the person 
can no longer make decisions. The living will 
allows the person to decide in advance which 
life-prolonging therapies in the treatment of a 
terminal disease process and its complications 
should not be administered. The individual is 
free to change or revoke any aspect of the liv-
ing will, and in many states can even revoke the 

living will entirely at any time, including when 
he or she is later incapacitated. Physicians and 
family members cannot revoke a validly exe-
cuted living will.

Sometimes the language of the living will 
is unclear about which particular medical pro-
cedures are to be refused, since this document 
is often created prior to any specific knowledge 
of the circumstances that led to the patient’s in-
capacity. This lack of precision can lead to mis-
interpretation of what the person has refused 
(Eisendrath & Jonsen, 1983). Physician interpret-
ation or misinterpretation of the person’s intent 
as well as his or her assessment of the probabil-
ity of recovery can shade the likelihood of ad-
vance directive implementation (Eisendrath & 
Jonsen, 1983).

As a legal statutory instrument (in all states 
but Michigan), living wills allow competent per-
sons to exercise autonomous control over their 
future medical care in anticipation of future in-
capacity. As noted earlier, ethics and the law of 
informed consent doctrine require that patients 
be informed about medically reasonable ther-
apies and the alternative of no intervention at 
all. The informed consent doctrine states that 
patients have the right to accept or refuse any 
therapy, and this right to accept or decline po-
tentially life-sustaining medical therapies can be 
indicated in a living will. End-of-life treatment 
options should be discussed by doctors with 
their patients, especially with older adults who 
may be faced with end-of-life decisions. Living 
wills should be based on the patient’s values re-
garding future medical treatment and care. Nev-
ertheless, in some cases, the patient may have 
received the living will form from an attorney, 
a doctor’s office, or an Internet download, and 
filled it out, signed it, and had it witnessed with-
out the opportunity to address their own fun-
damental values regarding explicit end-of-life 
preferences. To understand the patient’s reason-
ing and motivation in executing a living will, 
more information is required than the instru-
ment itself typically includes. This information 
can be obtained via the Values History.
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of placing the decision-making burden on an-
other’s shoulders, the DPA-HC (or a combin-
ation of a living will and DPA-HC) may be a 
better approach because it can accommodate 
a wider spectrum of future medical conditions 
and possible medical responses. Physicians can 
also attempt to free the proxy from any moral 
burden by highlighting the fact that the agent’s 
job is to convey the patient’s values and prefer-
ences, rather than make the decisions alone. Pa-
tients may feel more confident using a DPA-HC 
to voice and enforce their interests, rather than 
using a more concrete living will to indicate a 
preference for specific medical treatments or 
refusals without such flexibility.

The main objection to the DPA-HC is un-
certainty about whether the agent has a sufficient 
understanding of all of the patient’s many health-
care preferences—and whether the agent and pa-
tient have ever had a discussion of end-of-life 
treatment at all (Wanzer et al., 1984). Often pa-
tients are reluctant to discuss their values, much 
less their specific preferences about terminal 
care, with their agent.

 ▸ The Family Covenant
The use of the family covenant in eldercare 
has been advocated by one of the authors and 
John Hardwig (Doukas & Hardwig, 2003) in 
end-of-life treatment advance planning. The 
family covenant is a healthcare agreement in 
which the patient selects family members and 
other loved ones to be included in the informa-
tion-sharing and decision-making processes in-
volved in treatment selection both before and 
after incapacity. The patient makes the deter-
mination of who is to be included in this pro-
cess, with the basis of selection founded upon 
love and trust between the patient and those 
persons of family and/or acquaintance who can 
reflect reliably the values and treatment prefer-
ences of the patient. The family covenant tran-
scends the narrow scope of DPA-HC documents 
with an appreciation that families often are very 
relevant in these decisions, that families often 

 ▸ The Durable Power 
of Attorney for 
Health Care

The durable power of attorney for health care 
is a legal document that transfers the power of 
medical decision making from the patient to 
an agent (who can be a relative or other trusted 
individual) either contemporaneously with or 
prior to the onset of incapacity, or whose ef-
fect comes into force when the patient lacks 
decision-making capacity. Its durability derives 
from the fact that the agent’s decision-making 
power continues throughout the patient’s incapa-
city. The agent should not be the physician, as 
there is the obvious potential of conflict of in-
terest in the decision-making process. All juris-
dictions provide for the DPA-HC as a valid form 
of decision making.

The scope of the DPA-HC transcends the 
narrow end-of-life confines of the living will, as 
it allows a proxy decision maker the flexibility 
to make a wide range of medical decisions for a 
loved one who is now incapacitated, or to make 
decisions of a person who wishes to waive au-
tonomously his or her own right to make deci-
sions. Those decisions are expected to be based 
on conversations previously held between the 
patient and the proxy regarding future health 
care. The duty of the DPA-HC agent upon the 
patient’s incapacity is to consider the medically 
reasonable options and then select the options 
that most closely adhere to the previously dis-
cussed or written preferences of the individual— 
a process called the substituted judgment stan-
dard. If the patient’s preferences are not known, 
decisions should be based on the patient’s best 
interests—a process referred to as the best in-
terest standard.

The surrogate decision maker authorized 
by the DPA-HC is able to be more flexible in 
addressing medical decisions than the limited 
details that may be discussed in the generic, 
often state-created, form of the living will. Al-
though the living will avoids the potential stress 
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as well as the implementation of the treatment 
preferences when appropriate.

Preamble
The preamble articulates the premise of the Val-
ues History: to supplement the person’s other 
advance directive(s). These values and prefer-
ences guide physicians when an individual with-
out decision-making capacity is terminally ill, 
irreversibly comatose, in a persistent vegeta-
tive state, or otherwise when a qualified patient 
under applicable advance directive law, and the 
withholding or withdrawing of life-sustaining 
measures is being contemplated. As with other 
advance directive instruments, the Values His-
tory is changeable and revocable, per the indi-
vidual’s own jurisdiction, as long as the person 
is able to voice his or her preferences.

Values Section
The person first identifies life values relevant to 
the treatment decisions that must be made. The 
foundation of this section is a thought-provoking 
query as to whether the length of life or the qual-
ity of life is more important to the patient. Iden-
tifying those values most important to him or 
her from a list of 13 end-of-life values (based on 
commonly held precepts of communication, re-
spect for patient decision making, benefit, and 
avoidance of harm) then follows this first choice, 
as it may have great bearing when considering 
these values. Other values can be added to this 
list, as it is not intended to be comprehensive, 
but rather just serves as a starting point for fa-
cilitating communication. These identified val-
ues can then help the individual formulate his or 
her treatment preferences in regard to end-of-life 
medical care.

Preferences Section
The Preferences section contains a list of med-
ical interventions, with acute care decisions 
appearing first, followed by chronic care treat-
ment options. This listing allows for decisions 

make deliberative decisions as a cohesive whole, 
and that the patient may regard this cohesive 
whole as more important in selecting a desig-
nated agent (Doukas & Hardwig, 2003). This 
model is more accepting of alternative models 
of family based decision making that are held 
as valued in many parts of the world (Doukas &  
Hardwig, 2003).

The family covenant model begins with an 
agreement that endures over time concerning to 
whom information should flow and how deci-
sions can be made. The passage of time allows 
for the accumulation of trust, thereby strength-
ening the relationship and allowing for ongoing 
discussion, deliberation, and decision mak-
ing. The family covenant can then be used as a 
method to discuss advance directives and other 
relevant advance care planning options, such as 
those described previously.

 ▸ The Values History
The Values History (Appendix 40A) was first 
published in the literature (in the first Hand-
book of Geriatric Assessment in 1988) as a means 
to identify better end-of-life healthcare values 
and treatment preferences based on those val-
ues (Doukas & McCullough, 1988). This in-
strument is intended to complement the living 
will and DPA-HC, rather than replace them. 
The Values History asks the individual to iden-
tify and discuss his or her values and beliefs re-
garding terminal care; this step is followed by 
considering end-of-life treatment decisions in 
advance, given these values. It also asks the in-
dividual to consider under which parameters 
these decisions apply, and in which circum-
stances his or her values would support chang-
ing the treatment decisions for the individual. 
Through this articulation of end-of-life values, 
the patient’s perspective becomes better under-
stood by the patient, his or her family, and his 
or her physician, and this understanding can be 
documented by appending the Values History 
to the individual’s living will and DPA-HC. The 
intended effect is to enhance communication 
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investigation of the causes of death may be very 
important for some persons, such as when au-
topsy might help clarify genetic familial dis-
ease risks. The person is given an opportunity 
to add any other medical preferences not other-
wise addressed.

The unique and singularly helpful proxy 
negation directive, grounded within the Values 
History, allows the individual to name those per-
sons who are to be excluded from the individual’s 
healthcare decision making in the future. This 
proactive omission preference is useful when 
family members have a different philosophy or 
religious belief regarding medical care or have 
a conflict of interest.

The last directive encourages the person to 
consider a gift of life by filling out a uniform donor 
card (specific to the individual’s state), allowing 
for the postmortem use of organs in transplan-
tation, medical therapy, and medical research or 
education. Families are encouraged to respect 
this personal decision, as well as that of autopsy.

Clinical Use of the Values History
All competent adult patients should be offered 
the living will, the DPA-HC, and the Values His-
tory, and all three instruments should be part 
of geriatric assessment. POLSTs should be of-
fered only if a patient has a specific need to guide 
treatment outside the medical setting, so they are 
not a necessary part of all geriatric assessments.

In the primary care office, preliminary ques-
tioning on end-of-life care should be initiated 
by the physician. This discussion usually begins 
with the DPA-HC designation, as it is often an 
easier task to identify a proxy decision maker. 
This take-off point is where the family covenant 
can then be introduced to identify boundaries 
set by the patient on who should be included 
in discussions on medical care and treatment 
decision. Often, this would be the appropriate 
moment to identify any relevant identifiable 
proxy negation.

The next step would be to discuss the liv-
ing will in the context of future terminal illness 
or irreversible incapacity. When the patient 
signs (i.e., executes) his or her living will and/

regarding intervention when advanced cardiac 
life support (ACLS protocols) versus longitudi-
nal care may be invoked in the hospital, nursing, 
rehabilitation, and home settings. Many prefer-
ence statements introduce the concept of a “trial 
of intervention,” limited by either time or benefit 
(N.B.: this was a new concept in 1988) (Doukas 
& McCullough, 1988). This nuanced approach 
allows for a therapy to be used for a designated 
period of time or to ascertain whether medical 
benefit is present and continued after a ther-
apy is initiated, and helps to break down bar-
riers of artificial constraints that are forced as 
a “yes” or “no” decision point into touch points 
that more realistically capture the relevance as-
pects of either time or benefit.

Discussing cardiopulmonary resuscitation 
(CPR) is fundamental in considering end-of-life 
care, as withholding or stopping resuscitation in 
dire circumstances will usually result in death. 
Many physicians, hospitals, and, importantly, 
patients presume that this medical therapy will 
be provided. Code status is of particular import-
ance in chronic and critical illness where such 
decisions are increasingly relevant. Such orders 
can also be used in out-of-hospital do not re-
suscitate (DNR) orders, which are allowed in 
many states for patients in home and hospice 
care. Respirator and endotracheal intubation 
discussions help to clarify the unifying concept 
of ACLS resuscitation: If ACLS protocols are to 
be used, they must be used in compliance with 
established standards. “Partial codes” are not 
condoned in an individual’s treatment prefer-
ences, as they may set up false hopes for treat-
ment benefit where there is none.

Each subsequent chronic care directive is 
based in the context of future long-term recu-
perative or vegetative care. The chronic care 
treatment options include total parenteral nu-
trition, intravenous hydration/medication, all 
medications for the treatment of illnesses by 
other routes (e.g., oral or by intramuscular in-
jection), enteral feeding tubes, and dialysis. The 
physician should make it clear that pain med-
ications will always be prescribed as needed.

Preferences then follow addressing au-
topsy, proxy negation, and organ donation. The 
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value–preference statements or any other in-
consistencies in the patient’s value structure 
regarding healthcare treatment. Also, any im-
pediments to the person’s ability to formulate 
an informed consent may be gleaned through 
this process. The physician could thereby help 
the person therapeutically to restore his or her 
decision-making capacity. Throughout this 
evolving advance directive informed consent 
process, the law and ethics of informed consent 
require the physician to presume that persons 
are able to consent to these decisions unless 
unable to do so.

The Values History preserves respect for 
the patient by allowing the DPA-HC agent as 
well as other identified family covenant mem-
bers to use the patient’s values and preferences 
as a basis for healthcare decision making in the 
event of future incapacity. The patient should 
understand that this respect is best secured in 
advance to help his or her significant others help 
him or her in the future. If the individual has no 
advance directive or proxy, the physician should 
inform him or her that signing these documents 
would best ensure that his or her wishes would 
be carried out. Five states (California, Delaware, 
Michigan, Missouri, and New York) have had 
case law arise in which “clear and convincing” 
standards of evidence (i.e., explicit written or 
oral declarations) were required before with-
holding or withdrawing life-prolonging care. 
Every patient must understand that making no 
decision is a decision—in that treatment against 
his or her own values may be imposed if no ad-
vance directive is executed.

 ▸ POLST/MOLST Forms
A newer form of advance directive is the phy-
sician (or medical) order for life sustaining 
treatment (POLST or MOLST, although other 
similar acronyms—COLST, MOST, POST, or 
TPOPP [transportable physician orders for pa-
tient preferences]— are used in different states 
for similar documents). The POLST guides 
emergency medical personnel in a crisis and is 
generally meant for persons who have serious 

or DPA-HC, this event should be documented 
within the medical record, with copies also placed 
in the medical record, along with an appropri-
ate note discussing the conversations that led 
to these decisions as well as patient-expressed 
delineations of how the family can or should 
have a place in the patient’s future health care. 
Such discussions should be made in a flexible, 
non-time-constrained fashion such that the 
patient’s deeply held values regarding future 
end-of-life care can be carefully examined, and 
clarified, between the physician and the patient, 
and if allowed by the patient, by relevant fam-
ily members or other loved ones. This process 
is also now reimbursed by CMS in both the out-
patient and inpatient settings.

The physician’s next step would be to intro-
duce the Values section of the Values History. 
Subsequently, the physician should discuss the 
preferences listed in the Values History. These 
discussions should be rooted in the context of 
the person’s own medical problems. For ex-
ample, the physician should explain the lack of 
benefit of CPR to someone with conditions that 
generally reduce the chances of successful CPR. 
The acute care treatment options (e.g., CPR, in-
tubation, and ventilation) should also be dis-
cussed early, with the patient’s signature being 
obtained on the Values History to demonstrate 
the patient’s consent to use of this document.

The remainder of the Values History can be 
discussed during follow-up visits as part of other 
health maintenance examinations, with docu-
mentation of subsequent decisions as they are 
articulated. Each treatment preference should be 
individually signed and dated as agreed to over 
time. The physician should document these treat-
ment preferences in the medical record for that 
date. Treatment preferences should be rooted in 
the patient’s values from the Values section, as 
well as other relevant concerns that are likely to 
arise in discussion. The preparation of a POLST 
may be appropriate in the context of this dis-
cussion if indicated by a patient’s specific med-
ical condition and preferences.

Values-based discussion allows for a more 
meaningful understanding of the individu-
al’s reasoning while also probing for dissonant 
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development of the program varies from state to 
state, but even in states with clear law creating a 
POLST, the acceptance of them as valid orders 
in various healthcare institutions varies widely. 
Further, some states have forms that differ from 
the general norm (National POLST Paradigm, 
n.d.). Due to these potentially shifting factors, 
providers should familiarize themselves with  
their local state and institutional policies, and 
should keep up-to-date with those laws and poli-
cies in case of changes. They should also consider 
ensuring that persons who might encounter a 
patient’s POLST—such as home care providers, 
nursing home staff, and other out-of-hospital  
providers—understand what the POLST means 
and will abide by the patient’s stated preferences. 
A guide to state programs and the status of those 
programs can be found at POLST.org (National 
POLST Paradigm, n.d.).

Each state’s POLST form is different, but the 
standard elements of a POLST include three ma-
jor sections plus a signature space. The first sec-
tion identifies the decision to request or refuse 
CPR if the patient has no pulse or is not breath-
ing. The second section contains directives for 
medical interventions if the patient has a pulse 
and is breathing. The choices here normally in-
clude an option for comfort care only, includ-
ing a preference to avoid transfer to the hospital, 
an option for basic treatment that may include 
hospitalization but avoidance of intensive care 
unit (ICU) treatment, and an option requesting 
any medically appropriate treatment, including 
transfer to an ICU. Some state’s forms include 
explicit instructions for particular types of treat-
ment, such as antibiotic use or dialysis, or spe-
cific directions about transfer to hospital. The 
third section (which may be combined with the 
second section) contains directives about pref-
erences for artificial nutrition, usually includ-
ing the option to request it, refuse it, or allow it 
for a time-limited trial period.

Since the POLST is a medical order, it must 
also include a section for the signature of the cli-
nician creating the order. Which clinicians are 
capable of legally signing a POLST will differ 

health conditions, who wish to avoid some or 
all life-sustaining treatments, and who reside 
in long-term care facilities or otherwise outside 
of a hospital. The POLST is created by a patient 
and a clinician knowledgeable about the patient’s 
condition, and signed by a physician or other 
clinician as a standing medical order (Hanson &  
Doukas, 2016). Such portable medical orders are 
often meant to prevent the instigation of unde-
sired burdensome medical treatments. They may 
also be completed to ensure medical treatment 
is in concert with a patient’s religious views. A 
POLST may also be completed to ensure aggres-
sive life-saving care is provided—though since 
that is the norm in an emergency situation, it 
may not be necessary in all cases.

Since whether a given treatment is perceived 
as overly burdensome, or a religious preference, 
is a highly personal decision, not all persons need 
a POLST. Generally, only patients with serious 
illnesses, for whom their healthcare providers 
“would not be surprised if they died within a 
year” are appropriate candidates for a POLST 
(National POLST Paradigm, n.d.). As these forms 
are medical orders, they are to be followed by 
medical professionals in circumstances where 
emergency decisions about life-sustaining care 
might have to be made, even outside of the hos-
pital setting.

POLST forms are printed in a bright color—
the recommended national standard is a bright 
pink—and require a clinician’s signature to be 
valid. Thus, unlike the other forms of advance 
directives, a patient cannot complete a valid 
POLST himself or herself. It is therefore imper-
ative upon clinicians to engage in discussions 
about these orders with patients who might 
benefit from a POLST well ahead of the actual 
need for the orders.

At time of this text’s publication, all states 
(except South Dakota, although the state does 
have an out-of-hospital DNR directive that can 
direct EMS personnel not to engage in CPR; 
South Dakota Department of Health, 2017) either 
had a POLST program or were developing one 
(National POLST Paradigm, n.d.). The stage of 
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CASe exeMPLAr

Mr. Bob Harris comes into Dr. Zelda Smith’s office for an extended appointment for assessment of his 
abilities. Mr. Harris, who is 78 years old, is widowed and living alone. Dr. Smith asks Mr. Harris whether 
he has an advance directive. He replies, “Yes, after my wife’s death I signed a living will and one of those 
health care proxies (a DPA-HC). My son John is the proxy.” Dr. Smith asks what John understands about 
Mr. Harris’s end-of-life values and preferences. He replies, “John will know what to do,” but indicates 
that he has never engaged in any specific conversations on end-of-life treatment, as both he and his 
son have been a bit reluctant to talk about it. Mr. Harris also states that he has an estranged daughter, 
Betty, with whom he has had no contact for 9 years; they have sharply different views on health, life, 
and religion.

Dr. Smith uses this opportunity to initiate a conversation about advance directive values, 
with an emphasis on asking why Mr. Harris had executed his advance directives. His responses, 
which reflect the trauma of seeing his wife die, then stimulate a discussion on his own quality of 
life and other associated values. Dr. Smith discusses the Values History with Mr. Harris. Mr. Harris 
completes the Values section and addresses several acute care preferences by initialing each and 
signing the form. 

Over the next two physician appointments, John joins Dr. Smith and Mr. Harris in discussing 
the remainder of the Preferences section of the Values History. Mr. Harris also lists Betty in the proxy 
negation so that she will not attempt to usurp John’s role at some later date. Also, they agree on the 
POLST form preferences (for their state) that reflect his Values History values and preferences. All three 
parties recognize how this discussion will help in the future, and the completed copies of the forms 
are placed in his medical chart, with Mr. Harris keeping the originals and his son having a copy. This 
duplication allows for ready use in case of hospitalization and to assist the proxy to help with decision 
making, which in turn will help Dr. Smith with the writing of orders in the hospital.

from state to state. POLST.org (http://polst 
.org/ elements-polst-form/) discusses the sug-
gested structure of POLST forms, but practi-
tioners should seek out their own state’s specific 
POLST form.

 ▸ Barriers to Using 
Advance Directives

Potential barriers may arise in using any advance 
directive. First, as noted previously, the physi-
cian may delay initiating advance directive dis-
cussions with the person until the “right time” 
(Doukas et al., 1991). This delay of informed 
consent may hinder good surrogate decisions 
about future health care. Both the physician 
and the patient can lose a valuable opportunity 

to discuss values regarding end-of-life care if 
the patient becomes ill and decisions need to 
be made in the absence of helpful discourse on 
values and preferences.

Patient ambivalence or wariness in dis-
cussing advance directives can be a barrier 
as well. Physicians should attempt continued 
sensitive discussion, particularly regarding 
what may happen if no advance directive is 
ever signed.

Family members may sometimes impede the 
execution of an advance directive if no attempt 
is made to engage them during its development. 
A family member may disagree with a patient’s 
refusal of medical therapies and attempt to cir-
cumvent the refusal. In such circumstances, it 
is helpful to acknowledge the family member’s 
concerns and values and to inform him or her 
that advance directives are intended to safeguard  
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value-based preferences. A longitudinal conver-
sation best approximates the ethical preference 
that informed consent be a process rather than 
an event (Doukas, 1999). So, too, should the 
Values History be considered merely a template 
to spur and facilitate an ongoing discussion of 
values and preferences that can then safeguard 
the patient’s future healthcare wishes. The Val-
ues History, when coupled with contemporan-
eous statutory advance directives, preserves the 
patient’s future autonomy and dignity by com-
municating core health values and translating 
these values into preferences that the physician 
can implement when appropriate.
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Appendix 40A

The Values History

Patient name: 

This Values History serves as a set of my specific value-based directives for various medical 
interventions. It is to be used in healthcare circumstances when I may be unable to voice my 
preferences. These directives shall be made a part of the medical record and used as supple-
mentary to my living will and/or durable power of attorney for health care.

I. Values Section
Values are things that are important to us in our lives and our relationships with others— 
especially loved ones. There are several values important in decisions about terminal treatment 
and care. This section of the Values History invites you to identify your most important values.

A. Basic Life Values
Perhaps the most basic values in this context concern length of life versus quality of life. 
Which of the following two statements is the most important to you?
_____ 1. I want to live as long as possible, regardless of the quality of life that I experience.
_____ 2. I want to preserve a good quality of life, even if this means that I may not live as long.

B. Quality-of-Life Values
There are many values that help us to define for ourselves the quality of life that we want to 
live. Review this list (and feel free to either elaborate on it or add to it), and circle those val-
ues that are most important to your definition of quality of life.

1. I want to maintain my capacity to think clearly.
2. I want to feel safe and secure.
3. I want to avoid unnecessary pain and suffering.
4. I want to be treated with respect.
5. I want to be treated with dignity when I can no longer speak for myself.
6. I do not want to be an unnecessary burden on my family.
7. I want to be able to make my own decisions.
8. I want to experience a comfortable dying process.
9. I want to be with my loved ones before I die.

10. I want to leave good memories of me to my loved ones.
11. I want to be treated in accord with my religious beliefs and traditions.
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12. I want respect shown for my body after I die.
13. I want to help others by making a contribution to medical education and research.
14. Other values or clarification of values above: ______________________________

II. Preferences Section
Some directives involve simple yes or no decisions. Others provide for the choice of a trial 
of intervention. Use the values identified above to explain why you made the choice you 
did. The information will be very useful to your family, healthcare surrogate (or proxy), and 
healthcare providers.

Initials/Date
___ ___ 1. I want to undergo cardiopulmonary resuscitation.

_____ Yes
_____ No
Why? 

___ ___ 2.  I want to be placed on a ventilator. (Please note: If you answer NO to CPR #1, 
then the default is NO on this item as well, as this option is part of the treatment 
of cardiopulmonary resuscitation.)
_____ Yes
_____ Trial for the time period of
_____ Trial to determine effectiveness using reasonable medical judgment
_____ No
Why? 

___ ___ 3.  I want to have an endotracheal tube used to perform items 1 and 2. (Please note: 
If you answer NO to CPR #1, then the default is NO on this item as well, as this 
option is part of the treatment of cardiopulmonary resuscitation.)
_____ Yes
_____ Trial for the time period of
_____ Trial to determine effectiveness using reasonable medical judgment
_____ No
Why? 

___ ___ 4. I want to have total parenteral nutrition administered for my nutrition.
_____ Yes
_____ Trial for the time period of
_____ Trial to determine effectiveness using reasonable medical judgment
_____ No
Why? 

443The Values History

www.ketabpezeshki.com                                 66485438-66485457



___ ___ 5.  I want to have intravenous medication and hydration administered; regardless of 
my decision, I understand that intravenous hydration to alleviate discomfort or 
pain medication will not be withheld from me if I so request them.
_____ Yes
_____ Trial for the time period of
_____ Trial to determine effectiveness using reasonable medical judgment
_____ No
Why? 

___ ___ 6.  I want to have all medications used for the treatment of my illness continued; re-
gardless of my decision, I understand that pain medication will continue to be 
administered, including narcotic medications.
_____ Yes
_____ Trial for the time period of
_____ Trial to determine effectiveness using reasonable medical judgment
_____ No
Why? 

___ ___ 7.  I want to have nasogastric, gastrostomy, or other enteral feeding tubes introduced 
and administered for my nutrition.
_____ Yes
_____ Trial for the time period of
_____ Trial to determine effectiveness using reasonable medical judgment
_____ No
Why? 

___ ___ 8.  I want to be placed on a dialysis machine.
_____ Yes
_____ Trial for the time period of
_____ Trial to determine effectiveness using reasonable medical judgment
_____ No
Why? 

___ ___ 9. I want to have an autopsy done to determine the cause(s) of my death.
_____ Yes
_____ No
Why?
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___ ___ 10.  I want to be admitted to the intensive care unit if necessary. (Please note: If you 
answer NO to CPR #1, then the default in some hospitals is NO on this item as 
well, as refusing cardiopulmonary resuscitation means you also refuse intensive 
care unit treatment.)
_____ Yes
_____ No
Why? 

___ ___ 11.  If I become a patient in a long-term care facility or if I receive care at home and 
experience a life-threatening change in health status, I want 911 called in case 
of a medical emergency. (Add your state-required “At Home DNR order” here, 
if applicable.)
_____ Yes
_____ No
Why? 

___ ___ 12.  Other directives: _____________________________________________________ 
I consent to these directives after receiving honest disclosure of their implica-
tions, risks, and benefits by my physician, free from constraints and being of 
sound mind.

 Signature        Date

 Witness

 Witness

___ ___ 13.  Proxy negation:
I request that the following persons NOT be allowed to make decisions on my  
behalf in the event of my disability or incapacity: _______________________

 Signature        Date

 Witness

 Witness
___ ___ 14. Organ donation:

Specific state version inserted/attached here

Modified from Doukas, D., & McCullough, L. (1991). The values history: The evaluation of the patient’s 
 values and advance directives.The Journal of Family Practice, 32(2), 145-153. Reprinted with permission 
from The Journal of Family Practice®. © 2018, Frontline Medical Communications Inc.
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Clinical Assessment of Older 
Persons with Developmental 
Disabilities
Christine McDonough and Kara Peterik

KEY TERMS

Assessment
Developmental disabilities (DD)

Geriatric
Intellectual disabilities (ID)

Older adults

CHAPTER OBJECTIVES

1. Recognize special risks and challenges for older adults with developmental disabilities.
2. Understand areas in which clinical assessment approaches may require tailoring to the needs of 

older adults.
3. Understand the importance of assessment of social support and social services for older adults.

 ▸ Introduction
People with developmental disabilities  (DD) 
present with a wide range of conditions. Devel-
opmental disability is a term that was introduced 

in the 1960s, and it encompasses various condi-
tions that share onset early in life and, therefore, 
long duration of impact with developmental im-
plications (Crocker, 2006). The Rehabilitation 
Act Amendments of 1978 provided a definition 
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of developmental disability that has been widely 
used (PL 95-602):

A severe, chronic disability of a person 
which (A) is attributable to a mental or 
physical impairment or combination 
of mental or physical impairments; (B) 
is manifested before the person attains 
the age of twenty-two; (C) is likely to 
continue indefinitely; (D) results in 
substantial functional limitations in 
three or more of the following areas 
of major life activity: (i) self-care, (ii) 
receptive and expressive language, (iii) 
learning, (iv) mobility, (v) self-direction, 
(vi) capacity for independent living, 
and (vii) economic sufficiency; and 
(E) reflects the person’s need for a 
combination and sequence of special 
interdisciplinary, or generic care, 
treatment, or other services which 
are life-long or extended duration 
and are individually planned and 
coordinated.

Although this definition has endured, sev-
eral elements have been added to the Patient’s 
Bill of Rights since 1979, and amendments and 
acts have been passed to increase protections 
and to integrate important societal goals such as 
inclusion in the community, independence, and 
financial productivity (Crocker, 2006).

Developmental disability includes genetic 
and acquired conditions causing chromosomal 
changes as well as conditions caused by environ-
mental exposures and pregnancy-related condi-
tions. Down syndrome, congenital heart disease, 
cerebral palsy, seizure disorders, and neurologic 
disorders such as neural tube defects are some 
examples. The term intellectual  disabilities 
(ID) has largely replaced mental retardation and 
includes autism spectrum disorders as well as 
Down syndrome and other congenital disorders, 
representing a large proportion of the  people 
with developmental disabilities.

Ultimately, DD/ID refers to the people grow-
ing, working, playing, and having relationships 

who have a wide range of physical, cognitive, be-
havioral, mental health, social, and environmen-
tal challenges. These individuals are increasingly 
reaching older age, and experiencing substantial 
barriers to access to community integration, ed-
ucation, financial productivity, independence, 
and healthcare services. On the one hand, 
older adults with DD require tailored, patient- 
centered care that reflects the specific challenges 
and opportunities they face, and evidence shows 
that assessment tailored to specific health char-
acteristics improves care (Lennox et al., 2007). 
On the other hand, similar to the general pop-
ulation, for a large proportion of people with 
DD, the non-specialty-based community med-
ical system is capable of providing appropriate 
medical care (Crocker, 2006).

 ▸ Developmental 
Disabilities Are 
Important to Geriatric 
Clinical Assessment

The topic of DD when performing geriatric 
assessment is of critical importance for several 
reasons. First, there is an ethical imperative to 
provide high-quality care to older adults with 
DD. Second, the number of adults with ID/DD  
is increasing. Estimates based on the 2010 
U.S. Census suggest that there were more than 
850,000 community-dwelling adults age 60 and 
older with developmental disabilities when these 
data were collected (Factor, Heller, & Janicki, 
2012). This number is expected to increase to 
1.4 million by 2030.

Third, there are known disparities in health 
and health care for people with DD. For exam-
ple, people with DD experience worse health, 
more impairments and functional limitations, 
and shorter life expectancy (Balogh et al., 2016; 
Ouellette-Kuntz et al., 2005). Among the other 
risk factors associated with reduced life expec-
tancy in individuals with DD are severe motor 
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and functional impairment for people with ce-
rebral palsy, refractory seizures associated with 
seizure disorders/epilepsy, chronic upper re-
spiratory infection, heart conditions, choking, 
reduced mobility, and eating and toileting dif-
ficulties (Service, Tyler, & Janicki, 2006).

 ▸ Disparities in Care and 
Health Are Substantial

In 2002, the U.S. Surgeon General published a re-
port titled “Closing the Gap: A National Blueprint 
to Improve the Health of Persons with Mental 
Retardation.” This report, which included input 
from the DD community, reported that people 
with mental retardation experience “more diffi-
culty finding, getting to and paying for appropri-
ate health care” (U.S. Department of Health and 
Human Services, 2002). Disparities are worse for 
people with mental retardation from minority 
communities, and estimates indicate that the pro-
portion of the total U.S. population accounted 
for by non-Hispanic Caucasians will decrease 
to 54% by 2050 (Factor et al., 2012); thus, mi-
nority subpopulations are expected to grow in 
the near term. Needs of people with DD who 
are from minority populations often go unde-
tected due to the different cultural norms about 
care and because of language barriers (Factor 
et al., 2012). Pursuing cultural competency for 
the populations served and providing care in 
the patient’s native language or via translation 
are two strategies with the potential to improve 
care for this particularly vulnerable segment of 
the population with DD.

Eliminating health disparities for people 
with disabilities is an ongoing goal of the na-
tional Healthy People initiative. Indeed, one of 
the 2020 goals is to “maximize health, prevent 
chronic disease, improve social and environ-
mental living conditions, and promote full com-
munity participation, choice, health equity, and 
quality of life among individuals with disabili-
ties of all ages” (U.S. Department of Health and 
Human Services, 2017).

Whereas older adults with DD experience 
the same overall physical process of aging as 
do adults without DD, biological, physical, and 
social factors may combine to produce earlier 
development of chronic health conditions in 
these individuals than in other adults  (Factor 
et al., 2012). However, compared to other  
patient populations, people with DD are subject 
to different levels of health risks, exhibit differ-
ent clinical presentations, and may not match 
the usual expectation of the clinical course of a 
health condition.

 ▸ Geriatric Care for 
People with DD Should 
Be Tailored Based on 
Their Conditions

Life expectancies vary depending on the specific 
conditions underlying DD. Risk factors for de-
creased life expectancy include severe seizure 
disorders, heart conditions, severe physical and 
intellectual impairments and associated health 
conditions, and chronic respiratory infections 
(Service et al., 2006). In addition, people with 
DD are at elevated risk for earlier development 
of some geriatric syndromes and other chronic 
conditions:

 ■ At age 60, the prevalence of Alzheimer’s-type 
dementia among adults with Down syn-
drome is estimated to be as high as 50%, 
compared to the population prevalence of 
6% (Janicki & Dalton, 2000; Service et al., 
2006; Zigman & Lott, 2007).

 ■ Osteoporosis has been found to occur ear-
lier in life for people with DD, potentially 
due to use of antiseizure medications and 
the presence of vitamin D insufficiency 
(Service et al., 2006; Tyler, Snyder, & 
Zyzanski, 2000).

 ■ Some individuals with DD are vulnerable 
to seizure disorders and their sequelae, in-
cluding increased risk of unexpected death, 
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also influence individuals with DD. Historical 
societal treatment of people with DD has had 
profound impacts on aging within this subpop-
ulation, and local history may reveal relevant 
issues. For example, more recent interventions 
can have more durable impacts over time on 
younger people with DD compared to their pre-
decessors. Prior policies, such as institutional-
ization, in the United States will have affected 
the health and functioning of large numbers of 
older adults today, as will prior trends in  service 
provision and policies.

Haveman and Stöppler have advanced the 
concept of functional aging related to their work 
in the area of ID (Haveman, 2004; Haveman & 
Stöppler, 2004). They and others have found that 
for people with ID, aging is meaningful within 
the context of changes in functional ability—in 
particular, “being able to do things and partici-
pate in activities; nutrition; and hygiene and self-
care” (Haveman et al., 2009). This relationship, 
combined with increases in risk of disorders for 
people with DD, makes the concept of functional 
aging particularly valuable in the context of clin-
ical assessment. Chronological age may not be as 
useful as a trigger for assessment of specific is-
sues in individuals with DD as it is in the general 
population. Therefore, a key component of clin-
ical assessment of older adults with DD should 
be developing an understanding of their physi-
cal, cognitive, social, and behavioral function so 
that changes can be detected and addressed in 
a timely manner. Functional decline should be 
recognized as an important indicator of poten-
tial health conditions and aging. Understanding 
of function is a relatively new aspect of clinical 
care, and the theory and methods for its assess-
ment continue to evolve. There are many available 
measures, which are discussed in other chapters 
of this text. Clinicians may need to use a “rolling”  
approach to assessment, whereby selected do-
mains of functioning are addressed at each visit, 
to feasibly build a strong understanding of the spe-
cific patient’s baseline status (Service et al., 2006).

A key role for clinicians in the care of 
people with DD is to support their autonomy. 

social impacts, and seizure-related injuries 
(Service et al., 2006).

 ■ Obesity rates of people with intellectual 
development disabilities (IDD) in the United 
States range from 21% to 33.6% (Stancliffe 
et al., 2011); other research has found 
obesity rates high as 70% in adults with 
Down syndrome (Rimmer & Wang, 2005). 
Individuals with IDD tend to be sedentary, 
not achieving levels of appropriate physical 
activity (Mann, Zhou, McDermott, & Poston, 
2006; Peterson, Janz, & Lowe, 2008; Seekins, 
Traci, Bainbridge, & Humphries, 2005).

 ■ In many countries, the chief cause of death 
for people with ID is cardiovascular disease 
(Haveman et al., 2009).

 ■ People with ID have a higher risk of falls.
 ■ People with ID are at higher risk of being 

abused.
 ■ Dental conditions are among the most 

common problems for people with ID 
(Haveman et al., 2009).

 ■ Women with DD experience menopause 
earlier than those without DD (Coppus 
et al., 2010).

 ■ People with neuromuscular disorders (e.g., 
cerebral palsy) are more likely to experience 
sarcopenia, osteoporosis, arthritis, and pain 
(Strax, Luciano, Dunn, & Quevedo, 2010).

Additionally, Haveman et al. (2009) include 
declines in mobility, increases in pain, increases 
in visual and hearing impairment, and changes 
to bowel and bladder function as signs of aging 
in those persons with ID.

The concept of aging should be carefully 
considered in the context of the lived experi-
ence of people with DD. Aging within the bio-
logical context refers to the processes of growth, 
maturation, and deterioration of body struc-
tures and functions (Haveman et al., 2009). The 
two key mechanisms for aging are believed to 
be genetic programming to complete matura-
tion and initiate aging, and social, behavioral, 
psychological, and environmental impacts on 
the body (Haveman et al., 2009). Environmen-
tal factors that relate to specific events in time 
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general population (Anderson, Larson, Lakin, 
& Kwak, 2003; Krahn, Hammond, & Turner, 
2006; Parish, Moss, & Richman, 2008).

Although some of these access issues re-
quire financial and policy changes, some may 
be within the purview of clinicians and their in-
stitutions. Physicians report limited experience 
and comfort interacting with people with DD, 
insufficient training in issues specific to DD, in-
adequate reimbursement for necessary care, and 
restraints on time (Reichard & Turnbull, 2004). 
Whereas clinical practice guidelines often pro-
vide critical knowledge to support consistent 
quality care, the lack of inclusion of content re-
lated to the health needs of people with DD fur-
ther intensifies the challenges facing healthcare 
providers (Haveman et al., 2009). Other import-
ant reasons for limited quality of care include 
a primary clinical focus on DD, at the expense 
of strategic planning for prevention and man-
agement of secondary conditions so critical to 
function and participation; lack of appropriate 
professional training; and social barriers such 
as poverty.

 ▸ Clinical Assessment
In general, clinicians should use the same prin-
ciples and approaches described throughout 
this text when assessing older adults with DD. 
This section highlights those aspects of assess-
ment that may require adjustment for people 
with DD. In particular, assessment of pain, cog-
nitive ability, mental health, physical function, 
and social support are domains of key impor-
tance for people with DD.

Medical, Developmental,  
and Functional History
Existing physical, cognitive, mental health, and be-
havioral impairments may complicate the diagnos-
tic process for older adults with DD. Therefore, a 
thorough understanding of patients’ medical and 
functional history and current status is critical to 

Geriatric caregivers will be familiar with age-re-
lated biases that can undermine older adults’ 
opportunities to make choices and determine 
their own paths. The assumptions and biases 
that limit self-determination for older adults 
are in play throughout life for people with DD. 
Therefore, it is critical that clinicians under-
stand their patients’ capabilities and respect 
their rights. Janicki and Ansello (2000) intro-
duced the term assisted autonomy to describe 
supported self-determination through negotia-
tion and decision making with the assistance of 
others. The need for assisted autonomy in many 
cases underlines the importance of developing a 
collaborative relationship with the  patient and 
key caregiver(s) (Service et al., 2006).

 ▸ Challenges to 
Providing High-Quality 
Care for Older Adults 
with DD

One important modifiable source of health 
disparities in older adults with DD is the rate 
at which health conditions—for example, ar-
thritis, hypertension, heart disease, chronic 
obstructive pulmonary disease (COPD), di-
abetes, cerebrovascular disease, atheroscle-
rosis, and cancer—go unrecognized. More 
frequent clinical assessment may be appro-
priate to effectively evaluate the likelihood 
of new health conditions or changes in func-
tional status that require intervention. Unfor-
tunately, people with DD often report having 
difficulty finding clinicians who will provide 
care (e.g., dentistry, gynecology, ophthalmol-
ogy, mental health), experiencing long wait 
times, and finding the physical environment 
in which care is delivered difficult or impos-
sible to access (Ward, Nichols, & Freedman, 
2010). People with ID are more likely to re-
port unmet needs for health/mental care, pre-
scription medications, and dental care than the 
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Pain Assessment
Self-report is the current gold standard for assess-
ing the patient’s experience of pain (Baldridge & 
Andrasik, 2010). People with DD may have diffi-
culty describing, locating, and rating the severity 
of their pain, and clinicians may face challenges 
in understanding these patients due to lack of fa-
miliarity with the specific patient with DD and 
his or her cognitive and communication func-
tioning (Baldridge & Andrasik, 2010). Even so, 
clinicians should attempt to obtain self-reports of 
pain, if possible, and also consider observed or 
reported behavior changes such as self-injurious 
behavior, aggression, nonverbal vocal expres-
sions, agitation, and facial expressions (Herr 
& Garand, 2001). The American Society for 
Pain Management Nursing recommends using 
a hierarchical approach for nonverbal patients:  
(1) obtain a self-report (elicit yes/no responses, 
vocalizations, hand grasp or eye blink), (2) look 
for potential causes of pain (e.g., pathological 
sources, procedures that knowingly cause iat-
rogenic pain), (3) observe patient behaviors  
(de Knegt et al., 2013; Herr, Coyne, McCaffery, 
Manworren, & Merkel, 2011), (4) obtain a caregiver/ 
family proxy report of behavior or activity changes, 
and (5) attempt an analgesic trial.

Chan, Hadjistavropoulos, Williams, 
and Lint-Martindale (2014) developed the 
observation-based Pain Assessment Checklist 
for Seniors with Limited Ability to Commu-
nicate (PACSLAC-II), a 31-item checklist for 
older adults with communication difficulties. 
The checklist is broken into six sections: facial 
expressions, verbalizations and vocalizations, 
body movements, changes in interpersonal in-
teractions, changes in activity patterns or rou-
tines, and mental status changes. De Knegt et al. 
(2013) note that visual analog or numeric rat-
ing scales assessing pain correlate with observa-
tional scales, and suggest that using both types 
of scales can provide a more complete assess-
ment of pain.

establishing their clinical needs and identifying 
clinically significant changes at their earliest pre-
sentation. Keep in mind that in addition to the 
history provided by the patient, information from 
a caregiver, a guardian, and/or family members 
plays an important role in many cases (Deb, Mat-
thews, Holt, & Bouras, 2001). The following medi-
cal, social, and functional history should be taken:

 ■ History of DD: Cause of DD, history in 
family, developmental milestones

 ■ Psychosocial history: Personality and be-
havior; principal relationships (support/
caregivers and social); current and previous 
levels of interpersonal interactions with 
others in the family, at school, or at work; 
daily and weekly routines; living situation 
(in own home, with family, in an assisted 
living residence)

 ■ Education, school, and job history: Import-
ant life events and academic level reached

 ■ Medical history:

•	 Past, present, and recurrent illnesses
•	 Drug history: Past, recent changes, 

and current medications; adverse 
event history; known allergies and past 
reactions; substance and alcohol use

•	 Physical: Spasticity; functional ability 
level and limitations

•	 Cognitive: Ability level and limitations
•	 Communication: Ability level and 

how the person communicates pain or 
discomfort

•	 Psychiatric and behavioral: Diagnoses,  
contact with psychiatric services, as-
sessment of risk to self and/or others

•	 Vision and hearing
•	 Forensic: Problems with the law (patient, 

family, friends)
•	 History of present complaint

Knowing the older adult’s history allows 
the clinician to detect new health conditions 
and changes in function.
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Direct Assessment  
of Persons with ID
The Cambridge Cognitive Examination—Down 
Syndrome version (CAMCOG-DS version; Ball, 
Holland, Hon, et al., 2006) is the neuropsycho-
logical component of the CAMDEX-DS and is 
adapted from CAMCOG, a brief neuropsycholog-
ical battery used to assess cognitive function. It is 
usually administered by a mental health profes-
sional as a direct assessment with persons with ID.

Mental Health Assessment
Little is known about “usual” psychological de-
velopment across the lifespan in persons with 
ID. Many individuals with ID have restricted 
social roles and networks (Service et al., 2006). 
The Vanderbilt Kennedy Center for Excellence 
in Developmental Disabilities (n.d.) developed 
a comprehensive toolkit for primary care pro-
viders that provides guidance on assessing be-
havioral and mental issues in adults with IDD. 
This toolkit included several checklists and as-
sessment tools to guide the care of behavioral 
and mental health problems for adults with IDD 
in a primary care setting.

The psychiatric assessment schedule for 
adults with developmental disabilities (PAS-
ADD) (Moss, Ibbotson, Prosser, Patel, & Simpson, 
1997) provides both a 25-item screening check-
list, which untrained persons can use to iden-
tify mental health issues in adults with ID, and 
a structured clinical interview, which requires 
training to administer. The PAS-ADD clinical 
interview uses information from both the pa-
tient and a key informant. Either interview can 
produce research diagnoses, so the PAS-ADD 
can be used with nonverbal patients.

Functional Assessment
The most common challenges in assessment 
of physical function are associated with severe 

Cognitive Assessment
Screening and assessment tools for the detection 
of dementia in the general population are usually 
not appropriate for people with ID because of floor 
effects in the measures (Deb, Hare, Prior, & Bhau-
mik, 2007).  Alternative approaches fall into two 
categories: caregiver reports and those that involve 
the direct assessment of the individual (Strydom  
et al., 2009).

Caregiver/Informant 
Assessments
The Dementia Screening Questionnaire for In-
dividuals Intellectual Disabilities (DSQIID) is an 
observer-rated dementia screening tool devel-
oped for adults with ID. This 53-item checklist 
has acceptable internal consistency, and good 
test–retest and interrater reliability. DSQIID 
takes approximately 10–15 minutes to com-
plete and can be done at home or in a clinic 
(Deb et al., 2007).

The Adaptive Behaviour Dementia Ques-
tionnaire (ABDQ) is a 15-item tool that assesses 
for changes in adaptive behavior to screen for 
Alzheimer’s dementia in adults with Down 
 syndrome. It has acceptable reliability and 
 validity. Its reported positive predictive value is 
89% and the negative predictive value is 94%, 
with an accuracy rate of 92% (Prasher, Farooq, &  
Holder, 2004).

The Cambridge Examination for Mental 
Disorders of Older People with Down Syndrome 
and others with Intellectual Disability (CAM-
DEX-DS) (Ball, Holland, Huppert, Treppner, & 
Dodd, 2006) is a semi-structured interview of  
caregiver/informants modified from the CAM-
DEX, which was developed for early diagnosis 
and measurement of dementia in general older 
adult populations. The CAMDEX-DS asks for 
a history of cognitive and activities of daily  
living (ADLs) and mood and functional  decline 
over time.
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should consider the potential impact of finan-
cial issues, guardianship, decision-making sup-
port, residential planning, vocational support, 
and needs for community involvement.

Because there is wide variation by state in 
the resources provided for people with disabil-
ities, clinicians should conduct a social sup-
port scan of their area, including the DD and  
aging services systems. The Administration 
for Community Living (2017) supports a 
range of programs, including Aging and Dis-
ability Networks. Examples of DD services 
 networks include state Councils of DD, Disabil-
ity  Advocacy Agencies, and University Centers 
for Excellence in DD. Some of the aging ser-
vices networks include the National Respite  
Network, National Council on Aging Senior 
Centers, Centers for  Independent Living, Elder-
care Locator, Community Service and Employ-
ment Program, Long-Term Care Ombudsman, 
and Elder Abuse programs. In many cases, it 
will be helpful to provide a referral to a social 
worker for full assessment and development of 
a plan for support services.

 ▸ Preventive Health
In addition to the guidance provided throughout 
this text, detailed recommendations for preven-
tive health for older adults with DD have been 
published by Service et al. in 2006 and Sullivan 
et al. in 2011 (TAble 41-1). These guidelines ad-
dress timing and frequency of preventive health 
assessments. Although many recommenda-
tions are similar to those for older adults with-
out DD, these guidelines address conditions 
for which adults with DD are at increased risk. 
Specific conditions that adults with DD are at a 
higher risk of developing include: cardiac dis-
ease, obesity, dental disease, gastrointestinal and 
feeding disorders (e.g., GERD and H. Pylori in-
fection), osteoporosis, and endocrine disorders 
(e.g.,  thyroid disease and diabetes in adults with 
Down  syndrome). Screening for these second-
ary conditions is  imperative in adults with DD.

physical limitations (e.g., requiring wheelchair 
or assistive devices to get around) and cogni-
tive/communication limitations. When feasible, 
 clinicians should use measures recommended in 
the Physical  Assessment and Mobility Assessment 
chapters (e.g., Timed Up and Go, 6-minute walk 
tests), documenting necessary adjustments (e.g., 
assistive device use, rest periods) for future com-
parison. The PULSES profile tool is a compre-
hensive assessment that is used to evaluate ADLs 
in older and chronically ill persons. Specifically, 
it evaluates physical condition, upper limb func-
tion, lower limb function, sensory components, 
excretory function, and mental and emotional 
status (Granger, Sherwood, & Greer, 1977; Mos-
kowitz, 1985). It can be used to assist in program 
and rehabilitation planning.

Self-report measures that account for use 
of a wheelchair or other assistive device, such as 
the Activity Measure for Post-Acute Care (AM-
PAC) (Haley et al., 2004) and the Patient-Reported 
Outcome Measurement Information System 
(PROMIS) (Rose, Bjorner, Becker, Fries, & Ware, 
2008) physical function scales, may be helpful 
for patients who are able to provide self-reports 
of their functional ability. In combination with 
history and observation, administration of a 
self-report measure by a proxy (e.g., the care-
giver) can provide useful information. Evidence 
indicates that proxy-reported function is mod-
erately correlated with self-report (median cor-
relations: 0.60–0.70), and that caregiver proxies 
tend to report more limited function (Andresen, 
Vahle, & Lollar, 2001; Hilari, Owen, &  Farrelly, 
2007; Horowitz, Goodman, & Reinhardt, 2004; 
Sneeuw, Sprangers, & Aaronson, 2002).

Social/Social Support Assessment
Older adults with DD and their social support 
networks face special challenges in regard to aging 
in place and engaging in society. Most persons 
with DD live with their families (25% in their 
own home, 60% with family, and 12% in a formal 
residence facility) (Factor et al., 2012). During 
the assessment of persons with DD, clinicians 
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TAble 41-1 healthcare Guidelines for Older adults with Developmental Disabilities*

Condition Clinical Assessment 

Sensory Impairment
Visual impairment

Hearing impairment 

Vision and hearing impairments can be overlooked in adults with DD. 
Visual acuity test, glaucoma screen, and ophthalmoscopy every  
1–2 years.
Perform otoscopy and audiometry every 1–2 years. 

Cardiovascular 

Hypertension
Atrial fibrillation
Physical activity
Hyperlipidemia 

Cardiac disorders are common in adults with DD. They are at risk for 
developing coronary artery disease due to lack of physical activity, 
smoking, and possibly from the use of certain psychotropic medicines. 
Check blood pressure annually. 
Assess heart rhythm.
Review physical activity habits and provide exercise counseling if needed.
Order a fasting lipid profile every 5 years, and more frequently if the 
patient is taking atypical antipsychotic medications or has diabetes. 

Diabetes Screen annually after age 45. Adults with Down syndrome are at a higher 
risk of developing diabetes. 

Thyroid Disease Perform a thyroid-stimulating hormone (TSH) test annually. Consider 
a TSH test if there is an unexplained change in behavior or level of 
functioning. Adults with DD have a higher risk of developing thyroid 
disease than the general population. 

Cancer Screening
Colon cancer

Breast cancer 
Cervical cancer

Skin cancer
Prostate cancer

Ovarian cancer

Lung cancer

At age 50, screen with one of the following strategies: Conduct fecal 
occult blood testing yearly along with flexible sigmoidoscopy every  
3 years; colonoscopy every 10 years; or flexible sigmoidoscopy every  
5 years or fecal occult blood testing yearly.
Perform mammography every 1–2 years and clinical breast exam yearly.
No screening is necessary if the woman has no history of sexual 
intercourse. No screening is necessary for a woman with hysterectomy 
for noncancer indications. May cease Pap smears after age 65 if the 
woman has no history of human papillomavirus (HPV) or abnormal 
Pap smears and has three documented normal Pap smears. Perform an 
annual Pap smear if the woman tests positive for HPV. 
Perform clinical skin examination.
Screening by prostate-specific antigen (PSA) is controversial. Discuss the 
risks, benefits, and limitations.
No adequate screening methodologies are available, including bimanual 
pelvic examinations and CA-125 monitoring.
No adequate screening methodologies are available. Provide smoking 
cessation counseling for current smokers.

(continues)
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Condition Clinical Assessment 

Dental Disease Perform an annual oral exam.
Refer patient to a dentist for regular dental care, including cleaning every 
6 months or as recommended by a dentist.
Dental disease is a common health issue in adults with DD because they 
can have difficulty maintaining an oral hygiene routine.

Nutritional Issues 
Obesity
Malnutrition
Osteoporosis 

Measure height, weight, and body mass index (BMI) annually. 
Perform nutrition screening.
Osteoporosis tends to occur earlier in adults with DD than the general 
population. There are several risk factors that impact adults with DD  
including limited mobility, higher risk of falls, specific genetic
syndromes (e.g., Down and Prader-Willi), and long-term use of certain 
drugs (e.g., glucocorticoids, anticonvulsants). Assure that the individual 
has daily intake of 1500 mg calcium and 800 IU vitamin D. Consider bone 
mineral density (BMD) screening earlier and at regular intervals for high-
risk patients. Check serum vitamin D (OH) levels at regular interviews. 

Mental Health 
Depression

Sleep
Social isolation
Abuse/neglect

Substance abuse 

Screen annually or sooner for behaviors or emotions that may indicate 
depression.
Assess for sleep interval changes.
Assess for changes in social network.
Screen annually. Behavioral changes that may indicate signs of abuse 
 include unexplained change in weight, aggression, withdrawal, depres-
sion, avoidance, poor self-esteem, inappropriate attachment or sexual-
ized behavior, sleep or eating disorders, and substance abuse.
Screen for alcohol, drug, and tobacco use. 

Functional Changes
Cognitive impairments
Mobility impairments
Falls
Incontinence

Screen for changes in cognitive function.
Screen for changes in mobility.
Evaluate fall risk annually.
Screen for changes in continence. 

Immunizations 
Tetanus/diphtheria
Pneumococcal 
Influenza
Hepatitis B

Primary series and booster every 10 years.
Give at age 65 and review indications for booster. 
Annually.
Primary series and review indications for booster. 

TAble 41-1 healthcare Guidelines for Older adults with Developmental Disabilities* (continued)
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Clinical Journal of Pain, 30(9), 816–824.
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with Down syndrome. Journal of Alzheimer’s Disease, 
19, 545–550.

Crocker, A. C. (2006). The developmental disabilities. In I. L. 
Rubin & A. C. Crocker (Eds.), Medical care for children 
and adults with developmental disabilities (2nd ed.,  
pp. 15–23). Baltimore, MD: Paul H. Brookes Publishing.

Deb, S., Hare, M., Prior, L., & Bhaumik, S. (2007). Dementia 
screening questionnaire for individuals with intellectual 
disabilities. British Journal of Psychiatry, 190(5), 440–444.

Deb, S., Matthews, T., Holt, G., & Bouras, N. (2001). Practice 
guidelines for the assessment and diagnosis of mental 

 ▸ Summary
Getting to know your older patients with DD and 
their support network is the key to tailoring the 
assessment and management plan to meet their 
unique needs. The usual geriatric care principles 
and preventive care, combined with supported 
 autonomy, serve as the foundation from which 
adjustments are made based on the specific cause 
of DD, patient abilities, and related conditions.
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Assessing Disaster 
Preparedness and Response
Carmel Bitondo Dyer, Amber M. Zulfiqar, Garima Arora, and Renee Flores

KEY TERMS

Post-traumatic stress Preparedness Vulnerability

CHAPTER OBJECTIVES

1. Explain why older people who are community-dwelling and nursing home residents are more 
vulnerable to the effects of disasters.

2. Describe the types of disaster and the best practices for each.
3. Identify the psychiatric, ethical, and social needs of elderly victims of disasters.

 ▸ Introduction
On September 1, 2005, three days after Hurricane 
Katrina pummeled Louisiana and the Gulf Coast, 
the city of Houston prepared to receive displaced 
victims. The old Astrodome stadium and asso-
ciated buildings were readied to meet both the 
healthcare and custodial needs of tens of thou-
sands of people. A large MASH unit was erected, 
and Texas Medical Center hospital personnel, 
trauma experts, and City of Houston health 

officials stood ready to serve. But this disaster 
did not yield mass injuries; instead, these victims 
suffered from a lack of food and water, medica-
tions, shelter, and exposure to the elements—and 
the majority were older than age 65.

Many of the elderly victims were nursing 
home residents or frail older adults without lo-
cal family—and many were impoverished. For a 
variety of reasons, these individuals were unable 
to leave in advance of the hurricane; they were 
the most vulnerable members of the community. 
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Prior to this event, little attention had been fo-
cused on the needs of older patients in disasters. 
Hurricane Katrina opened the eyes of the public 
health and governmental officials, and alerted 
many disciplines of the healthcare community 
to the threat posed to this subpopulation. This 
chapter outlines why older adults are more vul-
nerable in disasters, describes the best medical 
and surgical practices in such cases, and ad-
dresses the psychiatric, social, and ethical needs 
of this segment of the population.

 ▸ Why Community- 
Dwelling Older People 
and Nursing Home 
Residents Are More 
Vulnerable to the 
Effects of Disasters

In 2009, approximately 40 million people living 
in the United States, or one in eight Americans, 
were 65 years or older. As a consequence of de-
clining fertility and increased longevity, the num-
ber of older adults is anticipated to become an 
even greater proportion of U.S. population in 
the future, with this group accounting for one 
in every five Americans by 2030. Older adults 
are among the most heterogeneous U.S. popu-
lation subgroups, ranging from bedridden de-
mented patients to marathon runners, and from 
community-dwelling elders to nursing home 
residents. Some are highly functional, whereas 
others need caregivers to help them with their 
activities of daily living (ADLs), such as bath-
ing, dressing, eating, medication administration, 
and transportation. The elderly population as 
a whole has proved to be the most vulnerable 
subgroup during disasters due to decreased 
mobility, multiple comorbidities, frailty, so-
cial isolation, and a high level of dependency 
(De Lepeleire, Iliffe, Mann, & Degryse, 2009; 

Iliffe et al., 2007; Melis et al., 2008; Rockwood, 
2005). Lack of food and water, fluctuating tem-
perature extremes, and high levels of stress 
during disasters can play a role in exacerbating 
illnesses and increasing infection rates (Eisenman,  
Cordasco, Asch, Golden, & Glik, 2007).

Some elderly individuals require frequent 
access to routine health; interruptions can re-
sult in increased morbidity and mortality follow-
ing disasters. Similarly, depending on medicine 
and medical equipment such as oxygen, dialy-
sis machines, or even a simple assistive device 
like a walker or cane may pose problems during 
evacuations (Uscher-Pines, Vernick, Curriero, 
 Lieberman, & Burke, 2009). In general, frail elders 
are more vulnerable than their healthier coun-
terparts during a disaster. They are less likely to 
have household disaster preparedness supplies 
or an emergency evacuation plan, and have less 
ability to take care of themselves during and af-
ter disasters (Eisenman et al., 2007).

Pets play an important role for older adults 
during disasters. Separation distress can threaten 
seniors’ well-being as well as increase the likeli-
hood of risky behaviors to save pets. The strength 
of this attachment varies, but seniors with lim-
ited social support and economic distresses are 
especially vulnerable in this regard (Thompson 
et al., 2014). In one study of older adults, the 
mental plan of these elders was geared toward 
protecting their animals from harm and ensur-
ing pet survival. This same study showed that 
among households with physically frail and dis-
abled individuals, 75% considered pets’ survival a  
major planning concern (Thompson, Trigg, & 
Smith, 2017). Concern for pets has been known 
to influence behaviors during disasters, inclu-
ding refusal to evacuate.

For all vulnerable populations, the Arnold 
formula (i.e., risk = hazard × vulnerability/
manageability) becomes particularly pertinent. 
Fragility—a widely recognized state of reduced 
physiologic reserve or “homeostenosis”—increases 
vulnerability to stressors in the older population, 
particularly those stressors that result from di-
sasters. In the face of such stressors, frail elders 
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are more likely to have delayed recovery from 
illness and higher risk of hospitalization with 
potentially worse outcomes. Two key precipi-
tants of poor outcomes are immobility and de-
pression. Risk factors for harm during disasters 
include sensory deficits, cognitive impairment, 
and age-related changes in thermoregulation. The 
place and type of residence, language barriers, 
and circumstances that limit effective communi-
cation place older populations at increased risk 
(Aldrich & Benson, 2008; Fernandez, Byard, 
Lin, Benson, & Barbera, 2002).

Frailty, due to older adults’ lack of physio-
logical reserves, makes survival during disas-
ters more precarious. There is often a fine line 
between “frail” and “not frail,” such that under 
extreme stress even a robust elder can become 
frail. Thus, the potentially vulnerable elderly 
make up an even larger percentage of the U.S. 
population. TABLE 42-1 details the physiologic 
changes and geriatric syndromes that make  
disaster preparedness, evacuation, and care 
after a disaster event much more difficult for 
the elderly.

TABLE 42-1 Challenges in a Disaster Setting, by Condition or Syndrome

Cognitive Disorders 

 ■ May not remember to pack necessary effects, including medications

 ■ May become disoriented in an unfamiliar setting such as a shelter

 ■ New behavioral problems may arise or otherwise controlled behaviors may be exacerbated

 ■ Missed doses of dementia medications can cause a rapid deterioration in function

Depression

 ■ May manifest as a cognitive disorder

 ■ May not be able to effectively extricate themselves or easily negotiate new situations

 ■ May be more prone to post-traumatic stress disorder

Delirium

 ■ Health professionals often miss delirium or mistake it for a dementing illness

 ■ Potential risk factor for death due to underlying acute medical illness

Functional Impairment

 ■ Lack of mobility hampers evacuation

 ■ Lack of assistive devices is common in disaster situations

 ■ Must be assessed early on in a disaster (e.g., with the SWiFT Screening Tool) to be sure that basic 
activities of daily living can be achieved

 ■ May not be able to drive or access public transportation

(continues)
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Vision and Hearing Impairment

 ■ Relief workers often rely on signs to communicate with large numbers of people

 ■ May misplace hearing aids or batteries may run low, so that the person is unable to hear 
instructions in noisy situations

Susceptibility to Exploitation and Abuse

 ■ May be prone to exploitation by proprietary owners of nursing homes, apartment landlords, and 
individuals

 ■ A subset of volunteers, who supposedly come to assist the elderly, may try to take advantage of 
older adults 

TABLE 42-1 Challenges in a Disaster Setting, by Condition or Syndrome (continued)

Data from Federal Emergency Management Agency (FEMA). (2017). Preparing for disaster for people with disabilities and other special needs. Retrieved from  
https://www.fema.gov/media-library/assets/documents/897

Mortality in Disasters
Older adults are highly susceptible to death 
during a natural disaster (Fernandez et al., 
2002). Of the 38 people who died during evac-
uation from New Orleans to Houston during 
Hurricane Katrina in 2005, the Harris County 
Medical Examiner’s Office noted that 64% (23 
of 36 cases) were older than 60 years. All but 4 
were classified as natural deaths. Other deaths 
were classified as suicide (2), accidental (1), and 
homicide (1). It was later determined that more 
than 1000 adults died in New Orleans; of those 
who perished, more than 75% were older adults. 
The deaths associated with Hurricane Rita from 
September 18 to 26, 2005, included more acci-
dents. The Medical Examiner’s Office identified 
45 cases related to the events surrounding that 
hurricane evacuation. Of the Rita-related deaths, 
in 64% of cases (29 of 45), the decedents were 
older than 60 years. Seven of the fatalities were 
found to be caused by hyperthermia (classified  
as accidental), and 4 of those individuals were 
older than 60 years. Most of the deaths were clas-
sified as natural and caused by chronic medical 
problems that were probably exacerbated by the 
evacuation process. Clearly, older adults experi-
ence higher mortality rates than younger, more 

able-bodied evacuees (Knowles & Garrison, 2006; 
Spiegel, 2006; Stephens et al., 2007).

 ▸ Types of Disasters
Inhabitants of every region in the world are 
subject to natural disasters. For the millions of 
people who have disabilities, either physical or 
cognitive, including older adults, disasters such 
as hurricanes and tornados and acts of terror-
ism present indisputable challenges. Healthcare 
professionals can and should help elders plan 
ahead to cope with these events (U.S. Census 
2010, 2017).

Hurricanes
Hurricanes often become life-threatening as 
well as property-threatening disasters due to the 
flooding and high winds associated with these 
storms. When a hurricane looms, it is import-
ant to have both a disaster action plan and di-
saster supplies in place. For those who shelter in 
place, physical labor is required to prepare for 
an incoming hurricane, and older adults should 
plan for the time and help needed for boarding 
up windows and doors. They may also need 
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elevators should be avoided. Mobile home res-
idents should make their way to the nearest 
shelter in advance, as unstable homes can be 
hurled into the air during tornados (American 
Red Cross, 2017d).

Acts of Terrorism
The unbridled attacks on the World Trade Cen-
ter and Pentagon on September 11, 2001, un-
derscore the need for the elder population to 
be ready to withstand unpredicted crises. Such 
unexpected acts of terror have raised awareness 
of these potential threats within and outside of 
the United States. In 2003, the Department of 
Homeland Security was established and rec-
ognized the need for disaster preparedness for 
the United States as a whole, as well as for es-
pecially vulnerable populations (Torgusen & 
Kosberg, 2006). Older adults with mobility is-
sues cannot be expected to respond quickly to 
these sudden events. As in the case of natural 
disaster, underlying illness can be exacerbated 
by the direct effects of a terrorist attack as well 
as by the mental stress associated with this type 
of disaster (International Society for Traumatic 
Stress Studies, 2016).

 ▸ Best Practices in 
Disaster Management

Best practices for disaster management include 
using a rapid assessment tool, assembling an 
emergency supply kit, maintaining an medical 
information sheet, ensuring pet care, and reg-
istering with the Disaster Response Registry.

Rapid Assessment Tool
Geriatric assessment is the cornerstone of geri-
atric care—something that is true during disas-
ters as well as under normal circumstances. A 
tool that can be rapidly employed is needed to 
appropriately triage and provide services and 
care for older adults during disasters. Following 

help storing loose lawn furniture, supplies, bi-
cycles, and other items prior to the storm. For 
those who will need to evacuate, understand-
ing designated routes and having a full tank of 
gas are essential. Manual wheelchairs, medica-
tion supply kits, and disaster kits should also 
be prepared ahead of time. Older adults should 
be given community information on shelters 
identified as “special needs” sites and should 
understand their community’s plan to support 
medical equipment that requires power sources 
(American Red Cross, 2017a).

Earthquakes and Tornados
The mantra “Drop, cover, and hold on” is im-
portant for older adults to remember during an 
earthquake. Frail elders may be less steady on 
their feet, and many injuries during an earth-
quake occur due to falling or moving around, 
resulting in head injuries and fractures. Bed-
bound elders should remain in the bed, with a 
covering over their head to protect them from 
flying objects and glass. All older adults should 
stay indoors until the tremors stop and then 
leave by way of stairs, rather than an elevator. If 
a gas leak is noted, they should leave the house 
or building and move as far away as possible.

If outdoors during an earthquake, the per-
son should identify a spot to drop to the ground 
and remain on the ground until the trem-
ors stop. It is important to stay clear of trees, 
power lines, streetlights, and buildings. Driv-
ers in vehicles should stop, pull to the side of 
the road, and avoid bridges and overpasses. If 
near mountains or hills, elders should be watch-
ful for falling rocks and landslides (American 
Red Cross, 2017b).

Like earthquakes, tornados can demol-
ish homes and entire buildings. Tornados can 
hurl debris in the air that can become a lethal 
weapon. Any disaster plan should include a safe 
place in the home to shelter, such as a basement, 
storm cellar, or another interior space with no 
windows. If in a multifloor building, the elder 
should go to an area without window expos-
ure (lower floors are preferred). In any disaster, 
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(e.g., long-term recovery groups) during recov-
ery. Low-income and elderly persons who have 
fixed incomes, limited economic funds, and no 
insurance may have to rely on FEMA for assis-
tance in the aftermath of a disaster (personal 
communication, Tracy Odvody-Figueroa, attor-
ney and disaster assistance team manager, 2017).

Pet Care
The American Red Cross does not permit an-
imals in disaster shelters unless they are desig-
nated service animals. When they have pets, older 
adults should keep a list of pet medical records, 
pet-friendly hotels, boarding facilities, and vet-
erinarians and local animal shelters that provide 
refuge to animals in the event of an emergency. 
Animals also need emergency kits of essential 
supplies, including medications, safety equip-
ment such as leashes, food and water, toys if 

Hurricane Katrina, a tool was developed to 
quickly triage those seniors most in need of 
services through a brief, targeted geriatric as-
sessment. The domains covered included cog-
nition, social and medical needs, and ability to 
perform activities of daily living. The SWiFT 
(Seniors Without Families Triage) Screening 
Tool is intended to assist older adults without 
family members who need assistance.

Prior to their arrival in Houston in the wake 
of Hurricane Katrina, some older adults were ac-
tively separated from their families for ease of 
evacuation. The SWiFT Screening Tool was used 
to identify the most vulnerable elders without 
family members who could advocate for them. 
This tool is divided into three levels of ability, 
and assigns a time frame for interventions with 
suggested interventions by level (Dyer, Regev, 
Burnett, Festa, & Cloyd, 2008).

Emergency Supply Kit
An emergency supply kit should always be at 
the ready, easily accessible by the older adult, 
and updated on a regular basis. TABLE 42-2 lists 
the recommended contents of this supply kit.

Medical Information Checklist 
and Other Documents
It is crucial to have copies of medical informa-
tion to assist emergency workers. Medical in-
formation checklists should include personal 
information such as emergency contacts (in-
cluding copies of any medical power of attor-
ney, advance directives, or living will), copies 
of insurance records, Social Security cards, and 
identification cards. Names and contact infor-
mation of primary care physicians and special-
ists should be included, along with medication 
lists detailing medication names, dosages, and 
instructions for administration (Sollitto, 2017).

Other important documents to have on hand 
include the home ownership title. This will en-
able access to Federal Emergency Management 
Agency (FEMA) or other community resources 

TABLE 42-2 Emergency Supply Kit

 ■ Seven-day supply of water (1 gallon per 
person per day), nonperishable food, and 
essential kitchen accessories such as a 
manual can opener and cooking utensils

 ■ Flashlight, portable battery-powered 
radio/transistor radio and extra batteries

 ■ Fully charged cell phone and extra battery

 ■ First aid kit that includes hygiene supplies 
such as hand sanitizer and toilet paper

 ■ Matches in a waterproof container

 ■ Whistle

 ■ Extra clothing and blankets

 ■ Photocopies of identification and cash (as 
ATMs will not work in a power outage)

 ■ Medication supply kit: prescription 
medications (in original bottles if possible), 
hearing aids, eye glasses, oxygen

 ■ Six gallons of gasoline and ½ tank of gas 
in vehicle

Reproduced from Langan, J., & Palmer, J. (2012). Listening to and learning 
from older adult Hurricane Katrina survivors. Public Health Nursing, 29(2), 
126–135.
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about personal safety during the evacuation 
process, trepidation about “no personal con-
trol” over the occurrence/outcome of the disas-
ter, fear of the unknown, distress about the loss 
of valued and cherished possessions, worries 
about abandoning pets, and anxieties about the 
process of recovery in the aftermath (Duggan, 
Deeny, Spelman, & Vitale, 2010; Sakauye, Streim, 
Kennedy, & Kirwin, 2009; Somes & Donatelli, 
2012a, 2012b, 2014).

As disasters in the recent history all over 
the world have shown, the triage system during 
calamities is most commonly based on ambula-
tion and ability to understand commands under 
stress. Due to multiple medical comorbidities, 
sensory decline (e.g., hearing loss, vision loss), 
cognitive decline, and impaired mobility, the 
elderly fall short on many measures of these es-
tablished triage systems. This calls for a separate 
triage system for older adults, such as the SWiFT  
Screening Tool (see FIGURE 42-1 for the SWiFT 
Screening Tool and FIGURE 42-2 for the SWiFT Level 
Tool in Disaster Preparedness). Elderly persons 
may be classified as either 1) living independently 
with minimal medical issues and no need for as-
sistance with ADLs or 2) living independently, 
in assisted living, with family caregivers, with 
home health, with major medical issues and 
needing assistance with ADLs or 3) the frail-
est, living in healthcare facilities (Banks, 2013). 
The last group are completely dependent on the 
caregiving facility during the evacuation process 
and, therefore, are the most vulnerable and at 
the greatest risk for adverse outcomes (Brown, 
Rothman, & Norris, 2007; Claver et al., 2013).

Recovery Phase
The concerns about the elderly population con-
tinue during the recovery phase. Medical issues 
can be exacerbated during a disaster, requiring 
higher levels of care, sometimes from an already 
strapped system (Aldrich & Benson, 2008). Pre-
existing psychiatric issues such as depression, 
anxiety, and cognitive disorders also make re-
covery challenging for the elderly due to wors-
ening of prior symptoms and the possible onset 

easily transportable, and current photos in the 
event that the pet becomes lost (American Red 
Cross, 2017c). In addition, it is important for 
older adults to have the proper identification 
for the pet, along with veterinary and immu-
nization records (Federal Emergency Manage-
ment Agency, 2011).

Disaster Response Registry
An important step to prepare for the event of a 
disaster is to sign on to the Disaster Response 
Registry. This registry provides the opportunity 
for frail elders to identify themselves as vulner-
able and potentially in need of assistance during 
a disaster. The Disaster Response Registry as-
sists with distributing emergency relief supplies 
and other services to distressed individuals (US 
Legal, 2017).

 ▸ Psychiatric, Ethical, 
and Social Needs of 
Elderly Victims of 
Disasters

The geriatric population has a unique vulnera-
bility during disasters due to the interplay among 
the biological, psychological, and social changes 
associated with aging (Claver, Dobalian, Fickel, 
Ricci, & Mallers, 2013). A disproportionate bur-
den is placed on the elderly not only during an 
actual disaster, but also during the recovery phase. 
It is the ethical responsibility of healthcare pro-
fessionals to promote emotional well-being and 
recovery of the older adults during disasters.

Evacuation
Psychosocial concerns for older adults in a di-
saster requiring evacuation include poor social 
support systems, living alone, death of spouse 
or significant other, financial constraints, loss of 
sense of autonomy and independence, concerns 
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FIGURE 42-1 SWiFT Screening Tool. ©
Reproduced from Dyer, C. B., Regev, M., Burnett, J., Festa, N., & Cloyd, B. (2008). SWiFT: A rapid triage tool for vulnerable older adults in disaster situations. Disaster Medicine and Public Health Preparedness, 
2(Suppl. 1), S45–S50, reproduced with permission.
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FIGURE 42-2  SWiFT Level Tool in Disaster Preparedness.
Reproduced from Dyer, C. B., Regev, M., Burnett, J., Festa, N., & Cloyd, B. (2008). SWiFT: A rapid triage tool for vulnerable older adults in disaster situations. Disaster Medicine and Public Health Preparedness, 2 
(Suppl 1), S45–S50, reproduced with permission.
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Cannot perform at least one basic
ADL (activities of daily living: eating,
bathing, dressing, toileting, walking,

continence) without assistance
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family member, companion, or caregiver.
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doctor(s), family contact telephone number,
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2 Trouble with instrumental activities
of daily living (i.e., �nances, bene�ts
management, assessing resources)

3 Minimal assistance with ADL and
instrumental activities of daily living

Advise individuals to have all assistive
devices, including walkers, eye glasses,
hearing aids, list of medicines, names
of doctor(s), family contact telephone

numbers, and important papers
together and accessible.

Gather, with assistance if necessary, all
assistive devices, including eye glasses,
walkers, hearing aids, list of medicines,
names of doctor(s), family contact tele-
phone numbers, and important papers,

so they are accessible.

Preparatory steps

of these symptoms from exposure to a stress-
ful situation (Parker et al., 2016). The lifetime 
experiences of the elderly might have included 
traumatic events (particularly war veterans or 
Holocaust survivors) and exposure to this trauma 
can worsen their post-traumatic stress disor-
der (PTSD), trigger suppressed symptoms, or 
cause a secondary stress response. Antecedent 
drug and/or alcohol use may worsen or relapse 
subsequent to trauma (Oe et al., 2016). Due to 
baseline reduced social connectedness, some 
elderly individuals require significant social sup-
port to mitigate stress and help with recovery.

The addition of post-impact social isolation 
and financial issues due to loss of family or the 
loss of homes and possessions increase the need 
for encompassing care even after returning to 
the community. It is also necessary for health-
care professionals to ensure that seniors are not 

abused or exploited during the recovery phase, 
especially if there is a lack of decision-making 
capacity or the existence of a power of attorney 
or guardianship. Significantly, unmet social and 
psychological needs can have deleterious effects 
on physical health (Torgusen & Kosberg, 2006).

Evacuation protocols should incorporate 
training for first responders about frailty and 
dementia, as well as training on de-escalation 
of anxiety and agitated behaviors. Formal and 
informal caregivers are encouraged to plan for 
and practice disaster preparedness drills. Disaster 
preparedness policies, protocols, and programs 
are especially important in nursing home and 
assisted living settings, and basic requirements 
for preparedness training can be set by these 
facilities. Ensuring access to safe and adequate 
transportation must be a major consideration. 
Implementing geriatric-specific triage protocols, 
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support in the case of any family deaths, finan-
cial loss, loss of home or possessions, and wors-
ening of medical issues; and managing cultural 
issues, among other concerns. The fields of di-
saster psychiatry, disaster debriefing/therapy, 
crisis management, and project management 
should be tapped during the training. Provision 
of psychological first aid to health professionals 
and support staff is essential to the entire plan-
ning process (Brown et al., 2009).

 ▸ Summary
A coordinated effort is paramount to achieve op-
timal disaster preparedness for elderly patients. 
Involvement of gerontologic experts (e.g., medi-
cal providers, nurses, social workers) is an obvi-
ous choice when undertaking such preparation. 
However, preplanning involving the community 
(i.e., for homebound individuals and first re-
sponders), healthcare facilities, and hospitals at 
local, regional, national, and international levels 
should also be explored. Adult protective services 
agency personnel and older adults themselves can  
help with these community-based plans (Banks, 
2013). Personal protection plans should include 
age-appropriate recommendations and account 
for disability, mobility, and cognitive issues. 
BOX 42-1 details suggested components of best 
practices for older disaster victims.

having systems and procedures in place to help 
keep track of the elderly, and establishing pre-
assigned and separate shelters for them (which 
allow for family members and/or pets to stay 
with them) are also of significant importance.

Planning and preparedness should also ad-
dress the personal responsibilities of caregivers 
(whether at a facility, as home health aides, or 
even for family members). Ethical concerns about 
caregivers who are worried about themselves and 
their family’s safety versus caring for or aban-
doning patients are real. Psychological impacts of 
“vicarious traumatization” (Cunningham, 2004), 
compassion fatigue (Adams, Figley, & Boscarino, 
2008), secondary stress, and burnout plague 
first responders, caregivers, and post-disaster 
relief personnel (Labrague et al., 2017; Morgan, 
2016). To guard against these possibilities turn-
ing into reality, healthcare providers should em-
ploy strategies that include detachment, empathic 
communication, the provision of support, and 
remaining aware of the patients’ physical and 
mental reactions (Oe et al., 2016).

The aftermath of disaster requires signifi-
cant social and psychological support. Involve-
ment of specially trained geriatric social workers 
and community case managers can help. Training 
should aim at ensuring access to and receipt of 
available aid (e.g., FEMA, American Red Cross); 
restarting Supplemental Security Income (SSI); 
preventing exploitation; providing psychological 

BOX 42-1 Best Practices for Response to Disaster

1. Develop a simple, inexpensive, cohesive, integrated, and efficient federal tracking system for 
elders and other vulnerable adults that can be employed at the state and local levels during 
disasters.

2. Designate separate shelter areas for elders and other vulnerable adults.
3. Involve gerontologists (e.g., geriatricians, geriatric nurse practitioners, gerontologic social 

workers, or other aging experts) in all aspects of emergency preparedness and care delivery.
4. Involve region-specific social services, medical and public health resources, volunteers, and 

facilities in pre-event planning for elders and vulnerable adults.
5. Involve gerontologists (e.g., geriatricians, geriatric nurse practitioners, gerontologic social 

workers, or other aging experts) in the training and education of front-line workers and other first 
responders about frail adults’ unique needs.

470 Chapter 42 Assessing Disaster Preparedness and Response

www.ketabpezeshki.com                                 66485438-66485457



References
Adams, R. E., Figley, C. R., & Boscarino, J. A. (2008). The 

Compassion Fatigue Scale: Its use with social workers 
following urban disaster. Research on Social Work Practice,  
18(3), 238–250.

Aldrich, N., & Benson, W. F. (2008). Disaster preparedness 
and the chronic disease needs of vulnerable older adults. 
Preventing Chronic Disease, 5(1), A27.

American Red Cross. (2017a). Be Red Cross ready: Hurricane  
safety checklist. Retrieved from https://www.redcross 
.org/images/MEDIA_CustomProductCatalog/m4340160 
_Hurricane.pdf

American Red Cross. (2017b). Earthquake safety. Retrieved from 
http://www.redcross.org/get-help/prepare-for-emergencies 
/types-of-emergencies/earthquake#Before

American Red Cross. (2017c). Pet fire safety. Retrieved from  
http://www.redcross.org/get-help/how-to-prepare-for 
-emergencies/types-of-emergencies/fire/pet-fire-safety

American Red Cross. (2017d). Tornado safety. Retrieved from 
http://www.redcross.org/get-help/prepare-for-emergencies 
/types-of-emergencies/tornado

Banks, L. (2013). Caring for elderly adults during disasters: 
Improving health outcomes and recovery. Southern Medical  
Journal, 106(1), 94–98.

Brault, M. W. (2012). Americans With Disabilities: 2010 
Current Population Reports, Household Economic Studies 
(Vol. P70-131). Washington, DC: US Census Bureau.

Brown, L. M., Bruce, M. L., Hyer, K., Mills, W. L., Vogxaiburana, E.,  
& Polivka-West, L. A. (2009). A pilot study evaluating 
the feasibility of psychological first aid for nursing 
home residents. Clinical Gerontologist, 32(3), 293–308.

Brown, L. M., Rothman, M., & Norris, F. (2007). Issues in 
mental health care for older adults during disasters. 
Generations, 31(4), 25–30.

Claver, M., Dobalian, A., Fickel, J. J., Ricci, K. A., & Mallers, 
M. H. (2013). Comprehensive Care for vulnerable elderly 
veterans during disasters. Archives of Gerontology and 
Geriatrics, 56, 205–213.

Reproduced from Dyer, C. B., Regev, M., Burnett, J., Festa, N., & Cloyd, B. (2008). SWiFT: A rapid triage tool for vulnerable older adults in disaster situations. 
 Disaster Medicine and Public Health Preparedness, 2(Suppl. 1), S45–S50, reproduced with permission.

6. Utilize a public health triage system like the SWiFT Screening Tool for elders and other vulnerable 
populations in pre- and post-disaster situations.

7. The personnel charged with overseeing elders and vulnerable adults should maintain a clear 
line of communication with the shelter’s central command. Communication within the shelter 
should involve technology such as cell phones and walkie-talkies.

8. Provide protection from abuse and fraud for elders and other vulnerable adults.
9. Develop coordinated regional plans for evacuations of residents of long-term care facilities and 

for homebound persons with special needs (e.g., ventilator-dependent adults).
10. Conduct drills and research on disaster preparedness plans and the use of a triage tool, such as 

SWiFT, to ensure their effectiveness and universality.

Cunningham, M. (2004). Teaching social workers about 
trauma: Reducing the risk of vicarious traumatization 
in the classroom. Journal of Social Work Education, 
40(2), 305–317.

De Lepeleire, J., Iliffe, S., Mann, E., & Degryse, J. (2009). 
Frailty: An emerging concept for general practice. British 
Journal of General Practice, 59(562), 177–182.

Duggan, S., Deeny, P., Spelman, R., & Vitale, C. T. (2010). 
Perceptions of older people on disaster response and 
preparedness. International Journal of Older People 
Nursing, 5, 71–76.

Dyer, C. B., Regev, M., Burnett, J., Festa, N., & Cloyd, B. 
(2008). SWiFT: A rapid triage tool for vulnerable older 
adults in disaster situations. Disaster Medicine and Public 
Health Preparedness, 2(Suppl. 1), S45–S50.

Eisenman, D. P., Cordasco, K. M., Asch, S., Golden, J. F., Glik, 
D. (2007). Disaster planning and risk communication 
with vulnerable communities: Lessons from Hurricane 
Katrina. American Journal of Public Health, 97, S109–S115.

Federal Emergency Management Agency (FEMA). (2011). 
Pet/service animal preparedness. Retrieved from https://
emilms.fema.gov/IS909/assets/12_Pets&ServiceAnimals.pdf

Federal Emergency Management Agency (FEMA). (2017). 
Preparing for disaster for people with disabilities and 
other special needs. Retrieved from https://www.fema 
.gov/media-library/assets/documents/897

Fernandez, L. S., Byard, D., Lin, C. C., Benson, S., & Barbera, J. A.  
(2002). Frail elderly as disaster victims: Emergency 
management strategies. Prehospital Disaster Medicine, 
17(2), 67–74.

Iliffe, S., Kharicha, K., Harari, D., Swift, C., Gillmann, G., & 
Stuck, A. E. (2007). Health risk appraisal in older people 2: 
The implications for clinicians and commissioners of 
social isolation risk in older people. British Journal of 
General Practice, 57(537), 277–282.

International Society for Traumatic Stress Studies. (2016). 
Mass disasters, trauma, and loss. Retrieved from https:// 
www.istss.org/ISTSS_Main/media/Documents/ISTSS 
_MassDisaterTraumaandLoss_English_FNL.pdf

471References

www.ketabpezeshki.com                                 66485438-66485457



of mental health. American Journal of Geriatric Psychiatry, 
17(11), 916–924.

Sollitto, M. (2017). Managing personal medical information.  
Retrieved from https://www.agingcare.com/articles/health 
-information-checklist-to-keep-caregivers-organized-136218 
.htm

Somes, J., & Donatelli, N. S. (2012a). Disaster planning 
considerations involving the geriatric patient: Part I. 
Journal of Emergency Nursing, 38(5), 479–481.

Somes, J., & Donatelli, N. S. (2012b). Disaster planning 
considerations involving the geriatric patient: Part II. 
Journal of Emergency Nursing, 38(6), 563–567.

Somes, J., & Donatelli, N. S. (2014). Ethics and disasters 
involving geriatric patients. Journal of Emergency 
Nursing, 40(5), 493–496.

Spiegel, A. (2006). Katrina’s impact on elderly still resonates. 
Retrieved from http://www.npr.org/templates/story 
/story.php?storyId=5239019

Stephens, K., Grew, D., Chin, K., Kadetz, P., Greenough, 
P. G., Burkle, S. L., .  .  . Franklin, E. R. (2007). excess 
mortality in the Aftermath of Hurricane Katrina: A 
preliminary report. Disaster Medicine and Public Health 
Preparedness, 1(1), 15–20.

Thompson, K., Every, D., Rainbird, S., Cornell, V., Smith, 
B., & Trigg, J. (2014). No pet or their person left behind: 
Increasing the disaster resilience of vulnerable groups 
through animal attachment, activities and networks.  
Animals, 4(2), 214–240. doi: 10.3390/ani4020214

Thompson, K., Trigg, J., & Smith, B. (2017). Animal 
ownership among vulnerable populations in regional 
south Australia. Journal of Public Health Management and 
Practice, 23(1), 59–63. doi: 10.1097/phh.0000000000000416

Torgusen, B. L., & Kosberg, J. I. (2006). Assisting older victims 
of disasters: Roles and responsibilities for social workers. 
Journal of Gerontological Social Work, 47(1–2), 27–44.

US Legal. (2017). Disaster response registry law and legal 
definition. Retrieved from https://definitions.uslegal 
.com/d/disaster-response-registry

Uscher-Pines, L., Vernick, J. S., Curriero, F., Lieberman, R., 
Burke, T. A. (2009). Disaster-related injuries in the period 
of recovery: The effect of prolonged displacement on 
risk of injury in older adults. Journal of Trauma, 67,  
834–840.

Knowles, R., & Garrison, B. (2006). Planning for the elderly  
in natural disasters. Disaster Recovery Journal, 19(4). 
Retrieved from https://www.drj.com/journal/fall-2006 
-volume-19-issue-4/planning-for-elderly-in-natural 
-disasters.html

Labrague, L. J., Hammad, K., Gloe, D. S., McEnroe-Petitte, 
D. M., Fronda, D. C., Obeidat, A. A., . . . Mirafuentes, 
E. C. (2017). Disaster preparedness among nurses: A 
systematic review of literature. International Nursing 
Review. 

Langan, J., & Palmer, J. (2012). Listening to and learning 
from older adult Hurricane Katrina survivors. Public 
Health Nursing, 29(2), 126–135.

Melis, R., van Eijken, M., Teerenstra, S., van Achterberg, T., 
Parker, S. G., Borm, G. F., . . . Rikkert, M. G. M. O. (2008). 
Multidimensional geriatric assessment: Back to the future: 
A randomized study of a multidisciplinary program to 
intervene on geriatric syndromes in vulnerable older 
people who live at home (Dutch EASYcare Study). Journals  
of Gerontology, Series A: Biological Sciences and Medical 
Sciences, 63(3), 283–290.

Morgan, P. M. (2016). The psychological impact of mass 
casualty incidents on first responders: A systematic 
review. Journal of Emergency Management, 14(3), 213–226.

Oe, M., Fuiji, S., Maeda, M., Nagai, M., Harigane, M., 
Miura, I., . . . Abe, M. (2016). Three-year trend survey 
of psychological distress, post-traumatic stress, and 
problem drinking among residents in the evacuation 
zone after the Fukushima Daiichi Nuclear Power 
Plant accident: The Fukushima Health Management 
Survey. Psychiatry and Clinical Neurosciences, 70(6),  
245–252.

Parker, G., Lie, D., Siskind, D. J., Martin-Khan, M., Raphael, 
B., Crompton, D., . . . Kisely, S. (2016). Mental health 
implications for older adults after natural disasters: 
A systematic review and meta-analysis. International 
Psychogeriatrics, 28(1), 11–20.

Rockwood, K. (2005). A global clinical measure of fitness and 
frailty in elderly people. Canadian Medical Association 
Journal, 173(5), 489–495.

Sakauye, K. M., Streim, J. E., Kennedy, G. J., & Kirwin, P. D. 
(2009). AAGP position statement: Disaster preparedness 
for older Americans: Critical issues for the preservation 

472 Chapter 42 Assessing Disaster Preparedness and Response

www.ketabpezeshki.com                                 66485438-66485457
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AARP Public Policy Institute, 326
AARP Smart Driver, 422
abandonment, 215
abdomen assessment, 257–258
ABDQ. See Adaptive Behaviour 

Dementia Questionnaire 
(ABDQ)

ability, writing and construction, 
191–192

ACA. See Affordable Care Act (ACA)
accountable care organization 

(ACO), 43, 84, 153
Accountable Health Community 

(AHC), 96
ACE. See acute care for elders (ACE)
ACLS protocols. See advanced 

cardiac life support (ACLS) 
protocols

ACO. See accountable care 
organization (ACO)

ACOVE. See Assessing Care 
of Vulnerable Elders 
(ACOVE)

ACP. See advance care 
planning (ACP)

acting, importance of, 3–4
Active Aging Framework, 25
active listening, 75
activities of daily living (ADLs), 

370, 384
ability to accomplish, 373
ability to carry, 354
assessment of, 267
difficulties on, 107
family caregivers, 82–83
history of cognitive and, 267
inability to perform, 266
Katz Index of Independence in, 234

Lawton instrumental, 235
need for assistance in, 232
personal assistance with, 368
problems in performing, 234

Activity Measure for Post-Acute 
Care (AMPAC), 316t, 455

acts of terrorism, 465
acute alcohol, 293
acute care for elders (ACE), 135, 

166, 168
acute pain, 271t
AD. See Alzheimer’s disease (AD)
Adaptive Behaviour Dementia 

Questionnaire (ABDQ), 454
addict, 294
adherence packaging, 310–311
ADLs. See activities of daily living 

(ADLs)
Administration of Community 

Living (ACL), 278, 455
admission decisions, 404
Adult Protective Services (APS), 221
advance care planning (ACP), 142, 

146, 180, 181, 432–433
barriers to using advance direc-

tives, 439–440
durable power of attorney for 

health care, 434
family covenant, 434–435
goals of care, 182
legal considerations, 440
living will, 433
POLST/MOLST forms, 437–439
potential value of, 181
Values History. See Values History

advance directives, 180, 432
barriers to using, 439–440
forms, 184
use of, 432

Advanced Activities of Daily Living 
(AADL) tool, 233

advanced cardiac life support 
(ACLS) protocols, 436

advanced care planning, 15
advance directives, 180
best practices in, 182–183
conversation, 182
documentation, 182–183
importance of, 180–181
Medicare coverage of, 17
overview, 179–180
practice challenges, 183–184
tools for, 183

advanced practice nurses (APNs), 335
adverse outcomes, risk assessment 

for, 411–412
Affordable Care Act (ACA), 85, 

145, 432
age/aging, 373. See also older  

adults (OAs)
of baby boomer generation, 368
concept of, 450
health and life expectancy, 22–23
natural consequence of, 197–198

Age-Friendly Cities and 
Communities, 20

age-friendly health systems, 31–32
aim, purpose, and expected 

 benefits, 33–34
challenges of, 33
characteristics of, 32
concept design, 32
definition of, 32
initiatives, 36
prototype model, 34–36
scale-up design and social 

 movement, 36–38
spread of, 37
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age-friendly initiatives
design and development of, 37
evaluation of, 26
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age-friendly locality, 26
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aging in place (AIP), 365–367
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care coordination aspects of, 367
environment, 367
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practice challenges of, 370
programs, 366
settings, 370
TigerPlace, 367–368
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AIP. See aging in place (AIP)
alcohol, 293

consumption guidelines for, 292
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immediate effects of, 292
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disorder, 292
potential chronic effects of, 293

Alcohol, Smoking and Substance 
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American Automobile Association 
(AAA), 421, 425

American Geriatrics Society (AGS), 
7, 68, 236, 420

American Medical Association, 222
American Public Transportation 

Association, 423
American Recovery and 

Reinvestment Act, 137
American Red Cross, 466
American Society for Pain 

Management Nursing, 452
AMPAC. See Activity Measure for 

Post-Acute Care (AMPAC)
anemia, 327

annual wellness visit (AWV), 142, 
145–146

anorexia of aging, 324
anticipation of needs, 4
anxiety, 249, 282
anxiety disorders, 293
APNs. See advanced practice  

nurses (APNs)
appetite, 324–325
APS. See Adult Protective  

Services (APS)
Ariadne Labs Serious Illness Care 

programs, 184
Arnold formula, 462
arthritis, 419
Assessing Care of Vulnerable Elders 

(ACOVE)
quality indicators, 158–159
researchers, 158

assessment, 337–341t, 448. See also 
specific types

into action, 398, 399t
and care plans, 66

contextual frame of older 
adults, 66–68

person-centered care, 68–69
planning, 70–72
timing and nuance of 

 ascertaining goals in,  
69–70

clinical, 286
general guidelines for, 104–105
geriatric, 384
instruments for, 106
of mobility, 313
of older adults, 106, 369
tools, 284, 319
types and purposes of, 120t

assessment data, 55–56
adherence to treatment, 58
communication problems, 59
coordination between physicians 

using EHRs, 57
coordination with caregivers and 

family members, 57
future possibilities, 58–59
geriatric access to electronic 

 patient portals, 56–57
hiding/suppressing notes, 61
patient satisfaction measures, 

57–58
patient-friendly terminology, 58
physician resistance, 59
practical application, 61
presbycusis, 57
privacy and security concerns, 61

psychiatry/behavioral health 
issues, 61

technical savvy, 59
test results, obtaining, 58
understanding terminology, 60

assisted autonomy, 451
assisted living facilities (ALFs), 384
Assisted Living Resident Assessment 

Tool, 369
asthma, environmental triggers 

for, 89
atrial fibrillation, 249
atrioventricular (A-V) block, 249
at-risk alcohol use, risk factors for, 

293
at-risk drinking, 292, 293
attitudes, 107
autonomy, 432
average life expectancy, 67
avoidable harms in older adult 

patients, 33

B
baby boomer, 3

aging of, 206
BADLs. See basic activities of daily 

living (BADLs)
balance assessment, 260–261
barbiturates, 293
basic activities of daily living 

(BADLs), 126–127
Beers Criteria for Potentially 

Inappropriate Medication 
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306–308

behavioral economics, 42
behavioral health services, 299
Behavioral Risk Factor Surveillance 
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beliefs, 107

and attitudes, 103
Benjamin Rose Institute Care 

Consultation model, 160
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best practice treatment, 59
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Through Safe Transitions 
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invention, 335
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blood pressure (BP), 248
assessment and control of, 385
for hypertension monitoring, 58
measurement, 247
monitoring, 354
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boarding, 403–404
body mass index (BMI), 249
BOOST. See Better Outcomes for 

Older Adults Through Safe 
Transitions (BOOST)

bothersome pain, 266
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BRFSS. See Behavioral Risk Factor 

Surveillance System (BRFSS)
BRI Care Consultation  

intervention, 278
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models, 84
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Cambridge Cognitive Examination-

Down Syndrome version 
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Care of Persons with Dementia 
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care planning, 2, 70
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implementation of, 53
process, 66

care transitions, 331
complex, 335
evidence-based models of, 332
manager, 335
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Care Transitions Intervention  
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Enable (CARE) Act, 85–86
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assessment, 275, 277
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practice challenges, 278
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where to start, 277–278

formal, 238
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negative outcomes for, 276
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Risk Evaluation Tool 
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CCM. See chronic care management 
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Center to Advance Palliative  
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Centers for Medicare and Medicaid 
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certified registered nurse 
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models, 161
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geriatric care for people,  
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and functional history, 
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preventive health, 455
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assessment, 455
clinical barriers, 71
clinical care, 16
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Clock Drawing Test (CDT), 109
cognition, 405–407
cognitive ability, individual’s level 
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cognitive assessment, 454

dementia and cognitive impair-
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187t
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mental status examination
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practical considerations, 193–194
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cognitive function assessment, 
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degrees of, 421
routine screening for, 188
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adults, 153
community team-based models, 153
community-based homes, 368
community-based teams, effective 

assessment for, 152
community-dwelling elders, 350, 462
comorbidity, 126–127

among chronic conditions, 127f
Comorbidity Alcohol Risk 

Evaluation Tool  
(CARET), 295

competencies, 15
complex care management, 151
complex care transitions, 335
comprehensive assessments, 350
Comprehensive Care for Joint 

Replacement (CJR)  
Model, 43

comprehensive geriatric assessment 
(CGA), 150, 388, 390t, 405

limitations of, 388
compromised functional ability, 127
Confusion Assessment Method 

(CAM), 407
congenital heart disease, 448
consciousness, attention and level 

of, 190–191
construction ability, 192
COPD. See chronic obstructive 

pulmonary disease  
(COPD)

COPE. See Care of Persons with 
Dementia in Their 
Environments (COPE)

coping skills, 349
Cornell Scale for Depression in 

Dementia, 204
coronary artery disease, 206t
coronary atherosclerosis, 405
CPR. See cardiopulmonary 

resuscitation (CPR)
crashes, and older adults, 419
CRNP. See certified registered nurse 

practitioner (CRNP)
crowding, 403–404
CTI. See Care Transitions 

Intervention (CTI)
cultural beliefs, 107
cultural competence, 103, 104

D
daily life

course of, 25
goals and priorities for, 374

daily living needs, 68
DC. See dementia care (DC)
DD. See developmental  

disability (DD)
death-denying culture, 180
deaths, rates of, 180
decision making, 432

evidence-based, 3
healthcare, 436
medical, 2, 3
process of, 194
shared, 3, 3f, 10, 134

decisional balance, 298–299
dehydration, 324
delirium, 185–186, 186, 327, 405

deficit indicative of, 191
management of symptoms of, 405

Delirium Triage Screen, 407
delirum, 405
dementia, 129, 185, 186, 243, 266, 

325, 421
care and coding, 146
diagnosis of, 193–194
epidemic, 185
individuals with, 421
patients with, 210
risk for, 186

dementia care (DC), 142
Dementia Screening Questionnaire 

for Individuals Intellectual 
Disabilities (DSQIID), 454

demographic trends, 19–20
age-friendly cities and communi-

ties, 25–26
charitable giving, 22
civic engagement, 22
current and projected aging pop-

ulation growth, 20–21
disparities in health and life ex-

pectancy, 22–24
gender and sexual orientation, 23
healthy aging, 20
income and education, 24
race and ethnicity, 23–24
social and economic capital, 

21–22
social network, 24
spending and working, 21–22
volunteerism, 22

Department of Motor Vehicles 
(DMV), 424

deprescribing, medication, 309
stepwise approach to, 309t

depression, 206, 207, 282, 293,  
325, 327

assessment, 197–198
Beck depression inventory, 203
challenges and best practices 

in, 205–206
differential diagnosis of, 

209–210
Geriatric Depression Scale, 

203–204
of late-life disorders, 198–205
patient health questionnaire, 

200, 201–202f
purpose of, 200
recommendations for practice, 

210–211
clinical levels of, 205
consequences of, 207
diagnosis of, 187
prevalence and incidence rates 

of, 109
recognition of, 110
screening of, 210
symptoms of, 204, 205, 209
unipolar, 209

depressive disorder, 197, 209
burden of, 198
diagnosis of, 159
medical conditions and medica-

tions associated with, 206t
occurrence of, 197

developmental disability (DD), 447, 
448–449

algorithm for clinical assessment 
of people with, 453f

assessing older adults with, 451
clinical assessment. See clinical 

assessment, developmental 
disability (DD)

definition of, 448
disparities in health and health 

care for, 448, 451
guidelines for older adults with, 

456–458t
historical societal treatment of 

people with, 450
history of, 452
primary clinical focus, 451

DHQ. See Diet History 
Questionnaire (DHQ)

diabetes mellitus, 419
Diagnostic and Statistical Manual of 

Mental Disorders (DSM-V) 
criteria, 186, 198, 292

for major depressive disorder, 199t
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diagnostic interview, 205
Diet History Questionnaire  

(DHQ), 328
DIF. See differential items 

functioning (DIF)
differential items functioning  

(DIF), 108
dimension of care, 283
direct care providers, 153
disability, 129–130, 266
disaster, 461–462

acts of terrorism, 465
earthquakes, 465
elderly victims, 461–462
emergency supply kit, 466, 466t
evacuation, 467
hurricanes, 464–465
medical information checklist 

and documents, 466
mortality in, 464
pet care, 466–467
practices for response, 470–471
preparedness policies, 469
psychiatric, ethical, and social 

needs of elderly victims of, 
467–470

rapid assessment tool, 465–466
recovery phase, 467–470
response registry, 467
risk factors for harm during, 463
setting, challenges in, 463–464t
tornados, 465
types of, 464–465
vulnerable to effects of, 
462–464

discipline-specific individuals, 16
discrimination, 93
disease management, 1
distress, 282
dizziness, 248
DMV. See Department of Motor 

Vehicles (DMV)
do not resuscitate (DNR)  

orders, 436
documentation, 182–183
Down syndrome, 448
driving competency, 422
Driving Health Inventory, 420
driving impairment, role in, 422
driving rehabilitation specialist 

(DRS), 424
Driving Safety Programs, 421
driving skills, 417
drowsiness, 187
DRS. See driving rehabilitation 

specialist (DRS)
drug–drug interactions, 307

drugs
addicts, 294
interactions with diseases, 236
screening instruments, 295–296
use disorder, 292

dually eligible individuals, 117
functional limitations among, 117f
healthcare spending for, 119

durable powers of attorney for 
health care (DPA-HC), 
432, 434

dying process, 179
Dynamic Gait Index (DGI), 316t
dysarthria, 191
dyslipidemia, 160
dysthymia, 198

E
EAI. See Elder Assessment 

Instrument (EAI)
ears assessment, 252–253
earthquakes, 465
EAST Geriatric Trauma  

Guidelines, 410
economic insecurity, 116
economic security, 116
ED. See emergency department (ED)
ED assessment. See emergency 

department (ED) 
assessment

elder abuse, 409
signs of, 250

Elder Assessment Instrument (EAI), 
222–225, 342–344

elder mistreatment (EM), 215–216, 
409–410

approach for readers, 227
assessment for, 217–221
causes of, 217
clinical assessment for, 227
clinical interview, 219
clinical screening for, 226
definition of, 215–216
documentation, 221
instrument, 222–225
laboratory and imaging studies, 

219–220
medical and social consequences 

of, 217
patient–caregiver interaction, 

218–219
physical examination of, 219
practice challenges of, 226
questions to assess for, 220f

reporting to authorities, 221–222
risk and vulnerability, 217, 218f
scope and consequences of, 

216–217
tools for formal screening, 

222–226
elderly individuals, 248
electrolyte disorders, 405
electronic health records (EHRs), 

59, 137, 144, 158, 159,  
160, 400

adoption of, 128
system, 56

elevated prevalence, 94
EM. See elder mistreatment (EM)
emergency department (ED) 

assessment, 402
admission decision, 404–412
challenges to geriatric care in, 

402–403
cognition, 405–407
crowding and boarding, 403–404
elder mistreatment, 409–410
epidemiology of, 402
falls, 407–408
geriatric emergency department 

guidelines, 412
geriatric trauma, 410–411
medication management, 409
pain, 408
readmissions, 404
risk assessment for adverse out-

comes, 411–412
treatment of common geriatric 

conditions at admission, 
404–405

emergency evacuation plan, 462
Emergency Geriatric Screening 

(EGS) tool, 405, 406f
emergency medical services  

(EMS), 183
emergency physicians (EPs), 402
emergency supply kit, 466, 466t
emotional burden, 276
EMS. See emergency medical 

services (EMS)
encephalopathy, 186
end-of-life

care, 433
decisions, 180
preferences, 180, 182–183
treatment options, 433

Epidemiologic Catchment Area 
Program, 193

ethnic grouping, 106
ethnic minorities, 104
ethnic prejudice, 93
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evacuation, 467
during hurricane, 464
problems during, 462
protocols, 469

evidence-based care transitions 
interventions, 332, 
333–334t

evidence-based decision making, 3
evidence-based education, 151
evidence-based geriatric care, 

fundamentals of, 33
evidence-based hierarchical 

approach, 265
evidence-based models, 32

geriatrics models of care. See 
geriatrics models of care

overview, 165–166
eye contact, 243
eyes assessment, 251–252

F
FACIT-Sp-12 tool, 286
fall risk, 293, 359

assessment, 353
checklist, 360–362

falls, 327, 407–408
false-positive detection, 210
familismo, 110
Family Caregiver Alliance (2012) 

website, 277
family caregivers (FCs), 81, 166, 236

demand for, 82
effective support for, 276
and healthcare professionals, 86–87
hospital readmissions and, 85
implications for, 84–85
of older adults, 82–83
perform complex, medical/ 

nursing tasks, 83
presence of, 276
view of, 276

family context, 81
CARE Act, 85–86
family caregivers. See family 

caregivers
family covenant model in eldercare, 

434–435
family members, presence of, 357
family reticence, 356
family-centered care, 81
fatigue, 327
FCs. See family caregivers (FCs)
Federal Emergency Management 

Agency (FEMA), 466

Federal Interagency Forum on 
Aging-Related Statistics, 21

fee for service (FFS), 42, 44
FEMA. See Federal Emergency 

Management Agency 
(FEMA)

fever, defined, 249
FFQ. See food frequency 

questionnaire (FFQ)
FICA tool, 284, 286
financial exploitation, 215, 220f
fluency, 191
Folstein Mini-Mental State 

Examination, 192
food, 324–325

insecurity, 326
intake, 324
lack of, 462

food frequency questionnaire 
(FFQ), 328

formal caregivers, 238
formal coaching, 161
formal religious affiliation, 282
fragmented care, 117
frailty, 165–166, 266, 325, 327
Framingham Heart Study, 248
function, 231
functional ability, 450
functional aging, 450
Functional Assessment of  

Chronic Illness Therapy-
Spiritual Well-being 
(FACIT-Sp-12), 285

functional assessment of older 
adults, 107–108, 231–232, 
232, 238, 241

and best practices, 232–233
case exemplar, 237–238
elements of, 232
tools, 233–237

Functional Assessment Staging Test 
(FAST scale), 236–237

functional decline, 366
functional decline and 
impairment, 327
functional impairment, 110, 275, 276
functional limitations, 14
functional skills, 423
functional well-being, 232

G
gaining access, home

barriers to, 355–356
best practices for, 355

gait assessment, 260–261
gait speed, 315t
GAO. See General Accountability 

Office (GAO)
GCM. See Guided Care Model 

(GCM)
GCN. See guided care nurse  

(GCN)
GDS. See Geriatric Depression  

Scale (GDS)
GEDs. See Geriatric Emergency 

Departments (GEDs)
GEM. See Geriatric and Evaluation 

Management (GEM)
General Accountability Office 

(GAO), 51
genetic differences, 104
genitourinary system and rectal 

examination, 258–259
Geriatric and Evaluation 

Management (GEM), 51, 
170, 172

model of care, 172
geriatric assessment, 7, 15, 133, 345, 

383–384, 465–466
of acute change in condition, 

389–398
care planning, 398, 400
challenges and opportunities, 

398–400
comprehensive geriatric assess-

ment (CGA), 388
goals of, 384–385
INTERACT care paths, 397f
interprofessional team approach 

in, 386–387t
Minimum Data Set, 387–388, 

389t, 390t
models of, 374
multiculturalism and. See mul-

ticulturalism and geriatric 
assessment

plan of care, elements, 400t
Rapid Geriatric Assessment 

(RGA), 388–389, 390–391t
role of electronic health 
records, 400
roles of interprofessional team 

members, 385–386
SBAR, 393–397f
standard assessments, 399t
standardized assessments and 

components, 387
turning assessment into  

action, 398
types of residents and  

patients, 385f
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geriatric care, 283, 324, 417
challenges to, 402–403
future directions of, 15–17
historical perspectives of, 14–15
models of, 34
overview of, 9–10
for people, 449–451
principles with examples, 10–14

geriatric caregivers, 450–451
Geriatric Depression Scale (GDS), 

203–204, 237
in geriatric depression assess-

ment, 204
limitation of, 204
Short Form score, 237

Geriatric Emergency Departments 
(GEDs), 408, 412

geriatric evaluation unit (GEU), 51
geriatric evaluations, 52
geriatric health conditions, 14
geriatric hospitals, 50
Geriatric Interdisciplinary Team 

Training (GITT)
advance care planning, 146
annual wellness visit (AWV), 

145–146
chronic care management, 146
dementia care and coding, 146
description of, 142–143
financial challenges, 143
implementation of, 145
Medicare codes, 144
overview, 142
program for, 142
teams, 144–145
workforce challenges, 143–144

Geriatric Interprofessional  
Team Transformation in 
Primary Care (GITT-PC), 
141–142

components of, 142
geriatric patient, 241

physical assessment of, 241
geriatric primary care (GPC), 52
Geriatric Research, Education,  

and Clinical Centers 
(GRECCs), 50

Geriatric Resources for Assessment 
and Care of Elders 
(GRACE), 15

intervention, 335
model, 172
team protocol, 345

geriatric syndromes, 244, 449, 463
assessment and management 

of, 15
geriatric trauma, 410–411

geriatrics
basic tenet of, 149
foundational element of, 149
principles of, 15
review of systems, 245–246t

geriatrics models of care, 166
care transitions models, 168–170
community-based models, 170–173
components of, 166
home care models of care, 174
hospital-based models, 166–168
long-term care-based models, 

174–175
strategies to implement, sustain, 

and disseminate, 175–176
GeriPACT, 52

benefits of, 52
management, 53

gerontologic nursing, 335
GEU. See geriatric evaluation unit 

(GEU)
GITT. See Geriatric Interdisciplinary 

Team Training (GITT)
GITT-PC model, 144, 146
Glasgow Coma Scale (GCS) score, 

410–411
Global Age-Friendly Cities and 

Communities project, 25
global budget, 43
GRACE. See Geriatric Resources 

for Assessment and Care of 
Elders (GRACE)

GRECCs. See Geriatric Research, 
Education, and Clinical 
Centers (GRECCs)

guided care model, 172
Guided Care Model (GCM), 335
guided care nurse (GCN), 172
guideline-based care, benefits and 

harms of, 10

H
HADS. See Hospital Anxiety and 

Depression Scale (HADS)
hair assessment, 250–251
harm reduction approach, 299
Hartford Insurance Company, 424
HBPC. See home-based primary 

care (HBPC)
head assessment, 251
“heads in beds” mindset, 42
healing relationships, 3
health, 366

documentation of, 2

Health Insurance Portability 
and Accountability Act 
(HIPAA), 137

health maintenance organizations 
(HMOs), 180

health systems, 32
healthcare. See also patients

decision making, 436
delivery models, 15
evidence-based models of, 32
heterogeneity of, 9–10
on per capita basis, 15
person-centered decision-making 

in, 3f
policy, development of, 15
power of attorney, 180
provider, 151–152
system, 3, 16, 94–96
utilization, 185

HealthLeads program’s healthcare 
system, 95, 95f

healthy aging, 20, 96, 97f
Healthy People 2020, 90, 232,  

266, 449
hearing function, 233
heart assessment, 255–256
heavy drinking, 292
HELP. See Hospital Elder Life 

Program (HELP)
heroin, 294
heterosexual older adults, 93
Hierarchical Condition Category 

(HCC) predictive  
model, 336

hip surgeries, 44
HIPAA. See Health Insurance 

Portability and 
Accountability Act 
(HIPAA)

HMOs. See health maintenance 
organizations (HMOs)

home care models of care, hospital 
at home, 174

home-based primary care (HBPC), 
51, 53

demonstration program, 53
model, 174

homelessness, geriatric population 
living with, 362–363

homeostenosis, 462
homosexuality, 247
HOPE tool, 284
hopelessness, 207
hospital

admission, 402
readmission, 345
setting, medical errors in, 332
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Hospital Anxiety and Depression 
Scale (HADS), 205

Hospital Elder Life Program 
(HELP), 15, 168

hospital-based models,  
166–168, 167t

hospitalization rate, 403
“hot spotting” approach, 151
household disaster preparedness, 462
housing, 365
hurricane, 464–465

Katrina, 461–462, 464,  
465–466, 466

Rita, 464
hypertension, 160
hypomania, 209

I
IADLs. See instrumental activities of 

daily living (IADLs)
ICU. See intensive care unit (ICU)
ID. See intellectual disabilities (ID)
IDD. See intellectual development 

disabilities (IDD)
Identification of Seniors at Risk 

(ISAR), 411, 412f
IHI. See Institute for Healthcare 

Improvement (IHI)
illness, diagnosis and treatment 

of, 90
imagine planning, death, 180
immigration, 356
improvements

in admission, 404
model for, 37, 38f
process of, 142

Improving Medicare Post-Acute 
Care Transformation 
(IMPACT) Act, 369

Improving Mood-Promoting Access 
to Collaborative Treatment 
(IMPACT), 159–160

informal caregivers, 238
informed consent doctrine, 433
in-home assessment, 349–350

best practices of, 351–352
domains of, 352–355
fall risk, 353
family and social network, 

353–354
geriatric population living with 

homelessness, 362–363
importance of, 350–351

medications, 352
patient characteristics, 351f
practice challenges, 355–357
sample assessment tool or 

 approach, 357–362
tools, 353

in-home care resources, 366
Injury Severity Score (ISS), 411
Institute for Healthcare 

Improvement (IHI), 16, 34
instrumental activities of daily living 

(IADLs), 82–83, 107,  
126–127, 233, 237, 244, 368

intellectual development disabilities 
(IDD), 117, 450

intellectual disabilities (ID), 448
intellectual functions, 188, 189
intensive care unit (ICU), 181, 402

treatments, 438
INTERACT program. See 

Interventions to Reduce 
Acute Care Transfers 
(INTERACT) program

interdisciplinary protocols, 
development of, 404

Interdisciplinary Team Training 
in Geriatrics (ITTG) 
programs, 51

interdisciplinary teams, 150
interpersonal assessment  

approach, 267
interprofessional, 142
interprofessional care (IPC), 126
interprofessional collaboration 

(IPC), 135
interprofessional education  

(IPE), 137
interprofessional team, 

high-functioning
creating and maintaining, 

135–136
evidence for effectiveness of 

teams, 134–137
frequency, timing, location, 

structure, and etiquette of 
meetings, 136

individual to responsible for 
meetings, 136

interprofessional education, 137
meetings to, 136–137
membership, 136
overview, 133–134
purpose of, 136
team effectiveness, measuring, 139
team-building programs,  

138t, 139

technology’s role in changing 
teamwork, 137

training, 137–139
Interventions to Reduce Acute Care 

Transfers (INTERACT) 
program, 174–175, 175t

intracranial hemorrhage, 189
IPC. See interprofessional care 

(IPC); interprofessional 
collaboration (IPC)

ISAR. See Identification of Seniors 
at Risk (ISAR)

ISH. See isolated systolic 
hypertension (ISH)

isolated systolic hypertension  
(ISH), 248

ISS. See Injury Severity Score (ISS)

J
Joann Briggs Institute, 250
John A. Hartford Foundation, 34, 

67, 161, 181
Joint Commission on Accreditation 

of Healthcare 
Organizations, 332

K
Katrina hurricane, 461–462, 464, 

465–466, 466
Katz Index, 233, 234
“know–do” gap, 36
Kokmen Short Test of Mental Status, 

190
Korotkoff sounds, 248

L
language, 191, 356
large-scale social change, 38, 39f
late-life depression (LLD), 197

assessment of, 198, 199, 210
overview of, 198
pharmacologic treatment of, 211
treatment of, 211

late-life disorders, 198–205
Late-Life Function and Disability 

Instrument (LLFDI),  
316t, 317
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Lawton Instrumental Activities  
of Daily Living Scale,  
233, 235

leadership, 370
length of stay (LOS), 135
lethargy, 187
licensed drivers, 418
life expectancy, 2f, 14

disparities in, 91
risk factors, 449

lifespace questionnaire, 316t
living will, 180, 433
LLD. See late-life depression (LLD)
longevity dividend, 20
longevity for drivers, 419
longitudinal care, 53
long-term care

assessment for, 385
post-acute care vs., 385t
residents, 384

long-term memory, 190
long-term services and supports 

(LTSS), 82, 117, 118
dominant source of payment 

for, 119
expenditures, 119f
programs, 115–116, 120

long-term supports and services, 127
LOS. See length of stay (LOS)
Lown Institute, 4
LTSS. See long-term services and 

supports (LTSS)
lungs assessment, 255–256

M
MAI. See Medication 

Appropriateness Index 
(MAI)

major depressive disorder  
(MDD), 198

diagnosing, 203–204
lower rates of, 207

malnutrition, 324
consequences of, 327
risk for, 328

manic depression, 209
Maslow’s hierarchy of needs, 

323–325
mass customization of care, 46, 47f
MCC. See multiple chronic 

conditions (MCC)
MDD. See major depressive  

disorder (MDD)

MDS. See Minimum Data Set (MDS)
Meals on Wheels program, 350, 374, 

375–376, 375f
Medicaid, 118t

administrative processes, 119
assessment data, 121
funds, 432
misalignments in, 119
programs, 116, 310, 351

Medicaid Home and Community 
Based Services, 350, 368

medical assessment, 75
medical care, advances in, 117
medical comorbidity, 206
medical decision making, 2, 3
medical fitness-to-drive  

evaluation, 424
medical management, 1
medical needs, 2
medical/nursing tasks, 82–83
Medicare, 91, 118t, 175

administrative processes, 119
annual wellness visit, 128
assessment data, 121
beneficiaries, 181, 310
codes, 143–144
coverage of advanced care 

 planning, 17
fee-for-service approach, 126
fee-for-service beneficiaries, 127
funds, 432
health maintenance organizations 

(HMOs), 150
inpatient readmissions, 85
insured population, 21
misalignments in, 119
payment codes, 181
programs, 15, 116
and value-based purchasing, 84–85

Medicare Coordinated Care 
Demonstration, 151

Medication Appropriateness Index 
(MAI), 307–308

elements of, 308, 308t
medication assessment in older 

adults, 236, 305–306
adherence, 310
challenges, 310–311
deprescribing, 309
goal of, 305
importance of polypharmacy, 306
management, 336, 409
reconciliation process, 307t
stepwise approach to 

 deprescribing, 309t
tools, 306–310

Medication Discrepancy Tool, 336
medication reconciliation, 306, 310

process for, 306, 307t
medication-related adverse  

effects, 306
memory

assessment of, 190
second component of, 190
self-reports of, 190

mental health assessment, 454
mental status examination,  

188–189, 190
attention and level of conscious-

ness, 190–191
components of, 191
higher cognitive functions, 

189–190
language, 191
memory, 190
standardized brief assessments, 

192–193
writing and construction ability, 

191–192
mental status screening  

instruments, 193
mental status testing, fundamental 

beginning to, 191
metabolic disturbances, 206t
MEWS. See Modified Early Warning 

Score (MEWS)
Mill Act, 51
Mini Cog test, 109, 192
Mini-Mental State Examination 

(MMSE), 108–109,  
407, 420

screening, 192
Minimum Data Set (MDS), 369, 

387–388, 389t, 390t
Mini-Nutritional Assessment-Short 

Form (MNA-SF), 327–328
mixed and undetermined  

pain, 272t
MMSE. See Mini-Mental State 

Examination (MMSE)
MNA-SF. See Mini-Nutritional 

Assessment-Short Form 
(MNA-SF)

mobility, 241, 276, 313, 418. See also 
mobility assessment

characteristics of, 317
disability, 317
higher-level, 314
impairments and suggested mea-

sures, 317, 318t
problems, 314
selection of, 317
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mobility assessment, 313
challenges, 319–320
clinical characteristics of, 317
definition and epidemiology, 314
measures of, 314–317,  

317, 318t
“one size fits all” approach  

to, 314
performance and self-report-

based tools, 315–316t
MoCA. See Montreal Cognitive 

Assessment (MoCA)
models of care, 166
Modified Early Warning Score 

(MEWS), 411
Montreal Cognitive Assessment 

(MoCA), 109, 192, 236
mood assessment scale, 204–205
mood symptoms, 199
morbidity, 186
mortality, 135, 186

in disasters, 464
motivational interviewing 

techniques, 355
motor vehicle crashes (MVC),  

419, 420
MU Sinclair School of Nursing, 367
multiculturalism and geriatric 

assessment, 103–104
communication with ethnically 

diverse older adults, 106
depression assessment, 109–110
eliciting beliefs and attitudes 

about illness, 107
heterogeneity within older ethnic 

minority groups, 104–105
reliability, validity, and use of 

instruments for ethnic 
 minorities, 105–106

selected domains of, 107–109
social and economic issues in, 

110–111
multimorbidity, 157, 306
multiple chronic conditions  

(MCC), 74
musculoskeletal system, 256–257
MVC. See motor vehicle crashes 

(MVC)

N
nails assessment, 250–251
National Health and Aging Trends 

Study, 244

National Health and Nutrition 
Examination Survey 
(NHANES), 248, 325

National Institute on Alcohol Abuse 
and Alcoholism, 298

National Long-Term Care 
Ombudsman Resource 
Center, 222

National Transitions of Care 
Coalition (NTOCC), 346

natural disasters. See disaster
neck assessment, 254–255
need for transparency, 4
neglect, 191, 215, 220f, 221t,  

244, 357
neighborhood conditions, 355
nervous system assessment,  

259–260
neurocognitive disorder, diagnostic 

criteria for, 187
neurologic disorders, 206t, 448
neuropathic pain, 272t
neuropsychological function, 193
New Ways for Better Days Tailored 

Activity Program, 374, 
379–380

New York City Human Rights Law 
for employees, 26

NHANES. See National Health and 
Nutrition Examination 
Survey (NHANES)

no personal control, 467
nociplastic pain, 271t
non-caregiver peers, 276
nonclinical care providers, 153
“normal” aging, 206
nose assessment, 253
NTOCC. See National Transitions of 

Care Coalition (NTOCC)
nurse-led management, meta-

analysis of, 160
Nurses Improving Care for 

Healthsystem Elders 
(NICHE), 15, 168

nursing facilities, 383
nursing homes, 384

geriatric assessments in, 385
nutritional assessment, 323–324

health outcomes from under-nu-
trition, 326–327

tools, 327–328
under-nutrition in older adults, 

324–326
nutritional deficiencies, 324
nutritional status, assessment  

of, 324

O
OAs. See older adults (OAs)
obesity, 324

rate of, 450
older adult driver, 417–418

Alzheimer’s disease, 421–422
assessing driving skills, 422–423
behaviors and characteristics of, 

418–419
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