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Physician Assistant training programs in implementing a geriatric
clerkship. With the assistance of a Working Committee,
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lives to field test the Model for the students who will follow.

After the materials describing the Mode. were drafted in
1986, they were field-tested in three PA training programs
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structures and varied geographical areas. Those programs were:
MEDEX Northwest at the University of Washington, Seattle; Mercy
College in Detroit, Michigan; and Wichita State University in
Wichita, Kansas. In addition, the Stanford-Foothill Primary Care
Associate Program conducted an unofficial field test of the
Model. This manual represents the Model and its revisions made
as a result of the cumulative experience of those field trials.

It is our sincere wish that Directors and faculty members in
PA training programs across the country will find this manual
helpful enough that it will not be left on the shelf long enough
to become another dusty reminder of a planning project. We would
like very much to hear from you as you consider the appropriate-
ness of the Model for your program and ponder the type of
modifications that would make it most usable. If we can help by
listening, problem=-solving, or sharing the experiences of other
programs, please write or call us at the Stanford Geriatric
Education Center, 703 Welch Road, Suite H-1, Stanferd University
School of Medicine, Stanford, CA 94305, (415) 725-4489.

Gwen Yeo

Donna Tully
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UCTION

Need and Philosophy for Unique Geriatric Clerkship Using Multiple
Levels of Care

Leaders in the growing field of clinical geriatric education
express a unanimous opinion that teaching the medical skills
involved in caring for older patients is bes% accomplished by
exposing students to elders in a variety cf health care settings.
Because ambulatory, inpatient, long term care, and community
experiences are all necessary for students to see the range of
problems and interventions involved in care for the rapidly
increasing, heterogeneous population of older adults, the
traditicnal clinical rotation in which students are sent to learn
with preceptors or supervising practitioners in one hospital unit
or nursing home is not an adequate model.

It was this conviction that a new kind of model for a geriatric
clerkship was needed for Physician Assistant (PA) students that
led the Division of Medicin~ of th2z Bureau of Health Professions
to develop the initiative and funding for the Model Geriatric
Clerkship for PA Students in 1985. Based on a thorough review of
the literature, the experience and expertise of an extremely
knowledjeable Working Committee, and insights gained from field
tests, Stanford University's Division of Family Medicine has
completed the new model based on the following concepts.

1. Although each PA training program has its own unique
structure and set of resources, the availability of a
comprehensive, well-grounded geriatric clerkship model will
allow each program to develop its own offering in an
informed manner.

2. PA's will be needed to f£ill multiple roles in the care of the
20% of the population aged 65 and over expected in the 21st
century, including: health education and health maintenance;:
counseling elders and their families; couprehensive
functionally oriented heal . assessment; diagnosis and
management of routine acute conditions and multiple chronic
conditions for independent elders as well as nursing home
residents; preadmission and posthospitalization care; and
coordinating home, community, and institution-kased long
term care.

3. A major determinant of the guality of geriatric care is the
attitude of the health care provider toward aging and elders.
PA's are particularly at risk for developing negativa
attitudes 1f they are exposed exclusively or primarily to
very frail elders or nursing nome residents and have no
opportunity to observe the majority of older adiits who are
independent and functioning well.




4. The utilization of the rultidisciplinary team is essential
for good geriatric cars.

5. There are insights and skills important for adequate health
care of older adults that are different from those found in
traditional adult medicine. chief anong those are: the
ability to avoid the mistaken attribution of treatable
illnesses to normal aging, and thereby miss the opportunity
to intervene; the ability to adjust pharmacological therapy
appropriately for the unique physiological changes that may
occur with age and the dangers inherent in polypharmacy;
diagnestic and treatment skills for those chronic conditions
that occur frequently among older adults, especially in view
of common atypical presentation and multiple pathology.

Requirements of the Model Based on Contract Specifications
The Model Geriatric Clerkship was required by the contract from

the Bureau of Health Professions to have the characteristics
listed below.

l. It must be a 4-6 week block clerkship.

2. It must focus on care of the elderly in a variety of
clinical settings.

3. It must include the following components:
a) Clerkship goals that are stated as competencies and

attributes PA's should have in giving care to well and
111 elders;

b) Clerkship units, each of which must contain goals,
beravioral objectives, learning experiences, teaching
strategies, and approaches for evaluation; and

C) A proposed format or schedule for the learning
experiences.

4. It must be field tested in three PA progrars with different
organizational configurations.

5. Guidelines for implementation must be included.




Suggestions for Using this Manual

The material that is included in this manual is designed to
acquaint tune faculty of PA'Procrams with the Model Geriatric
Clerkship and to astist them in the process of its
implementations. The usefulness of the Model nd the manual will
depend completely on the degree to which they are considered
tools for development of a geriatric clerkship rather than a
final plan that should be used intact or not at ail. It is

crucial that each program adapt the Model to its own resources
and structure.

In beginning the concideration of -he Model ard its fit for

your program, it is suggested that the Curriculum Goals and
Curriculum Units be reviewed bricfly for their basic approach,
then the section on Suggestions for Implementation be read
carefully to structure the process of making decisions and
assigning tasks that will need to be addressed to assure the best
possible outcome. It should be emphasized that the recommended
Steps in the Process of Implementation found in the Suggestions
for Implementation section are meant to be very rough guidelines
for tasks that need to be addressed for a successful clerkship,

but the order and details of those tasks will vary considerably
among the programs.

The person who is assigned the responsibility of coordinating tie
implementation of the Model Geriatric Clerkship will need to
study the Curriculum Units in detail and make recommendations on
the revisions reeded to make the Model fit most effectively into
the program's structure. Working closely with the Director,
other faculty members in the program and the school, and members
of the network of geriatric services in the community, the
coordinator can devise the best possible version of the Model
that meets the needs of all involved.




Curriculum Goals
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INTRODUCTION TO CURRICULUM GOALS

In order to develop a sound curriculum for the Model Geriatric
Clerkship, the first task required by the contract was
identification of the cCurriculum Goale. They were to specify the
competencies and attrikutas the learners should possess based on
what program graduates would be required to do as practitioners
in geriatric care. The following pages contain those Curriculum
Goals which formed the basic structure and direction on which the
Model was built.

Although the Curriculum Goals are targeted to the outcomes of
learning in a clerksihip, they are comprehensive enough to be
considered goals for the entire geriatric track of a physician
Assistant training program if the geriatric curriculunm is
integrated throughout the preclinical and clinical years.




Conpetencies

MODEL (ZXIATRIC CLERKSHIP POR PHYSICIAN ASSISTANT STUDENTS

CURRICULUM GOALS

In addition to competencies expected in general clinical care, the special
performance responsibilities of physician assistant (PA) practitiocners
caring for older adults include those listed below. In each case the PA
would be working under the supervision of a practici~g physician.

I.

II.

Communicate in an understanding and clear nanner with elders with an
awareness of the following issucs.

A.

Realize that elders may have an increazed response time and high
probability of heurinc and/ur vision losses.

1.
2.

3.

Maintain respectful tone arnd language .

Recognize and respord to culturally diverse needs and
communication styles among elders from various ethnic
backgrounds.

Use compensatory techniques effectively when communicating
with elders with sensory deficits.

Evaluate the health status of oclder patients using an approach that:
recognizes the importance of biological, cxcial, and psyr“elogical
factors; and emphasizes functional assessment in addition to diagnosis
of disease entities.

A.

Take history from patient and/or family members with attention to
the following areas.

1.

Allow extended time for elder to describe functional
problems, symptoms, and past health incidents.

Pace history-taking to allow adequate time within the
constraints of cost-effective clinical care. Use more than
one session or use caregiver as rescurce, if needed, to
compensate for elder's fatigue or confusion.

Be aware of potential underreporting of symptoms.

Recognize and compensate for causes cof underreporting:
ageism that leads elders to discount symptoms; embarrassment
(e.g. incontinence); confusion; depression; age-related
decrease in pain sensation.

11 .
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3. Obtain social history that includes facts about the
patients®' place of residency, livirg arrangements and
transnortation: Important relationships with family and
friends; sexuz” ‘story; health insurance; income status and
sources; ac* . and/or occupation.

4. Obtain past medical history with special emphasis -.n:
accidents or falls; .edicaticns and their effects; other
health care provide) s; immunizations; presence of "living
will® or other instru.tions concerning life-sustaining
treatment.

Follow-up with family or other providers to complete
information, if needed.

5. Evaluate complaints and symptoms related to each organ
system, using knowledge of common ceriatric problems.**

6. Explore current and past n. vitional status. Inquire about:
eating alone, need for assistance in shopping and preparing
meals, financial constraints.

7. Record current prescription aml over-tre~counter medications.
Have elder bring in all medications.

Inquire about elder's usage and understanding of his,’ her
~adications.

. Include health behaviors: smoking, alcohol, exercise.

B. Perform a physical examination of elders with no mobility
impairment as well as those who are bedbound, in wheel chairs,
or confused. Using gentle techniques, treat elders with
dignity, and avoid unnecessar; embarrassment. In addition to
the standard review of systems, special attention is given to the
variations needed for clder patients, reflecting unique geriatric
problems.** The examination me* be conducted in an office,
hospital, home, or nursing hom. setting. Adapt exam as necessary
for elders with disabilities.

C. Perform (or arrange for and interpret) additio-al evaluations in
following areas.

1. Activitie- of daily living (ADL)

Observe functiocaal level when appropriate
2. Instrumental activities of daily living (IADL)
Ask elder to demonstrate function

| ** petails will be provided in behavioral objectives.

12
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3. Psychological screening

a. Mental status: Folstein Mir' Mental Status Exam
(cognition)

b. Depression
C. Stress and coping
d. 3ensory deprivation
e. Refer for evaluation of psychological distress such as
anxiety, panic, paranoia (especially with sensory
loss) , agoraphobia, if suspected
4. Inhcontinence screening

5. Evaluation for safety of home environment by home visit

6. Specific dementia 2csessment if indicated by mental status
exam or history

7. Screens:
a. Stool guaiac for colorectal cancer
b. Tonometry for glaucoma
c. Pap smear for cervical cancer
d. Mammography for breast cancer
8. Laboratory tests,** as indicated, with attenticon when
interpreting results to normal differences in the parameters

that can occur with age.

Minimize unnecessary problems with transoortation, mobility,
or cost when ordering tests.

D. wevelop a problem list focused on geriatrics reflecting
functional issues related to both chronic and acute conditions.

E. Prioritize problems listed and de ..Op management »lan.
I1I. Manage common health problems in non-institutionalized elders.
A. Diagnose and manage routine care of major types of chronic and
acute illnesses affectirg elders.** Evaluate medications and
other treatments, functional level, and presence of new symptoms

in periodic follow-up contacts, with special attention to the
following common situations:

** Details will be provided in behavioral objectives.
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IV.

B.

1. Multiple pathologies
2. Iatrogenic conditions
3. Atypical presentation of disease

Utilize consultationg and make referrals to clinical specialists,
home health agencies, rehabilitation specialists, hospice support
groups, and other community agencies when needed to maximize
function of elder patient.

Case manage elder's health care. Maintain complete file of
geriatric resources and specialists in community.

Work with other health care providers as team or health care
member in giving geriatric care in various settings, including
outpatient, inpatient, home-health, geriatric assessment,
rehabilitation, and skilled nursing facilities. Coordinate care
with other health care professionals, such as: physician
specialist. social worker, nurse, physical therapist,
occupational therapist, nutritionist, podiatrist, psychologist/
psychiatrist, dantist, pharmacist, religious counselor.

Assist with admission and discharge from acute care hospitals:
perform preoperative evaluation and post operative follow-up as
needed.

Periorm health promotion/disease prevention services as designated
below.

A.

B.

Administer recommended immunization.

Give health education to elders, their families or groups of
elders for the purpose of health promotion, health
maintenance, and disease prevention. Important areas for
elders include:

1, Nutrition

2. Exercise

3. Risks of smoking and alcohol abuse

4. Fall and accident prevention

5. Breast self-examination

6. Use of medications, signs and dangers of iatrogenic
—ompl ications

7. Temperature regulatior
8. Oral hygiene

9. Self-management strategies for chronic diseases

14




Counsel with elders and their family members.

A.

10. Health insurance

11.  Prevention of complications of immobility: contractures,
pressure sores, osteoporosis, pneumonia

12. Crime prevention
13. Pesources to maintain maximum independence
14. EmergencCy resources

Maintain records of regular ~hxk-ups. Administer screening
protocols. .

Administer routine health maintenance, such as:
1. Foot cace

2. Removal of impacted cerumcn

Listen empathetically and provide information on options for
dealing with common stresses and problems encountered by older
~dults with special emphasis on support for dementia patients and
their famlies.

Give consultation and follow-up in decision-making and health
maintenance issues, including the following:

1. Housirg resources and relocation decisions

2. Community resources for health and cocial support including
respite care for families, family support groups, and
psychotherapy

3. Admission and discharge planning to hospitals, rehabilitation
units, intermediate care and skilled nursing facilities

4. Medi-Care/Medicaid, including resources for assistance with
forms

5. Hospice care for dying patients

Support family members and provide information on options for
treatment or assistance in cases of:

1. Family conflict regarding care of an elder

2. Decisions for treatment when eldeis cannot make decisions
for themselves; keep on file elder's current instructions
for life-sustaining or "code" care

3. Bereavement



VI.

D. Give support, counsel, and assistance to elders in cases of elder
abuse. Report to legal agency. Refer to protzctive services.

E. Give special assistance ~ inciuding coordination of resources -

to elders without family support

Perform special competencies needed in long term care settings

A. Perform pre-admission assessments in residential settings

B. For patients with mobility impairments, help reduce complications
of immobility by:

1.

2.

3.

Recommending and supporting utilization of programs by
physical therapists or caregivers to maintain activity
levels at highest possible functioning; monitoring indices
of function (e.g. range of motion)

Monitorirg signs of contractures and pressure sores

Moni toring signs of constipation and dehydration

C. Support staff or caregivers' efforts towards:

1.

2.

3.

4.
5.

Decreasing and/or preventing depression by increasing
elder's autonomy as much as possible

Providing sensory and intellectual stimulation in activity
programs

Helping the elder with life review or reminiscence
Establishing support groups for family members of resideats
Providing bowel and bladder training

D. Utilize the following procedures when necessary

1.

2.

4.

Debridement of pressure sores
Insertion of

a. Urinary catheters
b. Nasogastric tubes

Treatment for
a. Pneumonia

b. Urinary tract infection

Removal of fecal impaction

i
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5. Assistance with and education of caregivers in the
management of gastrostomy tubes

F. Monitor use of medications, especially those prescribed on a PRN
basis; monitor changes in mehtal status and behavior as a
correlate of medication use

Attributes:

The Physician Assistant Practitioner caving for older adults should possess
the following attributes:

10.

11.

12.

13.

14.

Appreciation of the role of other interdisciplinary team members in
providing effective health care for older adults.

Recognition of the diversity within the older adult population.

Sensitivity to the consequences of negative ageist stereotypes of
older people.

Recognition of the danger of attributing merely to old age the
treatable disabilities among older adults.

Support for the value of autonomy and independence of older adults as
appropriate for the well-being of older adults, with special
sensitivity to the danger of "infantilization"™ of older patients, and
to the need for dignified and respectful treatment.

Appreciation of the need for patience in interacting with older adults,
due to slower response times.

Belief in the capacity of elders to improve physically and
psychologically, and to profit from rehabilitation strategies.

concern for the self-esteem of older adults in view of frequent threats
to feelings of self-confidence.

Empathy for older adults undergoing losses in social roles, and/or
sensory and functional abilities.

Resy xct for sexual needs and behavior among elders.

Respect for role of the family cavegivers and other family members of
older patients, support for them as the major source of health care and
recognition of their own health care and respite needs.

Commitment to cost-containment strategies consistent with effective
and humane geriatric care.

Concern for the constant danger of iatrogenesis from medical treatments
of elders' conditions.

Sensitivity to the difficult ethical issues involved in geriatric care.

17
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15.

16.

17.

Support for value of death with dignity, as exemplified in pain-free,
conscious, terminai illness, including ciear commnication with
intimates and minimal technological intervention.

Sensitivity to cultural variations in health beliefs and health behaviors
among minority elders.

Commitment to the value of life-long learning by the PA for continued
increase of knowledge in the field of geriatrics and aging.

18
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INTRODUCTION TQ CURRICULUM UNITS

Although many programs begin planning clerkships by identifying
clinical training sites and making schedules of where to send
students on what days, it is helpful to first consider what
knowledge, gkills, and attitudes students are expected to learn
and how they are expected to learn them during their
participation in the clerkship. Since in geriatrics the content
areas, as well as the settings, are varied if students are to see
the full range of cagg for older adults, the Model's six
Curriculum Units on the following pages are developed to
emphasize different -aspects of that care. They are not
necessarily in chronological order; in fact, contents of most of
the Units will probably be taught concurrently. For example, the
skills involved in good communication with elders covered in Unit
One will most likely be taught continually throughout the
clerkship in outpatient, long term care, and health promotion
settings, along with the skills emphasized in the later Units.

Each of the Curriculua Units contains sections on the goal,
characteristics of the learners, learning objectives (based on
the Curriculum Goals in the previous section), content, learning
experiences, support services needed, and methods of evaluation
for the subject to be taught. Format fgr the units were based on
the Kemp Model of Instructional Design.* of course, the units
will need to be adapted to the type of resnurces, schedule, and
students in each program. As mentioned elsewhere in this Manual,
the coordinator planning the geriatric clerkship will need to
consider especially the wisdom of including the seminars and
readings that are included in the Units in this Model, given the
traditional method of clinical training and teaching personnel
available in that particular progran.

One particular organizational strategy for the Curriculum Units
should be noted, and that is the placement of the material on
dementia. Although the evaluaticn and management of confusion
and impaired cognitive gtatus could logically be included in
several of the Units, the readings and emphasis for that topic
was placed in Unit Five: Family and Eldev Counseling since
dementia is so frequently the focus of interaction with
caregivers of frail elders and other family members. It does, of
course, need to be considered as an integral part of both
outpatient and long term care as well as in the functionally
oriented evaluation of health status.

REFERENCE

1. Keap, J Instructional Design: A Plan for Unit and Course
Development (2nd ed.), Belmont, CA: David S. Lake, 1977.




MCDEL, GERIATRIC CLERKSHIP FOR PHYSICIAN ASSISTANT CTULENTS
CURRICULUM UNIT ONE

COMMUNICATION SKILLS

I. Goal

This unit is designed to introduce students to age-related changes
that affect communication and to increase students' skills in communi-
cating with elders.

I1. learner Characteristics

Students are in physician assistant training programs taking a
clerkship in geriatrics. Prior training in clinical primary care, and
some didactic training in geriatrics/gerontology are assumed.

I11. Learning Oblectives

A. After completion, students should be able to:
1. Maintain respectful tone and language.

2. Communicate in an understanding and clear manner in view of
elders' increased response time and high probability of hear-
ing and/or vision losses.

Use compensatory techniques effectively when communicating
with elders with known sensory deficits.

3. Recognize and respond to culturally-diverse needs and
communication styles among elders from various ethnic back-
grourds.

B. The following attributes should be exhibited:

1. Sensitivity to cultural variations in health beliefs and
health behaviors among minority elders.

2. Appreciation of the need for patience in interacting with
older adults in recognition of slower response times.

3. Recognition of the diversity within the older adult
population.

4. Sensitivity to the consequences of negative ageist stereotypes
of older people.

5. Recognition of the danger of attributing to merely old age
the treatable disabilties of older adults.




6. Belief in the capacity of elders to improve physically and
psychologically, and to profit from rehabilitation strategies.

7. Concern for the self-esteem of older adults in view of
frequent threats to feelings of self-confidence and vaiue.

8. Empathy for older adults undergoing losses in social riles,
and/or sensory and functional abilities.

IV. Subject Content

a)

bj

a)

b)

A. Common sensory and response-rate changes among older adults, their
influence on communicatior and elders' adaptive strategies for

each.
1. Vision
a) Lens opacity/cataracts
b) Macular degeneration
¢) Glaucoma
d) Diabetic retinopathy
2. Hearing
a) Presbycusis/sensorineural loss
b) Conductive hearing loss/cerumen impaction

3. Speed of Response
B. Social and psychological issues in communication.

1. Wide diversity on most variables

Ethnic diversity
1) Language
2! Role of elders

3) Health beliefs and behaviors

Cognitive and social skills
2. MAgeism among both health care providers and patients.
3. Ccmmonly-encountered characteristics affecting communication.

Need for social interaction and confirmation of personal
worth.

Anxiety and/or depression
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VI.

*

c) Confusion

Pre-Assessment

If resources are available students' communication skills can be
assessed before the unit by an observed or videotaped interaction
with an older patient.

Learning Experiences

A. Reading assignments:

1. Pfeiffer E: Some Basic Principles of Working With Older
Patients. J Am Geriatric Soc 33:44, 1985

2. Butler R: The Doctor and the Aged Patient. Hosp Practice
13:99, 1978

3. Libow L & Sherman F (eds.): The Core of Geriatric
Medicine. St. Lou.s, CV Mosby, 1981

a) Chapter 3, Interviewing and history taking, pages 38-45
b) Chapter 9, Hearing disorders
¢) Chapter 10, Visual disorders

4. Kim S: Ethnic Elders and American Health Care--A
Physician's Perspective. Western J Med 139:885, 1983

B. Seminar Activities

1. View videotape: "Age Related Sensory loss: An Empathic
Approach”,

2. Participate in discussion session on communication,
including cultural variations and ageism.

3. Act out a simulated communication with an elder who has
hearing loss.

C. Communication with Older Patients *
1. Take a health history.
2. Conduct a problem—oriented patient encounter.
3. Participate in patient encounter with elder who immigrated
from a country where English is not spoken, if possible.

Note: Remainder of learning activities in Urnit One are also listed in
following units.
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D. Patient Education/Counseling

1. Give individual health education/maintenance instruction on
chronic condition.

2. Give a group presentatiun to a group of seniors.

3. Conduct a patient encounter on a problem involving emotional
or psycho-social issues.

E. Family Consultation/Counseling

1. Conduct a consultation with family caregiver or other family
member on caregiver or elder's problem.

ViIi. Support Services

In addition to the clinical training sites that would provide the
opportunity for individual, group, and family interaction, resources for a
seminar session should also be available. These would include: 1) a small
space for reading, videotape viewing, and discussion; 2) video equipment
to view a 3/4" tape; and 3) a seminar coordinator to spend 30 minutes with
the student to discuss ageism, and ethnic issues and to participate in role
play of elder witl hearing loss.

VIII. Evaluation
A. Competency Skills Rating
1. Performance -atings cn student's communication skills by:
a) Site or clerkship coordinator
b) Student
c¢) Elders and families
B. Attitude assessment
1. Ratings of attitude toward elders completed by:
a) Site coordinators
b) Elders and families

2. Journal records of interviews and emotiona! reactions

26 .
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II.

III.

MODEL GERIATRIC CLERKSHIP FOR PHYSICIAN ASSISTANT STUDENTS

CURRICULUM UNIT ‘WO

EVALUATION OF HEALTH STATUS
Goals

In this unit, techniques of assessing an older patient's health status
using a functional eoproach will be introduced.

learner Characteristics

Students are in physician assistant training programs taking a
clerkship in geriatrics. Prior training in clinical primary care, and
some didactic training in geriatrics/gerontology are assumed.

Learning Objectives

After completion the student should be able to do the following:

A. Evalvate the health status of older patients usirx, an approach
that: recognizes the importance of biological, social, and
psychological factors; and emphasizes funtional assessment in
addition to diagnosis of disease entities. (Form that can be used
for assessment can be found at end of Curriculum Unit
Two.)

1. Take Listory from patient and/or family mermbers with attention
to the following areas:

a) Allow extended time for elder to describe functional
problems, symptoms, and past health incidents. Use more
than one session or use caregiver as resource, if needed,
to compensate for elder's fatigue or ccnfusion.

k) Be aware of potential underrreporting of symptoms.
Recognize and compensate for causes of underreporting:
ageism that leads elders to discount symptoms; embarrass-
ment (e.g. incontinence); confusion, dcpression; age-
related decrease in pain sensations.

C) Obtain social history that includes transportation, and
living arrangements; important relationships with family
and friends, especially the presence of a confidante;
sexual history; health insurance; income status and
sources; activities and/or occupation.

d) Obtain past medical history with special emphasis on:
accidents for falls; medications and their effects; other
health care providers, immunizations, presence of "living
will®™ or other instructions for life sustaining treatment
decisions,

27
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e) Explore current and past nutritional status. Inquire
about: frequency of eating alone, need for assistance in
shopping and preparing meals, financial contraints on food
purchases, typical daily diet.

f) Record current prescription and over-the-counter
medicatic:iis. Have elder bring in all medications.
inquire about elder's usage and understanding of h.s/her
rmed_cations.

g) Inquire about health behaviors: smoking, alcchol,
exercise.

h) Inquire about _omplaints and symptoms related to each
organ system, reflecting knowledge of common geriatric
preblems. (See section on attached assessment form for
specific topics.)

Perform a physical examination of elders with no motility
impairment as well as those who are bedbound, in wheel chairs,
or confused, usirg adaptive techniques for elders with
disability. Treat e.ders wich gentleness and dignity,
avoiding unnecessary embarrassment. The examination may be
conducted in an office, hospital, home, or nursing home
setting. In addition to the standard review of systems, give
special attention to the variations needed for older patients,
reflecting unique geriatric problems as follows:

a. Vital signs

1} attend to repeated blood pressure measurements,
postural changes in blood pressure suggestive of
orthostatic hypertension, the risk of systolic
hypertension, relation of current medication to blood
pressure

2) be aware of the need for baseline data on respiration
to help assess possible future complaints such as
dyspnea or conditions such as pneumonia

3) recognize variations within the normal ranges common
~ . older adults in pulse irregularities and weight
changes

General appearance and behavior

1) poor personal grooming and hygiene as a possible sign
of poor overall functioning and/or depression

Skin

1) watcn for possible basal cell carci.omas and
actinic keratoses
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e.

f.

watch for ulcerations or infections in lower
extremities that could signal vascular or neuropathic
problems, especially among diabetics

3) watch carefuvlly for pressure sores in immobilized
patients

4) watch for excessive dryness

Ears

1} use tuning fork to screen for high-frequency hearing
loss; note functional conversational problems

2) evaluate the effectiveness of patient's hearing aid

3} check for cerumen plug

Eyes

1) test visual acuity, aid observe functional performance
(e.g. have patient vead a rewspaper or phone book)

2' do a special screening for treatable early-stage
primary open-angle glaucomra

3) dc a confrontational testing for hemianopsia

4) observe eyelids for entropion or ectropion

Mouth

1) remove dentures to observe fit and evidence of
pathology on gums or tongue

2) observe oral hygiene

Chest

1) do a breast examination (important)

2) obr vve for kyphosis and/or new or active
com. . ession fractures

3) recogninize fact that rales are commonly heard in
elders in absence of pulmonary or heart complications

Cardiovascular

1) differentiate amcng commonly-occurring benign and
pathological systolic murmurs and bruits

2) record absence or presence of base-line distal pulse

for use in future diagnoses
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3) observe carefully for edema in extremities

4) examine carotid and vertebrobasilar arterial system
i. Abdomen

1) examine liver and bladder (important)

2) palpate for aortic aneurysms

3) do a rectal exam
j. Genitourinary

1) examine fcr treatable and symptomatic atrophic vaginal
problems

k. Musculoskeletal
1) evaliate each area of periarticular pain
2) examine range of motion, tenderness, or swelling in
each joint; observe functional abilit.es (e.g.
dressing, reaching, opening jars)
3) observe walking pattern and strength
1. Neurological
1) do a mental status exam (important) including a
standard screening tool (30-item Folstein mini-mental
exam is recommended)

«; evaluate gait (important) for potential instability
and falls

3) evaluate proximal muscle weakness

4) distinguish common benign abnormalities in sensation
and reflexes from pathological abnormalities

5) evaluate speech and language problems such as
dysarthria or aphasia

3. Perform or arrange for additional evaluations in the
following areas:

A. Activities of Daily Living (ADL's)
B. Instrumental Activities of Daily Living (IADL's)

C. Psychological screening, using cultural or language
variations with elders from ethnic minorities

1) depression
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2) symptoms of psychological distress (e.a. anxiety,
panic, agitation, paranoia with sensccy loss,
agoraphobia) can be explored for pocsible referral for
further evaluation. Global Assess.nent scale can be
used for overall screening.

D. Inoontinence evaluz*ion, if symptoms are reported
E. Environmental assessment by a home visit, if possible

F. Specific dementia assessment, if indicated by mental
status exam or history

G. Assessment of falls, if indicated by history
4. Order laboratory tests as indicated by history and physical

exam. Minimize unnecessary problems with transportation,
mobility, or cost when ordering tests. Give attention to
differences in the following lab parameters with age when
interpreting results:

a) sedimentation rate

b) glucose

C) creatinine

d) albumin

e) alkaline phosphatase

f) serum iron

g) urinalysis

h) chest f-rays

i) ele~trocardiogram

5. Develop a problem list focused on geriatrics reflecting
functional issues related to both chronic and acute ~onditions.

6. Prioritize problems listed and develop management plan.

IV, Subject Content

A. Philosophy and use of furctionally-oriented comprehensive health
assessment.,

1) Multidisciplinary assessment (or evaluation)

2) Single~provider assessment

3' In multiple settings
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B. Unigque components and techniques for functionally-cor.iented
assessment with elders.

1.

7.

History

a) Include functionally-oriented questions concerning
complaint, history of present illness, past medical
history, social history

b) Ask for patient to bring in medications (prescriptions and
over-che-counter) and explain their use

Screens needed for specific assessments

a} Cognitive status

b) Depression

c) Incontinence, if indicated

Functional svatus

a) Activities of Daily Living

b) Instrumental Activities of Daily Living
Physical Examination

a) Review of systems: include functional consequence of any
disability found

Laboratory tests
a) evaluate results in light of altered parameters with age
Environmental Assessment

Develop problem list and management plan using functional
perspective and goals

C. Variations in techniques of assessment for wheelchair or bedbound
elders.

Pre—-Assessment

Before the clerkship, students will be given a short writ:ten inventory
of their familiarity with some of the information to be presented
during the clerkship. Included will be some information on long-term
care issues.




Learning Activities

VII.

VIII.

A. Reading assignments

1. Review: Kane RL, Cuslander JG and Abrass IB: Essentials of
Clinical Geriatrics. New York, McGraw-Hill, 1984. Chapter 3
and forms in appendix

2. Libow L, Sherman F: The Care of Geriatric Medicine. St.
Louis, C.V. Mosby, 1981, pp 45-54

B. Seminar Session
1. View videotape on functional assessment

2. Review forms and processes used in functionally-oriented
evaluation

C. Perform comprehensive functionally-oriented health evaluation on
ambulatory community-dwelling older patients and wheelchair-bound
or Hedbound elder.

.+« Perform histories and physical examinations and additional
evaluations using functional evaluation forms.

2. Order needed laboratory tests and record results.

3. Develop problem lists including functional and medical
problems based on the results of iab tests.

4. Present cases to clinical instructor and make recommendations
for management plan.

D. Attend Multidisciplinary Geriatric Assessment (or Evaluation) Unit
Team Meeting, if resource is available.

E. Perform home visit for purpose of evaluating home environment.
Support Services

To accomplish this unit, a clinical setting with older patients
available for comprehensive, functionally oriented assessments is
required. Ideally this should be an outpatient setting, but a home
health or day care center could be utilized. This unit should no*+ be
set exclusively set in the nursing home. Clinical supervisors
competent in functional evaluation are also needed.

Evaluation

Students' skills in : unctionally-oriented health assessment will be
evaluated by: 1) ratings based on obhservations by a clinical
supervisor or preceptor; and 2) written records from the assess-
ments, problem lists, and management plans.

B 32




FUNCTIONALLY ORIENTED COMPREHENSIVE HEALTH ASSESSMENT

-

Source of information:

I. Geriatric History

cc: (Write patient's cwn words, and ask if there's been a change in
function or ab’lities, when appropriate to problem.)

H?I: (Include questions about impairment of function related to
symptoms. )

PMH: (Ask about any associated impairment of function after each
i surgery and hospitalization.)
! Medical Problems:

Surcgeries:

Hospitalizations: (Date, dx, hospital, if known)

Allergies: (Foods, meds, contact, seasonal)

l Meds: (Include OIC's, vitamins and Rx drugs with names, dose, reason
taking)
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Habits: (Now or in past)
Smeking hx {cigarettes, cigars, pipes):
Alcohol consumption:
Caffeine use:
Regular exercise:

Family Hx: (Less relevant in jeriatric patients than in younger
patients.)

Social History:
Life Work, jobs: (include years for each;
Year retired:
Marital status:

Children: (names, addresses, phone numbers if available)
R.0.S.:
General: (Include appetite, sleep pattern, and problems.)
Skin:

HEENT: (Include visual acuity and any impairments to functions -
same quest.ions with auditory function/acuity.)

Neck:
Breasts:

Heart:

GI:

M/Skel:
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10.
11.
12.
13.
14.

15.

Neuro: (Include dizziness, unsteadiness, falls and history

about each; also ask about memory changes,
forgetfulness, wandering at night, disruptive
benavier.)

GERIATRIC DERESSION SCALE (SHORT FCRM)

CHOCSE THE BEST ANSWER FOR HCW YOU FELT OVER THE PAST WEEK

Are you basically satisfied with your life? ...cceceecuecens

Have you dropped many of your activities and interests? ....
Do you feel that your life is empty? ccceeveccvecscocsocecce
Do you often et DOred? .s.ceecseessssccressssssessscosacnnce
Are you in good spirits most Oof the time? cceeececccccecsees
Are you afraid that something bad is going to happen to you?.
Do you feel happy most Of the time? ..eeeecceccccccnsecsccses
Do you often feel helpless? ..ceeececcesccscsccsscocccccsnnes
Do you prefer to stay at home rather than going out and
doing nNew thingS? .eeececsesesssesscssscsssscsssssscssscosncaces
Do you feel you have more problems with memory than most? ...
Do you think it is wonderful to be alive NOW? .c.ceecceccccses
Do you feel pretty worthless the way yOu are NOW? eeeecscceces
Do you feel full Of €NErgy? ...eeec-ceccecccsscoscccsossccncsns
Do you feel that your situation is hopeless? ...ceeecsceseses

Do you think that most people are better off than you are? ..

yes
yes
yes
yes
yes
yes
yes

yes

yes
yes
yes
yes
yes /
yas /

yes / no

The following answers count one point; Scores 9 5 indicate probable

depression:




Gyn:

GU: (Be sure to ask acout sexual history. Include questions
about incontinence, if (+), add "Incontinence
Assessment;" see below.)

1£f (-) for incontirence, ccntinue cn Page 8.
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INCONTINENCE ASSESSMENT

(From: Kane et al, Essentials of Clinical Geriatrics, pages 345 - 347.)

I. Assessment of Acute Incontinence

1f incontinence is of recent onset (within a few days) and/or
associated with an acute illness, check for any of the following:

Acute urinary tract infection

Fecal impaction

Acute confusion (celirium)*

Immobility*

Drug effects (i.e., excessive sedation, polyuria caused

by diuretics, urinary retention, other autonomic effects)

Metabolic abnormality with polyuria (i.e., hyperglycemia,
hypercalcemia)

* Such thot ability to get to a toilet (or toilet substitute) is
impaired.
I incontinence persists despite management of any of these
¢ nditions and/or resolution of an acute illness, further
assessment (as shown in Part II) should be pursued.
II. Assessment of Established Incontinence

1. Do you ever leak urine when you don't want to?
No, never Yes

2. Do you ever have trouble getting to the toilet on time or have
accidents getting your clothes or bed wet?

No, never Yes

3. How long have you had a problem with urinary leakage?

Less than 1 week

1 to 4 weeks

1-3 months

4 to 12 months

1 to § years
ILonger than 5 years

38




How often do you leak urine?

Less than once per week
More than once per week, but less than once per day
More than once per day
- Continual leakage
Variable

Does the leakage occur
Mainly during the day
Mainly at night
Both night and day

When you leak urine, how much lezks?

_Just a few drops
More than a few drops, but less than a cupful
More than a cupful
Variable
Unkncwn

Do any of the following cause you to leak urine?

Coughing

Laughing

Exercise or other forms of straining
Inability ta get to the toilet on time

Hew often do you normally urinate?

Every 6-8 hours or less often
About every 3-5 hours

About every 1-2 hours

At least every hour or more often

Frequency varies
Unknown

Do you wake up at night to urinate?

Never or rarely

Yes, usually between one and three times
Yes, four or more times per night

Yes, but frequency varies

Once your bladder feels full, how long can you hold your urine?

As long as you want (several minutes at least)
Just a few minutes

Lless than a minute or two

Cannot tell when bladder is full




11. Do you have any of the follcwing when you urinate?

Difficulty in getting the urine started
Very slow stream or dribbling
Discomfort or pain

_____ Buming
Blood in the urine

12. Are you using any of the follcwing to help with the urninary
-2akage?

Bed or furniture pads
Sanitary napkins
Other types of pads in your underwear
Special undergarments
_____ Medication
Bedside commode
Urinal
Other (Describe):

13. 1Is the urinary leakage enough of a problem that you would like
further evaluation and treatment?

Yes No

14. Do you ever have uncontrolled loss of stool?
. No, never Yes .
15. Relevant medical history

Stroke
Dementia
Parkinson s disease
srior ONS trauma/surgery
Other neurological disorder
Diabetes
Congestive heart failure
Other (Specify: )

16. Prior genitourinary history

Multiple vaginal deliveries
Cesarean section(s)

Abdominal hysterectomy

Bladder suspension

TURP

Suprapublic prostatectomy
Urethral stricture/dilatation
Bladder tumor

Pelvic irradiation

Recurrent urinary tract infections

s U G A G2 = A e A G e &) an D - .

0 38




17. Medicaticns

Diuretic

Antinvrertensive

Psvchotropic

Other drugs that
affect the

autoncmic
nervous system

B. Physical Examination for Incontinence Work-up

1. Mentzl status

3.

4.

Normal

Mild/moderate cognitive impairment

Severe cognitive impairment (unaware of tolieting needs)
Mobility

Ambulates independently with adequate speed

Ambulates independently, but slowly (so that ability to
get to a toilet is impaired)

Not independently ambulatory, but able to transfer to
toilet independently

Chair- or bed-bound, but able to use urinal or bedgan
independently

Deperdent on others for toiletirg

Apdeminal examination

Bladder enlarged and palpable
Bladder not palpable

Neurological examination of lower extremities

Normal

Evidence of upper motor neuron lesion
Evidence of lcwer motor neuron lesion
Peripheral neuropathy

Rectal examination

Decreased rectal sphincter tone
Decreased perianal sensation
Absent bulbocavernosus reflex
Peripheral neuropathy

41

39




6. External genitalia

Skin irritation
Diminished sensation
Abnormal (DescriL-:

7. Vaginal examination

Atrophic vaginitis

Mild prolapse
Moderate/severe prolapse
Recteocele

Adenexal or vterine mass
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Functional Status:

(From: Kane et al, Essentials of Clinical Geriatrics, page 325, #9.)

Uses Needs Some
Fully Mech. Buman Who Totally
Indep. Aid Assist. Assists Depend.

AlL's (Activities of Daily Living)

Bathing
Dressing
Going to Toilet
Transfer
Eatinp,
Ambulation
Grooming
Continence
Bladder Yes No
Bowel Yes No

|

IADL's (Instrumerntal Activities of Daily Living)

Writing
Reading
Laundry
Shopping
Using teleph-ne
Managing money
Preparing meals
Housekeeping
light / heavy — ==~=-

Social History

% Clinical Geriatrics, pages 331 and 332.)

N
——

(From: Kane et al, Essentials

SOCIAL ASSESSMENT

1. How often in pest week did patient leave the house (other than this
visit;?

2z

At least daily Several ’ imes Once ever

2. What floor does pacient live on?

3. 1Is there an elevator? Yes No
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6.

7.

9.

10.

Does patient have a telephone?

Yes No Telephone numter: ( ) -

If not, is there easy access to a telephone? Yes No

Does patient live alcne? Yes No

If no, who lives with patient?

Name Relaticnship

How often do visitors come to patient's house?
Daily Weekly Less often Never

wWhom would patient call in an emergency (nonprofessional)?

Is patient's care covered by
Medicaid
Supplemental private insucance (beyond Medicare)

Does the patient receive

Social Security

Supplemental Security income (SSI)

Private pension
Other ir ome

Does incomr permit purchase of needed

Focd
Clothing
Housin.

Heating
Transportation

Prugs
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11. What did patient eat yestercday?

Breakfast Lunch Dinrer

1.

2.

3.

12. Does patient receive services from any social agency?

Yes No

Nare of agency
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* = Abbreviated form of physical exam

II. Physical Examination

Date of last examination:

Vital Signs:
Weight today:

Weight last exam:

Height:

BP (supine) left: Right:
BP (sitting) Left: Right:
BP (standing) left: Right:

Pulse (per mirute)

Respirations (per minute) e

General appeararce: (Inclikie obcervation of ptient's neatness,
groomir, gait and abilities to dress,
undress and transfer.)

Skin:
Hea
* Euars:
Acuity:
. Hear normal voice _____ Uses hearing aid
__ Impaired _____ Cerumen present
* Eyes:
Vision: Acuity:
Able to read newsprint _____ Right eye
with corrective lenses _____ Left eye

without corrective lenses
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Cpthalmoscopic (Include lens):
* Fundi:
Nose/Throat:
* Mouth:
Centures *

None Tood fit Poor fit Sores present

Neck:
Preasts:

* Lungs:

* CV:

* Pulses:
Abd:
Pelvic/Male GU:
Rectal:

* M/Skel: (POM, inspection)
Back:
Extremities:

* Neuro:

I. Mental status (Do short portable questicnnaire)

1I. Cramial nerves
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III. Motor/Sznsory/QCoserve gait:

IV. Equilikrium/Rerkerg Test

V. Deep tencdon reflexes:

* Short Portable Mental Status Questionnaire

(From: Kane et al, Essentials of Clinical Geriatrics, pages
328 and 329.)

Right. Wrong

What is the date tofay (month/day/year)?
What day of the week is it?

What is the name of this place?

What is your telephore number? (If no
telephone, what is your street address?)
How 0ld are you?

when were you born (month/day/year)?

viho is the current president of the Unitad
Crates?

Who was the president just before him?
What was your mother's maiden name?
Subtract 3 from 20 and keep subtractirg each
new nurber you get, all the way down.

0-2 errors = intact

3-4 errors = mild intellectual impairment

5-7 errors = moderate intellectual impairment
8-10 errors= severe intellectuai impairment
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TABLE 2. MINI-MENTAL STATE EXAMINATION"®

l. Onentanhon (Maximum »core 10)
Ask “What s today’s date?” Then ask speafically for parts omitted; eg, “Can vou  Date (eg, lanuary 21} .. 1

also tell me what season 1t is?” Year ...........oo.ulee 1.

Month ................ 3o

Day (eg, Monday) ..... + -

Season ....... ........ 5
Ask “Can vou tell me the name ot this hosp:tal?”’ Hospital ............... 6
“What tloor are we on?”’ Floor .................. 7 —
“What town (or city) are we in?” TownCity ............ S _
“What county are we in?" County . . .......... 9
“What state are we in?”’ State .......... ...... 10 —

1. Registrahon (Maximum score )

Ask the subject if vou may test his;her memory. Then sav “bail.” “flag,” “tree” “bail” ...l 11
clearly and slowly, about one second tor vach. Atter you have said ail 3 words. “flag” ..o Ll 12 -
ask subject to repeat them. Thus tirst repetihon determines the score (0-3) but “tree” .............. N K

keep saving them (up to o trals; until the subject can repeat all 3 words. If (s)he
does not eventuaily learn all three, recail cannot be meaningtuily tested

tnals:
[Il. Attention and calculution (Maximum scot. 3)
Ask the subject to begin at 100 and count backward by 7. $.)p atter 5 subtractions 93" ..... ............ | P
{93, 36, 79, 72. 65} *:ore one point tor each correct number. “86" ... 15 —
B A 16 —
T e e 17 —
637 L 18 -
{f the subject cznnot or will not periurm this task, ask himv'er to spell the word OR
“world’* backwards (D, L, R. O, W). The score 1s one point tor each correctly
placed letter, eg, DLROW = 5, DLORW = 3. Record how the subject spellea Number ot correctly-
“world"* backwards: — ____ placed letters ...... 19 —
LROW
[V. Recail (Maximum score 3)
Ask the subject to recall the three words you previously asked himvher to “ball” ... 20
remember (leamed in Registration) flag” ... 21
“tree” ...l 2
V. Language (Maximum score 9)
Namng: Show the subject a wrist watch and ask “What 1s this” Repeat tor Watch ................ .k
penal. Score one point for each item named correctly Penail ................ L S
Repetition: Ask the subject to repeat, “No ifs, ands, or buts.” Score one point for  Repetition ............ pL -
correct repetition
3-Stage Command: Give the subject a piece of blank paper and say, “Take the Takes in right hand .. 26 —
paper in your nght hand, foid it in haif and put it on the tloor.”” Score one point Folds in haif ......... 27 —
for each action performed correctly Puts on floor ......... 28 .
Reading: On a blank piece of paper. print the sentence “Close your eyes.” in
letters large enough for the subject to see cleariy. Ask subject to read © and do
what it says. Score correct only if (<)he actually closes his/her eyes Closes eyes .......... 29
Writing: Give the subject a blank piece of paper and ask hinvher to wnte a
sentence, [t is to be wntten spontaneously. It must contain a subject and verb and
make sense. Correct grammar and punctuation are not necessary Writes sentence ...... kR

Copying: On a clean piece of paper, draw intersecting pentagons, each side about
1 inch, and ask subject to copy ¢ exactly as it is. All 10 angles must be present
and two must intersect to score 1 20ini. Tremo~ and rotation are ignored

Eg. i j Draws pentagons ....31

Score:  Add number of correct responses. Ip section Il include items 14<18 or item 19, not both. (Maximum total
score 30) Total score
Rate subject’s level of consciousness: —_____  (a) coma. (b) stupor. (c) drowsy, (d) alert

Reprinted with permission from Folsten MF. ot al: Mini-mental state: A practical method of grading the covmitive state of the patient for the
phvsican. | Psuchuatr Rev 12.139, 1975 49




(If Jdementia is suspected, do Dementia Assessment, below)

Dementia Assessment

(From Xane et al, Essentials of Clinical Geriatrics, page 339.)

A. History (By whom: )

l.

o
.

Active medical cenditions

Medications

History of

Hyper+tension

. Stroke
Transien: ischemic attack
Depression
Cther psychiatric disorder

Current symptoms

Memory loss

Forgets recent events

Forgets things just said

Fovgets namer of people

Forgets words
____Gets lost
Asks questions or tells stor..s repeatedly
Confused about date or place
Can't do simple calculations
Can't understand what is read or said
Impairment of other cognitive functions
Anxiety/agitation

Paranoia

Delusions/hallucination

Wandering

Disruptive behavior

Incortinence

Onset of symptoms
Recent (days to few weeks)

Longer duration (months)
Uncertain
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6.

7.

Progression of symptoms

Rapid
Gradual

Stepwise (irregular, stuttering deteriorations)
Uncertain

Activities of daily living (ADL)

Does the impairmernt of cognitive function interfere wit.:

Ins<rumental ADL? Yes ND
If yes, which ores?
Basic ADL? Yes No

If yes, which ones?
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III. ASSESSMENT

IV. PLAN (Write a separate "plan” for each assessment above using corresponding
nuzmerals in each plan.)




MODEL GERIATRIC CLERKSHIP FOR PHYSICIAN ASSISTANT STUDENTS

CURRICULUM UNIT THREE

MANAGEMENT OF COMMON HEALTH PROBIEMS IN NON-INSTITUTIONALIZED ELDERS

I.

II.

III.

Goal

Skills to assess, manage, and coordinate the care of common acute
and chronic conditions among non-institutioralized elders are
introduced in this unit. (Note: The area of dementia is jncluded in
Unit Five)

learner Characteristics

Students are in physician assistant training programs taking a
clerkship in geriatrics. Prior training in clinical primary care,
and some didactic training in geriatrics/gerontology are assumed.

learning Objectives

A. After completion, the student should be able to do the follow-
ing, under the supervision of a physician:

1. Diagnose and treat/manage common acute and ~hronic medical
problems affecting elders (see problems listed below in IV.B)
with special attention to the following common situations:

a) Multiple pathulogies

b) Iatrogenic conditions, especially in relation to
medications

Cc) Atypical and non-specific presentation of disease

2. Maintain geriatric resource file. Utilize consultations and
mzke referrals to clinical specialists, home health agencies,
rehabilitation specialists, hospice support groups, senior
centers, daycare centers, and other community agencies when
needed to maximize function of elder patient.

3. Work with other health care providers as team or health care
member in giving geriatric care in various settings, includ-
ing outpatient, inpatient, home-health, geriatric assessment,
rehabilitation, and skilled nursing facilities. Coordi:.ate
care with the following health care professionals: physi-
cian specialist, social worker, nurse, physical therapist,
occupational therapist, nutritionist, podiatrist, psycholo-
gist/psychiatrist, dentist. pharmacist, religious counselor.

4. Assist with admission and discharge from acute care hospi-
tals: perform preoperative evaluation and postoperative
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follow-up as needed.
B. Students should exhibit the following attributes:

1. Appreciation of the role of other interdisciplinary team
members in providing effective health care for older adults.

2. Concern for the constant danger of iatrogenesis from
medical treatments of elders' condit_ons.

IV.  Subject Content

A. Review of basic clinical principles for geriatric care.

1. Frequency of chronic corditions

2. Common atypical or non-specific presentation of di sease,

especially frequency of confusion as presenting symptom for
variety of pathologies
Frequency of multiple coexisting conditions

Danger of iatrogenic conditions, especially as a result of
medications

Need for coordinated multidisciplinary management of chr~nic
illness

Techniques of assessment, management, and coordination of care
for common geriatric conditions, such as the following:

1. Chronic conditions
a) Osteocarthritis
b) Hypertension
c) Diabetes

d) Congestive heart failure and other cardiac disease
e) Osteoporosis

f) Vision and hearing disorders

g) Depression

j) Incontinence
2. hAcute Conditicns
a) Infections (e.g. urinary tract)
b) Accidents/Falls (in the absence of :he need for surgery)

c) Pneumonia




Vi.

C. Community resources for support of elder and family,

Pre-Assessment

Before the clerkship, students will be given a short written inven-
tory of their familiarity with some of the information to be pre-
sented during the clerkship. Included will be some information on
management of common, chronic and acute conditions among elders.

Iearning Activities

A. Reading assignments

1. Review: Kane RL, Ouslander J, Abrass I: Essentials of
Clinical Geriatrics. New York, McGraw-Hill, 1984. Chapters
5=7, 3-11, 13-14

Walshe, T (ed.): Manual of Clinical Prublems in Geriatric
Medicine. Boston, Little Brown, 1985, Chapters 7, 25, 26,
30, 31, 36, 38, 41-43, 67, 68, 79. Note: drug tables in
Appendix. Use other chapters as reference as needed in
clerkship activities

B. Outpatient Care

1. Interview elders with specific complaints, take focused
history, and perform problem-oriented physical exams. Use
consultaticn or referral, as needed. Recommend manage-
ment plan to supeivisor and record SOAP notes for each,
includiig both functional and medical problems.

2. Order lab tests and/or arrange for additional evaluations as
needed for suspected common diagnoses (e.g. urinary tract
infection, diabetes mellitus, anemia, digoxin toxicity.)

3. Attend or conduct follow-up patient encounter for chroric
conditions such as:

a) Ostecarthritis
b) Hypertension
c) Type II diabetes mellitus (NIDDM)
d) Chronic obstructive pulmorary disease
e) Angina pectoris
4. Record: Change in functional and medical parameters since

last visit; evaluation of medication regimen; and any
recommended changes in treatment.

C. Multidisciplinary and Community Supports
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VII.

1. Attend (and participate in as a member, if possible) meeting
of multidisciplinary team involved in health care of elders.
Record observations aid reactions to team functioning. (If
not available, assist physician or other professional in
geveloping mulcidisciplinarv ye. iatric team, if possible.)

2. Develop ..st of commnity resources for health care support
for elders, including Area Agency on Aging, resources for
information and referral, senior centers, nutrition sites,
transportation rescurces, and housing resources as well as
specific health care s2rvices and support groups.

3. vVisit community agencies serving elders. Interview a staff
Pe On on services provided and an elder client on her
perception of servicms. Record information from interviews
and reactions to experience.

D. Inpatient Care

i. Make rounds on older patier hospitalized for one of the
following cond)*ions:

a) Surgery (e.g. hip replacement, transurethral resection
for benign prostatic hypertrophy).

b) Acute episode of a chronic condition (e.g. heart
disease, COPD)

€) Acute injury or illness (e.g. hip fracture, stroke,
pneumoni a)

Consult with discharge planner on pcst-hospital plans.
Interview patient while in the hospital on reactions to being in
pospita.‘ and plans after discharge. Note any evidence of change

in mental status. Visit patient after discharge. Record notes
on each visit.,

Supoort Szrvices

The most importar. clinical setting needed to accomplish this unit
is a good outnatient primary care practice. It could be in any of
the following: Community geriatric clinic; clinic ip retirement
huising; or a family practice, general medical, or healtr mainten-
ance organization with a high proportion of older patients. An
outpatient or inpatient geriatric evaluation would be desirable for
the team learning >xperience. If not available, other multi-
disciplinary teams could be utilized. Older patients in a hosp:
serting can be accessed through: geriatric ward, geriatric consu.
service, or older patients hospitalized for surgery or acute
episodes. In all settings, but especially i1. the outpatient
setting, a clinician skilled in geriatric care willing tu teach a PA
stud=nt is essential and should be designated as site supervisor or
preceptor
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Evaluation

A
saw

Competency skills ratings
1. Habitual or observed performance rating, to be completed by:
a) Site supervisor/preceptor
b} Student
2. Ratirg by patient(s) can be included wten appropriate
3. Observation of skills by geriatric clerkship coordinator
SOAP notes
Record of encounters
cervation and reaction to multidisciplinary team meeting
List of community resources
Record of visit and interviews at community ajency

Notes from hospital and follow-up visit
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I.

II.

I1I.

MODEL GERIATRIC CLERKSHIP FOR PHYSICIAN ASSISTANT STUDENTS

CURRICULUM UNIT FOUR

BEALTH PROMOTION/DISEASE PREVENTION
Goal

This unit introduces the student to the basic skiils needed to
perform the major functions involved in: 1) primary disease
prevention for elders; 2) screening for early detection of
asymptomatic disease; 3) health education and counseling for
behavioral change among elders to decrease their risk of disease and
functional disability; 4) maintainence of elders' highest level of
function possible in the presence of ctronic disease throigh
clinical procedure and education of self-management strategi. s.

Learner Characteristics

Students are in physician assistant training programs takirg a
clerkship in geriatrics. Prior training in clinical primary care,
and some didactic training in geriatrics/gerontolcgy are assumed.

learning Objectives

After completion, students should be able to demonstrat. the
following skills in health promotion/disease prevention:

A. List, monitor, and administer recommended immunizations for
people 65 and over.

B. Give individual educaticn to elders and their families for the
purpose of heal’h promotion, health maintenance, and disease
prevention. Give talks for elders, staff,. and/or families at
cznjor centers, nutrition sites, senior clubs, retirement
complexes or support groups, on health education for elders.
Important areas for elders include those listed below.

1. Nutrition: especiilly in the areas of 1) intake of aczquate
nutrients; 2) calcium levels needed for prevention of
osteoporosis; 3) control of saturated fats to decrease risk
of heart disease, stroke, and multi-infarct dementia.

2. Exercise: weight-bearing to lowar the risk of osteoporosis;
aerobics to reduce risy of cardiovascular disease and
diapetes; joint flexibility to reduce arthritis disability,
tensicu release and relsxation for sleep disorders and
stress-related disability; exsrcises to maintain or increase
strength, range-of-motion, balance, and coordination for
fall prevention; exercises for post-stroke, post-fracture,
and post-! spitali-ation rehabilitation tn r- luce
complication of immobil.ty.
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10.

IV. Subject

Use of medications: keeping track of proper ingestion of
prescription or over-the-counter drugs; keeping tie health
provider informed of adverse reactions; informing any new
health ‘rovider of all the drugs one is currently using;
informing the patient of dangers of trading drugs;

- .scovering overreliance on drugs such as tranquilizers or
sleeping pills; recognizing signs of and dangers of
1atrogenic complications, especially confusion.

Temperature requlation: danger and signs of hypothermia and
hyperthermia- techniques of prevention.

Breast cancer: techniyues of early detection

Accident and fall prevention: seat belts; environmental
safety; balance and gait exercises

Oral Hygiers: importance of gum care.
Risks of smoking and alcohol abuse.

Self-management techniques for chronic conditions (e.g.
arthritis, diabetes): materials and classes available.

Health insurance: sources of counseling and assistance.

Concent

A.

Primary prevention strategies

l.

2.

Immnizations appropriate for elders

Other direct interventions to reduce risk of disease or
disability

Screening and early detection of asymptomatic diseases and
decreased function

l.
2.

3.

Recommended gquidelines for s reefiing for elders
Techniques of major types .f screening

Sources of screening commonly available through community
resources

Health education and counseling

1.

For disease and disability prevention
a) Major health-promoting behaviors recommended for elders
b) Sources of health education matcrial

Cc) Community resources commonly available to promote
healthy behaviors for seniors
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d) Techniques of individual, family, and group education

2. For maintenance of maximum function for elders with chroric
diseases

a) Sel -manacement strategies fcv major chronic diseases
affecring elders

b) Sources of self-management education
1) Materials
2) Cummunity classes

D. Clinical procedures commonly used for health maintenance with
elders, especially those with decreased mobility.

Vi. Pre~2ssessment

Before the clerkship, students will be given a short written
inventory of their familiarity with some of the information to be
presented during the clerkship. Included will be some information
on health promotion/disease prevention for elders.

V. Llearning Activities

A. Reading assignments
1. Review: Kane RL, Quslander J, Abrass I: Essentials of
Clinical Geriatrics. New York, McGraw-Hill, 1984, pp 293-301
2. Berk S and Alvarez S: Vaccinating the Elderly:
Recommendations and Raticnale. Geriatrics 4;. 79-87,
January 1986

B. Read quidelines for imunization for elders and give
irmunization to an eider, if appropriate.

C. Perfora routine health screening for an elder in the fol lowing
areas:

1. Blood pressure, in two positions
2. Colorectal cancer

3. Visual ac ity and glaucoma

4. Hearing acuity

5. Mertal status

6. Cervical/uterine cancer

7. Infections

8. Diabetes
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D. Health education

1. Iocate written health educat-on materials especially for
elders on topics listed belaow.

2. Prepare and give a health education talk to a group of
seniors on one of the topics listed below.

3. Give individual health education consultation or counseling
to elders with or without family members present, on topic
listed below. (Use referral to community resources where
appropriate and available.)

a) Nutrition

b} Exercise

c¢) Risks of smoking

d} Risk of alcohol abuse

e) Fall and accident prevention

f) Breast self-examination

from medications
h) Temperature requlation
i) Oral Hygiene
j) Self-management strategies for chronic diseases
k) Health insurance

1) Prevention of complications of immobility:
contractures, pressure sores, O5teoporosis. pneumonia

4. Observe one exercise class for seniors and ore neal site
program. Interview participants. record cbservations, and
feelings.

E. Perform health maintenance functions for an elder such as:

1. Removal of cerumen plug

2. Foot care (nail, com, and callus)

VII. Support Services

Outpatient clinical settings such as those described in Unit Three
will be needed to accomplish this unit. In addition, a senio:
centei health promotion program will be needed for the group health
education activity.
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VII1I. Evaluation

A. A multiple-choice written evaluation for specific cognitive
assessment.,

I W T W

B. Student.' records of patient encounters.

C. Notes and reports from health education group presentation.
Health education materials collected.

D. Record of observation and interviews of exercise class and
nutri..on site.
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II.

I1I.

LA

MOCEL GERIATRIC CLERKSHIP FOR PHYSCIAN ASSISTANT STUDENTS

CURRICULUM UNIT FIVE

FAMILY AND E.DER ODUNSELING
Goal

The goals of this unit are to: 1) sensitize students to the neeus of
elders’' family members; 2) increase studenvs' skills in assisting
elders and their family in decision-making; 3) increase students
knowledge of resources in the community available for assisting
family caregivers of elders with disabilities, and 4) increase
students’ knowledge of assessment and management issies for an elder
with suspected deme. tia.

learner Characteristics

Students are in physician assistant tr: ining programs taking a
clerkship in geriatrics Prior training in clinical primary care,
and some didactic training in geriatrics/gerontology are assumed.

Learning Objectives

After completion, students should be able to:
A. Counsel with elders and their family members.

1. Listen empathetically and provide information on options for
dealing with common stresses and problems encountered by
¢lder adults with special emphasis on support for dementia
patients and treir families.

2. Give consultation in decision-making and health maintenance
issues including the following:

a) »using resources and relocation decisions

b) Community resources for health and social support
including respite care for families and family support
groups

C) MAdmission and discharge planning to hospitals,
rehabilitatior units, intermediate care and skiiled
nursing facili ies

d) Medi-Care/Medicaid

e) Hospice care for dying patients

f) Spec.al assessment and management strategies for elders
witn dem. a




3. Support family members and provide information on options
for treatment or assistance in cases of:

a) Family conflict regarding care of an elder

b} Ethical treatment decisions when elders cannot maxe
decisions for themselves (Keep on file elders' latest
instructions in relation to life sustaining or code
care)

C) Bereavement, especially in relation to bereavement
support groups

4, Give support, counsel, and assistance to elders in cases of
elder abuse. Report to legal agency. Refer to protective
services.

B. Respect the role of the family caregivers and other family
members of older patients, support them as the major source

of health care and recognize their health care and respite
needs.

C. Respect sexual needs and behavior among elders

D. Show commitment to cost cor .inment strategles consistent with
effective and humane geriatric care.

Subject Content

A. Major issues confronting elders and their family caregivers
1. Problems associated with dementing illnesses

a) Helping elders and their families obtain comprehensive
evaluations, realistic prognoses, and appropriate
medical management

b) Helping family caregivers obtain support services
1) Respite care
2) Support groups
3) Assistance with legal and financial decisions
4) Elanning for increcsed level of care, it needed

2. Assistance to elders and families in adapting to elders'
current or predicted deperdency

a) Helping eiderc' maintain their autonamy as long as
possible

b} Dealing with stress of caregivers and potential for
elder abuse
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c) Knowing major sources of ‘n-~home support for elders and
families

Pre-Assessment

Before the clerkship, students will be given a short written
inventory of their familiarity with some of the information to be
presented during the clerkship. Included wiil be some information
on family issues and dementia.

learning Activities

A. Reading Assignments

1. Review: Kare RL, Ouslander J, Abrass I: Ecsentials of
Clinical Geriatrics. New York, McGraw-Hill, 1984, Chapter
4

Silverstone B & Hyman K: You and Your Agirg Parents, 2nd
Edition. New Yor:-, Pantheon, 1982, Chapters 2, 3, 5, 6, and
-

Mace N & Rabins P: The 36-Hour Day: A Family Guide to
Caring for Persons with Alzheimer's Disease, Related
Dementing Illnesses, and Memory Loss in Later Life.
Baltimore, John Hopkins University Press, 1981, Chapters 2,
3, 4,5,6, 8, 12, and 13

Wwinograd C & Jarvik L: Physician Management of the Demented
Patient. J Am Geriatric Soc 34:295, 1986

Katzman R: Early Detection of Senile Dementia. Hospital
Practice, pp 61-76, June 1986

Kosberg, JI: Understanding Elder Abuse: An Overview for
Primary Care Physicians, in Ham RJ (ed): Geriatric Medicine
Annual 1586. Ordell, New Jersey, Medical Economics Books,
1986.

Seminar Session

1. View videotape on dementia

2. Discuss family issues (including elders with no family
support) in care of el ers with social worker from home
hea’th agency or cothe. settings where he/she works with
families of elders (if available)

Attend or conduct session with ‘der and/or family member
concerned about elder's memory problem

Develop specific referral resources for:

1. Comprehensive evaluations of confused patient.
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2. Day care for respite for family caregiver of dementia
patier - or frail elder. Visit Day Care Center; interview
staf € member, participant, and family member of dementia
pa. .it, record observations and emotional reactions.

3. Family support group for family with dementia patients,
Attend support group meeting. Record observations and
feelings.

4. Elder abuse.

5. Frail elder without family support.

Support Services

Clinical resources needed to accomplish this unit include:

A. Outpatient services including dependent elders and their family
members/caregivers

B. Social worker or other counselor of family caregivers
C. Day care or day health care center

D. Family support group community agency serving dependent elder
(e.g. Alzheimer's Disease and Related Disorders Association)

E. Information and referral services for older adu.‘s
Evaluation

A. Cognitive assessment o. the knowledge base will be included in
the objective test given (before and) after the clerkship

B. List of local referral sources for specific services

C. Jowmal records of observations and feelings from the following
experiences:

1. Day care

2. Fa.ily support group

r~
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MOCEL GERIATRIC CIFRXSHIP POR PHYSICIAN ASSISTANT STUDENTS

II.

III.

UNIT SIX
ILONG TERM CMRE
Goal

The purpose of this unit is to introduce the basic clinical
skills and understanding needed for effective clinical
management of older long-term care patients, including those
still residing at home and in residential care as well as
those in nursing homes.

Learner Characteristics

Students are in physician assistant training programs taking a
clerkship in geriatrics. Prior training in clinical primary
care, and some didaclic training in geriatrics/gerontology
are assumed.

learning Ckjectives

After completion, students should be able to:

A. Recognize characteristics of elders that make them
appropriate candidates for different types of long-term
care settings, assuming commitment t» the model of the
least restrictive setting possible to maximize
function.

B. Perform pre-admission assessments in residential
settings.

C. Describe the array of services available through home
health agencies.

D. Help recduce complications of immobi for patients
with mobility impairments by

1.  Recommending and supporting utilization of
programs by physical therapists, activity
coordinators, or care-givers to maintain activity
levels at highest possible functioning.

2. Preventing and monitoring signs of contractures,
atrophy, and pressure sores.

3. Preventing and monitoring signs of constipation
and dehydration.
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4.

Preventing and monitoring signs of pneumonia

Support staff or caregivers' efforts and programs for:

1.

Decreasing depression by increasing elder's
autonomy and maximum independence pcssible

Providing sensory, intellectual, an? social
stimulation

Encouraging life review or reminiscence

Establishing support groups for family members,
including residents of nursing homes

- o
Doing bowel and bladder training ¥

Helping elders orient to time and place

Reducing negative effects of patients' disruptive
behavior and wandering in a humane way.

Demonstrate basic techniques for:

1.

2.

3.

Transferring patients from bed to chair and vice-
versa

Providing bowel and bladder training to incontinent
patients

Feeding patients who have chewing or swallowing
impairments

Utilize the following procedures when hecessary:

1.

2.

4.

Debridement of pressure sores
Insertion of

a) Urinary catheters

b) Nasogastric tubes
Treatment for

a) Pneumonia

b) Urinary tract infection, especially in
patients with urinary catheters.

Removal of feca. impaction.

Monitor use and effects of medications, especially
those prescribed on a PRN basis.
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Iv.

J.

Recognize administrative problems and special stresses
cammon among staff members working in nursing home
settings.

Support the value of death with dignity, as expressed
throujh pain-free conscious, terminal illne.s,
including clear communication with intimates and
minimal technological intervention.

Describe the basic clinical procedures used in hospice
care.

Support the use of multidisciplinary health teams in
geriatric long term care.

Support the value of autonomy and independence of
older adults in long term care, with special
sensitivity to the danger of "infantilization" of older
patients, and the need for dignifi~d and respectful
treatment.

Recoonrize and exhibit sensitivity to major ethical
decision-making issues that arise with severely-
impaired elders; des ‘ribe useful guidelines to assist
clinicians in those situations.

Subject Content

A.

Continuum of long Term Care (LTC) Services

In each of the following types of care: services and
support available, appropriate characteristics of
patients, financial implications, social,
psycholxyical, and medical problems, and staff roles
and problems.

l. Home Health Services

2. Residential Care (or Board and Care)

3. Nursing Home: Intermediate and Skilled

4. Hospice

Special clinical problems in LTC: their prevention and
treatment
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1.

Potential complications of immobility

a) Contractures and Atrophy

b) Skin Bi.akdown

C) Pncuamonia

d) Depression

Gastri-intestinal and genito-urinary problems

a) Hydration aid nutrition

b) Eating, chewing, and swallowing disabilities
€) Fe .l impaction/constipation

d) Incontinence: bowel and bladder

1)  Urinary cacheter care and potential
problems

2) Urinary tract i. =ctions.

C. Critical issues in prescribing . LIC

D. Etaical decision-raking in care of severely disabled
patients.,

E. Philosophy and clinical protocols used in hospice
approach to @ 'ing patients.

Pre-Assessment

Before the clerkship, students will be given a short written
inventory .£ their familiarivy with sow: of the information
to be presented during the clerkship. . ncluded will be some
information or long-term care issues.

Learning Experiences

A. Reading assignments:

1.

2.

Kane RL, Ouslander J, Abrass I: Essentials of
Clinical Geriatrics. New York, McGraw-Hill, 1984,
Chapters 8 and 16

From Cascsel, CK & Walsn JR. (Eds).
Geriat.ic Medicine, Vol. II. PFindamentals of
Geriatric Care. New York, Sprirger-Ve-lag, 19€4

a. Chapter 22: Lyrn DJ. Deciding .o+ life-
sustaining therapy
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b. Chapter 23: Lynn DJ. Care near the end of
life

c. Chapter 28: Kayser-Jones JS. Physicians and
the care of nursing home residents

Go on one home visit with 2 stz’f me Der in a home
health agency. Record pertinent data on health
history, home a.d social environmeat, occupational
therapy acaptations being utilized, current health
status, t~ tments, type of careg. 'er being utilized,
caregiver s.rain, and emotional reaction to visit.

For potential residential care home resident, zssist
with a functionally-oriented preadmission .istory and
physical assessment. Record findings.

Observe a physical therapv session with a patient in
rehabilitation unit, day hes 'th care center, or nur-~ing
home; reccrd instructions four patient follow-up; assist
patient with prescribed activities at a later time.

Attend a meeting of a Hospice team. Record observations
and emotional reactions.

In a skilled or intermediate-level nursing unit, complete
the following activities:

1. Make rourds with primary care practitioner or
nurse to observe signs of the following
corditions. Discuss and observe methods of
prevention.

a) Contracture
b) Pressure sores
Cc) Constipation
d) Dehydration
2)  Pneumonia
f) Foley Catheter complications
g) Over-medication
2. Assist with the feeding of a resident who needs

special attent. .. due to impairment in chewing
and/or swallowing.
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Observe and assist witr. at least one of the
following:

a) Debridement of pressure sore

b) Insertion of urinary catheter

€) Insertion of nasogastric tube

Attend at least three of ‘he following

activities:

a) PResidents' council meeting

b) Class on current events, or reality
orientation (or activity with verbal
interaction)

C) Fvercise program

d) Bowel 2 bladder training session

e) Bathing procedure

f, In-service nrogram for nursing aides

Record observations ard feelings.

Receive training in transfer techniques from

nursing staff or physical therapist and assist

with transfer of patient from bed to chair and

vice-versa.

Make rounds on p atients and observe routines at

least once on each of the three daily shifts.
Record differences observed.

Interview skilled nursing patient about her 1life,
prior living arrangem.nt, family, length of time

in nursing home, and adjustment to it. Record
significant parts. Desciibe h¢r room and its

furnishings, types of interaction you observe her
having with visitors, other residents, cr staff.
Go with her to her favorite activity listed on the

facility's activity schedule.

Perform comprehensive functionally-oriented
history and physical exam on nursing hcme
patient. Develop updated problem list and
recommended mar ment plan. Prepare appropriate
Cchart records of :irdings.
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VII. Support Services

A.

B.

1deally, all the fcllowing types of clinical) training
settings should be available to accomplish this
clerkship unit. (In the case of non-availability of
some settings, the minimum needed are marked with
asterisks(*).' In each setting, a knowledgeable
clinician willing to teach a PA student shnuld be
designated as clinical site supervisor or pr<ceptc. .

Long Term Care Settings

Communi ty-Based

*Home Health Services
Day Health or Day Care Center
Hospice

Institution-Based

Hospital-Based Home Care
Rehabilitation ULait
*Residential Care Home
Nursing Home
Intermediate Care Facility
*Skilled Nursing Feacility

A Geriatric Clerkship Coordinator should be available
from the PA program faculty to assist with schedul‘ng,
seminar sessions, evaluation, and problem-solving.

VIII.Evalaation

A.

Competency Skills Ratings

1. Habitual performance ratings to be completed by:
a) Site supervisor/precep*or
b)  Students

2. Eveluation by patients, when arciopriate

Observation of basic skills by Geriatric Clerksh‘p
Coordinator

Chart record audit of FOHPE** uctivities

Journa” reccrds of interviews, and emotional reaction
to experiences as indicated for following:

1. Home visit with home health agency

** FOHP. = Funtionally-Oriented History and Physical Examination




2. Residential Care Prz-admission FOHPE**

3. Physical therapy observation and assistance
4. Attendance at nursing home activity programs
5. Rounds on three different shifts

6. Interview with nursing ! ne resident

Attitude Rating Forms to be completed by site
Coordinator (s) and patien:, when appropriate,

Written measures of knowledge. Comparison with pre-
assessment scores,

~Z
-
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SUGGESTIONS FOR IMPLEMENTATION

General guidelines will be found in the pages that follow to
assist PA Program Directors and faculty members in working
through the process of establishing the most appropriate version
of the Model Geriatric Clerkship for their own programs.

Suggested Criterja to Establish Clerkship

l. Commitment of the administration and faculty. Because an
effective clinical experience in geriarrics mey take more
time and creativity to arrange than c'erkships in more
traditional medical services, it is iaportant that deans,
program directors,and faculty all realize its importance and
be willing to support its development. This usually involves
their appreciation of the potential role PA's can play in ‘he
car2 of this major segment ol the population and the uniqgue
skills the care requires. (If some members of the faculty or
administrative hierarchy need t. be convinced, some
suggestions for a rationale to use are found in the following
section in the first step ir the process of implementation.)

2. Reasonable expectation of the interest of students in
selecting & geriatric clerkship, if it is to be cffered as ai
elective. Because of the bias against managerent of chronic
illness in redical education in general, students may need
some enthusiastic role models in the faculty to appreciate
the challenges and rewards that come in the complex care of
elders. Mc-t programs ‘,ave found, howevar, that if a varied
experience is offered, including ambulstory anc long term
care settings with positive, involved providers as
preceptors, a portin:i of each class of stuvdents develops an
interaest in geriatrics.

3. Feasibility of including the four-week clerkship in the
schedule.

4. Willingness of faculty to locate appropriate clinical

settings and to assist the health care providers in
implementing the learning experiences.
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Steps in the Process of Implementation

The following are recommended steps in the process of
implenenting the model geriatric clerkship. Although the steps
are in normal chronological order, in actuality they w.1ll
probably overlap, and their relative timing will vary with the
unique characteristics of each PA .’rogram. Descriptions of each
step are included on the following pages.

1. Obtaining administrative support.

2. Adapting the mecdel clerkship design to the individual
clerkship structure of the PA program.

3. Implem:ntin; pre-clerkship geriatric curriculum.

4. Generating faculty suppor: for the clerkship plans and
obtaining appropriate instituticnal curriculum review.

5. Locating, selecting and negotiating with appropriate training
sites.

6. Selecting clinic preceptors ani providing faculty development
as necessary.

7. Selecting or developing written and audio-visual teachirg
material and evaluation forms to be used in the clerkship.

8. Developing schedule of learning experiences.

9. Recruiting and scheduling individual students into clerkship.
10. Following clerkship students, evaluating tneir progress.

11. Evaluat.ing clerkship, revising as needed.

It she.ld be noted that in cases ‘n which PA programs place
students in clerkship locations considerable djistance from the
program and do not have the staff resources to develop the needed
geriatric training sites and ar.angements for students, it may
require special student initiative to make the arr: gements
themselves. 1In those cases, a faculty member should be appointed
to adapt the steps in the process as needed and give assistance
and support to the s* idents' efforts.
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Description of the Steps in the Process of Implementation

i. Obtaining administrative support.

If key administrators in the PA program or the school need to
be convinced of tiie need for clinical geriatric training, a
strong case can be made for its importance by usinc some ot
the following points.

a. Growth of the Older Patient Population.

Although most people know that "americ  is graying",
precise points that can be made are: older (65+)
Americans have grown from 4% of the population in 1900

to over 12% in 1987 and are expected to comprise 20% or
more by 2030; in actual numbers they are expected to
double in the next 40 years; the fastest growing segment
of the older population, the 85+ group, is expected to be
four times its current size in 50 years, has the largest
number of chronic illnesses, and needs the most intensive
level of care; people 65+ account for a third of the
country's total personal health care expenditures, are
hospitalized twice as often as younger people, stay twic»
as long and use twice as many prescription drugs;
utilization of physician services increases with age, and
the number of physician visits by elders is expected to
increase by 47% by the year 2000.

b. Government Initiatives in Geriatric Training.

The past few years have seen a dramatic increase in the
mandated and optional programs in geriatric training for
PA's, as well as other health care professionals,
sponsored by various federal and state agencies.
Currently, a geriatric component is required for
eligibility for federal support for PA programs, and many
other training initiatives offer supplementary funding
for geriatric curriculum development.

C. Need for Balance in PA Curriculum.

Past emphases in training for care for other patient
groups, such as maternal and child health, now need to be
balanced with training for the growing older population.

d. New Roles for PAs in Geriatrics.

Three articles lisced in the bibliography of PA's in
Geriatrics in Appendix A contain good background
information on the present and futu.e role of PAs in
health care for older adults. They are those by Romeis
et al., Tideiksaa , and Yturri-Byrd and Glazer-Waldman.

-

L on ]
]

83




In addition, the report Physician Assistants: Providing
Gerjatric Care by Schafft and Rolling listed in the
Appendix A contains specific description- of jobs PAs arn
currently filling in geriatric care as well as data from
prior studies of needs for geriatric training. wWith the
recent passage of Medicare legislation allowing
reimbursement for PA's in some settings, even more
opportunities for jobs for graduates in geriatric care
are available. (An abstract of the relevant parts of the
legislation is included in Appendix B.) One method of
sensitizing potential employers to PA's skills, is to
allow clerkship students to demonstrate their usefulness
in settings such as geriatric outpatient care, how~e care,
residential care, nursing homes, and research urits.

*« Unique Approaches Needed for Geriatric Training.

The critical elements of the rationale fcr this argument
are made in Sections 2 through 5 of the Introduction
section of the manual.

Adapting the model clerkship design to :the individual
cle =hip structure of the PA program.

After administrative support for the development ~f the
geriatric clerkship has been received, a faculty nember
should be designated to coordinate the clerkship. 1Ideally,
this should be someone with an educational or clinical
background in geriatrics, but the most important qualities
the coordinator should possess are an enthusiasm about
geriatric care, a positive view of aging, and familiarity
with the program's resources. If the coordinator would like
to develop greater expertise in the field, special faculty
development activities in geriatrics are frequently available
through regional Geriatric Education Centers (GECs) (See
Appendix C for a listing of GECs.) oOther sources might be: a
Center on Aging in a university in the area; Continuing
Medical Education conferences on geriatric topics, especially
those sponsored by the American Geriatrics Society; summer
short cours:s cr workshops offered through gerontology
centers Jr gerontology/geriatric organizctions. Graduates of
the Geriatric Education for PA Faculty (GEPAF) program at
Stanford University (listed in Appendix D) or members of the
Geriatvic Interest Group in the Association of Pa Programs
(APAP) can also be helpful in orienting new members in the
geriatric network to rezources.




The first tasks ot the coordinator in the process of
implementation are to become familiar with the Model and
draft a propesal for ways it could ke adapted %o the
structure and resources of the nrogram. For example, the
length of the clerkship periods and the potential
availability of clinical settings will influence the
feasibility of using the learning experiences in each
Curriculum Unit. 1In programs using the preceptor, as opposed
to the clerkship, structure for clinical training, the
coordinator vwill need to carve out special times, such as
three days a week for six weeks to make the Model fit.

Based on experie .ces in field-testing the Model, it is
stronaly recommended that:

a. N2 less than four weeks be used for the geriatric

s 2 B Wil

Cclerkship; and

b. It not be combined with another clerkship such as
internal medicine or family medicine.

Implementing pre-clerkship geriatric curriculum.

It is recommeded that all students have a minimum of 20 hours
of geriatric instruction before they begin their clerkships,
so that the clinical training can build on a solid
understanding of the important issues in health and illness
among elders. Reading assignments are recommended using
Kane, Ouslander, and Abrass, Essentials of Clinical
Gerjatrics as a textbook. (For a bibliography of geriat:-icz
textbooks and an article evaluating Kane and other possikle
textbooks, see Appendix E.) Another useful resource in
planning a preclinical class in geriatrics is the Geriatric
Currjculm Resource Guide by Yeo et al. developed for the
Geriatric Education for PA Faculty P:roject at Stanford
University. This collection of resources includes a model
geriatric curriculum for PA programs and is available through
the Division of Family and Community Medicine, Stanford
University School of Medicine, Stanford, CA 94305, for S18.
(See Appendix F for order blank.)

It is recommended that the geriatric coordinator =n-,urage
faculty members responsible for other courses in the
curriculum to integrate material about aging wherever

. propriate. The pharmacology curriculum, for example, .ceds
to stress special adaptation of drug regimens for elders. It
is frequently helpful to acquire some good reference material
for faculty me: -ers to use in the integration of topics in
their classes, such as a subscription to The Journal of the
Amerjcan Gerjatric Society or purchase of some of the leading
comprehensive texts listed in Appendix E (see especially,
Cassel ard Walsh).
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1 some cases, it might be appropriate to include all or part
of the readings and seminar sessions in the Model in the

p eclinical rather than the clinical curriculum, especially
if the personnel is not available to lead seminars for
students during their clerkships.

Generating faculty support fo. the clerkship plans and
obtaining appropriate institutional curriculum review.

It is impnrtant to share the plans for the new clerkship with
other faculty members and receive their feedback periodically
durisg the planning phase so that t .eir support can be
maintained. oOther PA faculty to be involved with the
geriatric clerkship should be ilentified so that they can

become familiar with tne clerkzaip model and can be prepared
for roles they will play.

If approval for a new clerkship is required by an
institutional or departmental curriculum committee, the
appropriate review should be initiated well in advance of the
target date of implementation so that any delay in the

committee process would not interfere with plans to begin the
clerkship.

Locating, selectirng and negotiating with appropriate training
sites.

Since the selection of the settings in which the learning
experiences are to occur is the most crucial step in the
process of the Model's implementatiorn it is extremely
important to give adequate attention to this task. The

following are recommernded guidelines for that search and
negotiation process,

a. There should be experiences for the clerkship students
in all of the four major categories of settings: Health
Promotion Resources (unless students have participatea
in screening and health education activities in
comnmunity-based senior centers in their preclinical
geriatric programs); outpatient; Acute Care; and Long
Term Care, in both com.unity and institutinn-based
settings. (See Table on page 82 for possible types
of settings in the four major categories, in addition to
the class.oom for seminar activities.)

b. Locating potential settings can be a challenge for
Clerkship coordinators not familiar with the network of
health care services for older adults, so listed below
are some hints for identifying clinical resources.
Terms identifying types of settings are also defined in
the Glossary at the end of the Manual.
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(1) Notes on Using Veterans Administration (VA) Medical centers

(2)

and Area Health Education Centers (AHECS) .

Reliance on VA facilities for clinical training sites in
geriatrics has been very common because of their rich
resources and history of cooperativeness. One caution
should be expressed in this area, however. Because of the
very small proportion of femal2s among VA patients,
training exclusively with that population does not prepare
a student to work with most non-VA older patient groups who
are predominantly ferale. Programs are advised, then, to
take advantage of VA strengths in clinical geriatric
pPrograms available to them (e.g. Hospital Based Home Care,
Geriatric Evaluation Units), but to supplement those
experiences with more representative clinical sites for the
students, especially in the area of outpatient and nursing
home care. VAs with Geriatric Research Education and
Clinical Centers (GRECCS) can be an especially valuable
resource since they frequently have special educational and
clinical programs in geriatrics for a variety of
disciplines. (See Appendix G for listing of GRECCs) .

Ancther resource that could be helpful to coordinators if
it is available in t..2 region is an Area Health Education
Certer (AHEC) with a special program in geriatrics as an
educational priority for their region, it would be wise to
explore the possiblility of joint training if an AHEC
exists in your area.

Health Promotion Resources.

It is very important or students to be exposed to healthy,
indeprndent elders in the course of their geriatric
training, so that they will resist the tendency to assume
that aging inevitably involves illness. Community-based
multipurpose senior centers are an excellent resource in
which to have students interact with a large number of
active elders and participate in health promotion
activities, such as screening and health education, with
well elders. (It is not recommended that adult day care or
day health centers for frail elders be used for this
purpose.) Senior centers can be located through Senior
Informaticn and Referral (I&R) services, which are required
for every area through the local Area Agency on Aging.
(Telephone books frequently list the I&R service under
"Seniors" in the front of the government services section.)
Meal site or nutrition programs are frequently in senior
centers hut can also be found in churches, lodge halls, or
other non-profit facilities. They are frequently pleased
to have students give a presentatinr on a health promotion
topic since they need educational activities and typically
have little or no budget to provide them.
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SETTINGS FOR LEARNING EXPERIENCES

Key
Sr. Ctr. I. Health Promection Resources

Options: Senior centers
Meal sites
Health screening prograns
Elder Day Care Center
Family support programs

Clin. II. Outpatient Settings

Options: Community geriatric clinics

Clinics in retirement housing

Older patients in Family
Practice, General Medicine,
or Heaich Maintenance
Organization

Geriatric evaluation units

Religious geriatric centers

Hos:s, III. Acute Care Settings
Options: Geriatric ward
Geriatric consult service
Older patierts hospitalized for
surgery or acute episodes
LTC IV. Long Term Care Settings

LTC A Options: Community-Based

Home Health Services
Day health or Day care center
Hospice

LTC B Institution-Based

Hospital Based Home Care
Rehabilitation unit

Continuing Care Retirement Centers
Intermediate Care Facility
Skilled Nursing Farility

Sem. V. Seminar Series: Classroom
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(3)

Since health prc.otion activities are frequently provided
for family caregivers and frail elders through day care
Ccenters and family support pPrograms, they are also included
in this category, but they should be used in addition to,
not lnstead of exposure t.o healthy elders. Ssenior I&R
services can usually be helpful in identifying elder (or
"adult" or "serior") day care or day heaith care centers
and fanily support groups for caregivers. Support groups
can be asscciated with the respite services of a day care
Center or organizations dealing with specific disabilities;
for example, Alzheimer's Disease and Related Disorde.as
(ADRDA) chapters frequently have c~vegiver support groups.

Outpatient Settin-s.

Some communities have primary carc clinics & 2 .ially for
older adults, and some Health Maintenance Organizaticns
(EMOs) or general ambulatory care clinics have special
units or gpecial days designated fo- geriatrics. There are
frequently outpatient clinics that ooerate on certain days
in larger retirement housing facilities (not nursing homes)
nr continuing care rrtirement communities (CCRCs). (CCRCs
provid. multiy « levels w¢ care, usually from independent
living (o skilled nursine care wund may also be called "ljife
care communities" or "continuun-of-car- facilities".) Any
Oi those opt! s would .2 likely %o :nclide clinicians with
expericnce and interests in geriatrics.

If gpecial geriatric outpatient settings cannot be located
tiirough health care networks or Senior I&R, it would be
hecessary to locate a pcimary care physician 'nd;3r *A wh~
is irterested in geriatric medicine and who has a large
numoer of older patients. Some suggestions would be asking
orie or Jgore of the ro) .owing sources for referrals *to
appropriate providers: the courncy medical society or local
chapter of American Academy of Family Practice, local
clinic or hospital administrators, nursirg home
administrators, Cray Panther or American Association of
Fatired Persons chapters, staff members at senior centers
or the “rea Agency on Aging. Ore would want t- confirm the
physician's inter:st and expertise in geriatrics by asking
about membership in the Geriatri-: Society or siwilar
protessional activities. It srould ke no.ed that a
certifving exam for compatency in geriatri:s will be given
for both internists and family phvsicians with geriatric
training and/or experience peginning in 1968; this will
provide a hzlpful guide for locating po :ntial preceptors.

Multidisciplinary Geriatric Evaluation Units (GEUs) are

usually located in a VA or university-affiliated medical
centexr.
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(4)

(5)

Acute Care Settings.

IZ possible, locate a hospital *vith a geriatric consult
service, in-patient GEU, or geriatric ward, since the staff
in those units would probably have more relevant training.

Long Term Care Settings.

Home Health service experiences for PA students can
sonetimes be found with community based hcmecare services
2.9., Visiting Nurses Asscciations), but _f a physician or
PA is not part of the team, the training may be more
observational than experiential. oOne particularly valuable
resource is a Hospital Based Home Care (HBHC) program with
a physician on staff. There are availiable in some VA and
other jeriatrically-orientec hospitals. ’See Apperdix I
for list of VA HBHCs.)

Day Fealth Care Centers (or sometimes Day Hospitals),
comk.ning car~ for very frail elders a+ risk of
institutionali_ation by a multidisciplinary team with
respite for caregivers, are found in an increasing number
of urban areas. Hospice services are important sources of
support to terminally ili elders and their families,
espec:ally those with cancer. Either of these may include a
physician or mid-level practitioner on the staff and can
usu-"ly be located through the Senior I&R service.

If there is an established "Teaching Nursing Hcme"
affiliated with the university that has made a commitment
to training ° :alth care stude.:s, it would be the best
institutionas lony term care setcing. If not, community-
based nursing homes (skilled nursing or intermediate care
facilities) can be cultiva.ed. Large not-for-

profit facilities, or proprietary chains with a commitment
to training have been utilized successfully.

Rehabilitation Units are often affiliated with acute care
hospitals and provide valuable training orportunities
involving multidisciplinary teanms.

A particularly positive experience has been reported by
some programs in CCRCs with multiple levels cf care where
students can see nursing home residents in the context of a
large number of healthier elde s. Although residential
care facilities do not usuvally provide nursing or medical
care for their residents, physicians and mid-level
practitioners are frequently involved in giving physical
examinations for admission. The same l(vel of care may go
by a variety of names, su-zh as "community care" or "board
ana care" or "personal care" und usually involves meals and
some supervision and assis.ince with dressing or bathing.
This type of care is frequently one of the levels of care
given in CCRes.
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C. The final choice of the clinical training sices . pends
on a number of factors, including the receptiveness of
the staff in the site, of course. The following
guidelines are provided to help the coordinator evaluate
potential sites in those cases in wnich there is more
than one choice in the differcat categories of settings.

Chcices should be made kee] ina in mind the traditional
criteria used by PA programs for positive learning
experiences including: adequate space for students;
adequate time for supervision and teaching by ciinical
instructors; positive at-itudes toward teaching;
training and/or € perience in clinical teaching by
clinical instructors; sufficient opportunity for patient
encounte.s; positive attitudes toward patients by
clinicians; well-crganized record-keeping practices; and
ab!lity of the clinical instructor to proviie a
supportive teachir.y relatiounship with the studr .t,
including an ability to communicate with, observe, and
evaluate the student in an effective manner.

In addition to those ~riteria, ideal characteristics for

the clinical sites fo. the Mou.el Geriatiric Clerkship
include:

1. TI» ability to provide clinical role models with
positive (non-ageist) attitudes toward older patients;

2. Clinical practitioners who have geriatric training or,
at the least, considerable geriatric experience;

3. Utilization of a functional approach to geriatric nealth
care;

4. Utilization of multidisciplinary health care for elders,
preferably in a team setting;

5. Sufficient older patients with a majority female and a
variety of ethnic/racial backgrcounds;

6. 1If possible, inclusion of elders as >ar .cirants in
policy-making roles. such as membLers of an Advisory
Board.

These criteria arc “isted on the checklist on the follcwineo page
to help coordinators evaluate potential sites.
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Negotiations with staff members or administrators in
potential training sites may include those in which
nurses are the traditional administrators (e.g. home
health agencies or nursing homes). In those cases there
may be a particular sensitivity to training PAs if they
are viewed as potential competitors. It has been
possible in zome sites, however, to overcome an in:tial
resistance by careful educati.n of the nurses and other
staff members about the role of PA's. In a nursing
home, it is recommended that a preliminary ieeting b=
held wit! the director of nursing, as well as the
medical airector and administrator, to ussure their full
understanding and cooperation with the uce of the si‘-e
for training PA :tudents.

To help orient the staff of potential sitee handouts can
be provided describing the FA program, the clinical
background of prospective students, and ways in which Pa
graduates are being utilized especially in the field of
geriatrics. (See articles _isted in Appendix A for
examples.)

In negotiating with the sta€® of potential sites,
coordinators should be aware of the burden that training
activities may place on potential precepto: * and
clinical supervisors. oOne recom~endation tactic is to
offer a "Quid Pro Quo" to the sites in return for
training activities, such as geriatric reference
raterials or audioviruval equipment the program could buy
for tne site. The program might formally recognize
those who supervise students, or designate the site as
"an Official Clinical Geriatric Site" for the academic
institution. Coatinuing education for the staff by the
stadent or faculty could b.. offered. or tha student
~ould develop a resource lis. or other prodicts needed
by the site.

If other training prograns in your un.versity (e.g.
nursing or medicine) utilire the same sites for
geriatrics that you are developing, training schedules
should v_. coordinated with the site personnel and with
faculty in the other programs to minimize negative
competition or burden for the saites.

When arrangements are finalized t. use a clinical site
for training students in the geriatric clerkship, the
appropri.te written documents should be completed.
Programs hanrndla these agreements in a variety of ways:;
they can be . ormal letters or affiliation ag: - “ments
or formal contracts. They frequently contain : .cific
information on liability coverage for the students who
are seeing patients, which may be different in
institutional training sites and private practice
settings.
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Faculty coordinators who are not familiar with the
process or negotiating the affiliation agreements should
be aware that it can take up to six months in some cases

if several levels of approval or lecal ‘ssue are
involved.

Selecting clinic preceptors and providing faculty devopment
as necessary.

A particularly important part of the site selectior. process
is finding pnysician and/or pa preceptors who are interested
in teaching students, who are familjar with the role and
skills of PAs, and who are knowledgeable about geriatricc.
It 1s important to assess the preceptors' formal medic:..
training in geriatrics as well as their continuing eduvcation
through geriatric conferences, jcurnal reading, and
membership in various geriatric organizations. For
preceptors with a fam:ly medicine or internal medicine
background but no specitic geriatric training, offering them
a copy of Essentials of Clinjcal Gerjatrics by Kane,
Ouslander, and Abrass is helnful. Also sending the geriatric
<l curriculum outline and jcirnal articles which will be
required readiny for students is . non-threatening way to
augment the preceptors’ geriatric kncwledge. The same
process can ke used wich other team members who are being
asked tc supervise training.

One particular problem that arises is in the area of teaching
comprehensive func’ional assessments. Since the concept of a
functionally orienced history ang physical exam is relatively
uni jue to geriatricc. potential preceptors without ceria.ric
training are frequent'y not fami)’iar with the ski’.s and
procedures involved. In those C..es, it ic particularly
important that "staff development" be given to those wh> will
be teaching Unit IT of the Cleriship curriculum. Tha
materials for the seminar on functionally oriented
comprehensive health assessments should be made available to
the potential precaptor early in the planning stage.

Selecting or developing writ+t-n and audio-visual teach: nc
material and evaluation forus to be used in the clerkship.

Although it is not common in some prcgrams to include ceading
assignments or audio-visual materials in a Clerkship, they

are included in the Model for use if it is deeue.

app.;opriate. Especially if students have not acquirrd a good
basic text or reference in geriatrics in their preclirical
training, it is ext.:mely important that they have one
availaple to them in their ¢lerkship. Readings also serve the
functions of supple.entinc tne background of preceptors or
faculty members when they may be new to the field of
geriatrics.
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It is recognized that the logistics of having students view
vid:otapes during a clerkship may be aifficult and may not be
practical. Coordinators who woula like to include the
audiovisual learning experiences in the Model {or others of
their choice) can obtain a guide, Audjovisual Resources for
Gerjatric Educatjon, with information on sources and prices
through the “acifi. Geriatric Education Center at the
Univar-ity of Southern California listed in Appendix C. No
specific title is given for the videotape on functionally
oriented comprehensive health assesment $n Unit II beccuse
ncne could be located that was deemed awpropriate. Plans are
to develop one through the Stanford Ger.atric Education
Center during tae 1987~88 academic year, however, and should
be avajilable by 1989.

Since the geriatric clerkship involves multiple sites and is
usually more complex than other clinical rotations, it is
helpful to have written instructions prepared for students
expiainirg their responsibilities and specific infcrmation for
reporting to each site.

It is wise to plan the type of 2valuation that is o be Lsed
for the clerkship well in advance of scheduling the first
student. Three tools that could be used for evaluatation are
included on the following pages. Tney could be used as
supplements to the programs's standard .saluatior. forms for
clerksbips. The knowledge section should be modified to fit
the individual settings and learning experiences used from
ine Mocel. The three tools are:

a. A post-test designed to measure student progress +oward
cognitive (knowledge) and affective (attitude)
objectives of tha clerkship. Part I includes code,
asatching, and multiple choice questions; Part II is
composed of modified patient management problems. Ppart
III and IV measure attitudes toward zging and
multidisciplinary iteams. Correct answers for Parte I and II
are found in Appendix J.

b. A sample rating form for evalu:ation i clinical
encounters to measure student's progress toward
behavio.al objectives. It can bz used by a faculty site
visitor or for the student's performance in an actual
clinical situation, in a viueotaped encounter or a
role playing situation. Unless absolutely recessary, it
is not recommended that the form be vsad to rate the
student's habitual performance or a global basis afte:
the er. of the clerkship, since that iy = of =valuaticn
is subj~ct to conside_-able bias.
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The form includes rating for skills ir communication,
functional evaluation of ealth status, and patient
management/problem solving. Programs that prefere to use
4 standard site visit form used in all clerkship
evaluations may want to incorperate some of the items
from this form for a focused rating of geriatric skilis.

€. Checklist and rating form for eash of -he learning
experiences to measure degree to which the assignments

were completed and how they were evaluated by the
student.

Any or all of the forms may be useful as a basis of a summary

conference evaluating the geriatric clerkship from the student,
preceptor, and faculty perspective.
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Part

1

A.

1.

Post-Assessment for

Model Geriatric Clerkship for PA Students

Use the following code chart for questions in this
section.

A =1,2,3 are correct
B =1 and 3 are correct
C=2and 4 are « ‘rrect
D = 4 only is currect
E = A1l are correct

True statements about precbycusm include which of the
followirg?

1. The orset of hearing loss is usnmal.y gradual

2. Ppoor speech discrimination, especially in the
presence of b:ckaround noise, is very cnmmon

3. It affects more than' half of individuals over 65 in
the U.S

4. Total J .ufness is rare

{Libcw & Sherman,
Chapt.r 9)

A patient is referred to you with bone conduction
threshclde indicating impaired hearing. He may have:

1. Paget's disease

2., A scarred tympanic membrane
3. Impacted cerumen

4. Presbycusis

(Libow & Sherman,
Chapter 9)
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Important parts of the pasic evaluation for elders who
fall include which of the following:

1. Sitting and standing blood pressure and pulse
2. Test for conductive hearing lcss
3. Romlerg test
4. CT scan
(Kane, et al., Chapter /)

Principles »>f werkirg with clder adults include which
of the following:

1. Intervention in the life of an older person should
always be preceded by a comprehensive assessment
of the patient's functioning, except in
emergencies

2. Multidisciplinary teams of professionals are
recommended in the care of older adults

3. <cCare of older adults requires a new type of
service: case management

4. Older adults are tr-atabl-=
(Pfeiffer article)

Common causes ~f urderreporting of symptoms by elders
inc lude:

1. Ffear
2. Impairment of memory and other cognitive functions

3. Non-specific or atypical presentation of disease,
compared to middle-aged or younger patients

4. Patients' anticipation of illness as a norme. result
of aging

(Kane et.al, page 37)
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6.

8.

9.

Commonly abnormal laboratory parame-ers among elders
include which of the following:

1. Electrolytes
2. Sedimentation rate
3. Liver function tests
4. Albumin
({Kane, et.al, page 47)
IADL's include
1. Shepping
2. Continence
3. Reading
4. Dressing
({Kane, et.al, page 50)
Which statements are true of incontinence?

1. Urinary _ncontinence is more prevalent in males
than females

2. Most patients with wrinary incontinence also have
fecel incontinence

3. A residual urine volume of more than 50 ml indicates urirary
retention

4. Atrophic vaginitis can lead to transient,
reversible urinary incontinence

(Kane, et.al., pp. 123-124)
Health screening or immunizations recommended fo.
elders every two years or less include waich of +e
following:
1. Influenza immunization
2. Blood pressure measurement
3. Test for cccult blood in stool
4. Chest X-ray

(lane, et. al., page 297)
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Which of the following are potentially reveisib? >
causes of dementia:

1. Metabol - disorders
2. Nutritional deficiencies
Tumors
Acute myocardial infarction
(Kane, et al, page 69)
True statements concerning decisions about life-
sustaining therapy for incompetent patients include

which of the following:

1. The decision of a surrogate is considered as binding for the
provider as the decision of a competeit patient

Living wills are used in sowe states for elders to
give directions to providers befure the elders become
incompetent, but these have been found to be vague and
probably unenforceable

Durable powers of attorney cannot, by law, ke used
for health care in mcst states

Resuscitation decisions should be documented on a
patient's chart, and orders not to resuscitate
should be written along with the therapeutic

orders so that their existence and authority are
not misunderstood

(Lynn, Chapter 22,
pp. 227-325)

Women who bene.it most from estrogen treatment to
prevent osteoporosis include women from which of the following
greups?
1. Women without uteruses
2. Black women
Perimenopausal women

Obese women

‘Kane, et.al., page 167)




13. Techniques of management recommended for elders
identified as being in the early stages of dementia
include which of the following:

1. A trial administration of flurazepam to reduce the
risk of night wandering

2. Recommendation to the caregiver >f a regular rrogram of
new experiences and environments to provide ma:imum
intellectual stimulation

3. Prophylactic doses of amitriptyline to reduce the
risk of depression

4. Administration of the Mini-Mental State Examination
at six-month inte:r ils

(Winograd & Jarvik article)

14. Guidelines for building good relationships with older
patients include:

1. Getting to know the patient well using a
comprehensive (or life) histcry

2. Being frank with the patient

3. Including patient as full participant in decisions
avout treatment

4. Recognizing negative prejudice against e.ders
(ageism) and avoiding write-off of patients due to
supposed "senility" or old age
(Butler article)
15. Pecommended interview techniques for older patients include:

1. Including a family member cr friend in the initial
interview to verify inforration

2. Scheduling the irterview in early morning slots to
reduce the fatigue

llil 'lll llll 'll. lll" 'I.' lll. ll.i |ll' 'lll lll. llll llll 'II' "lll

3. Keeping the 'nterview directed to the medical
informaticn needed so as to reduce the patient's
tendency to ramble

4. Touching — this may be important in establishing
meaningful relationships

(Libow & Sherman, page 41)
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16.

17.

Which of the factors below are frequent contributors to

the development of pressure soreg?
1. Friction
2. doisture
3. Shearing forces
4. Malnutrition
{Kane, et. al, page 173)

Which of the following statements is/are true about
serum creatinine?

1. Many elders have normal serum creatinine levels

2. Lean muscle mass and creatinine production both
affect serum creatinine levels

3. Serum creatinine in elders may be normal at a time
when renal function is actually reduced

4., Serum creatinine is a better indicator of renal
function in elders than i.. younger patients

(Kane, et. al.,
pag:s 6, 26)

Antidepressants having a negligible level of sedative
effect in the elderly include:

1. Amitriptylire (Elavil(R))
2. Doxepin (Sinequan(R))

3. Trazodone (Desyrel(R))
4, Desipramine (Norpramin“R))

{Kane, et. al., page 102)
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B.

19.

20.

22.

Far questions in this section, choose the one lest
answer.

The most common reaction of elders to abuse is:
a. anger

b. denial

Cc. reporting to authc -1es

d. reporting to social worker

e. telling a “riend

The leading cause of irreversible blindness in the
elderly is:

a. Cataracts

b. Diabetic rel nopathy

C. 1Ischemic optic atrcphy

d. Senile macular degeneration

Tne most common form of glaucoma in the older
population is:

a. Primary open-angle glaucoma

b. Secondary open-angle glaucoma

c. Primary angle~closure glaucoma
d. Secondary angle-closure glaucoma

The most common functional psychiatric disorder in
elderly people .s:

a. Hypochondriasis
b. Anxiety

>. Depression

d. Paranocia

e. Schizophrenia
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23.

24.
25.
26.

27.

28.

29.
30.
31.
32.

An elder diabetic faces the risk of which of the
following, (not found among vounger diabetics)?

a. Diabetic nephropathy
b. Autonomic neuropathy causing impotence in males
C. Hhyperosmolar nonketotic coma

d. Diabetic ketoacidosis

For the following statements indicate:

If it 1s true of Medicaid

If it is true of Medicare

If it is true of Medicaid and Medicare

If it is trie of neither Medicaid or Medicare

QaQ0oow

It covers a limited number of skilled nursing home days
It covers the cost of prescription drugs
Middle-and-upper income elders are not eli¢ible

State and federal governments both contribute to the
support of the program

Mark letter for best answer in space before description
below:

a. Alzheimer's Disease

b. Pseudodementia
c
d

Delirjum
Mul+i Infarct Disease

Pathology includes neuronal plaques ard
neurofibrillery tangles

Patients experience a stepwise progression of symptoms
Patients commonly complain of cognitive and memory loss
Clouded consciousness is frequent

A history of hypertension is common

(Katz a. ticle)
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Part 11

Based on case cescr:pt.cns, answer tre follcw:ing cquesticns for cases
A, B and C.

A. Mr. T., a /O-y=ar-old former telavision star, ccmes to
yeur office complainirg that, although he has been
athlet:ic ail his life, his body 1s “treating me wrerg."
He has tried to igrore many of his complaints for a long
t:me, but he 1s chronically fat:gued; food doesn't taste
the same and 1s bitter-tasting; his legs and feet feel
nutb @ loc; and he wonders if he 1s getting old.

1. The MCST LIKELY reason for changes in how food tastes
to Mr. T. 1s:

a. Liver disease

t. Diminished sense of zme:il

Cc. Decreased apility to masticCate
d. Mld depression

2. Loss of sensation 1n the lower extremities of the
elderly can be attributed to:

a. land 3 1. Decreased viktratory sense
b. 2 and 4 in the soft tissues of the
c. 1, 2and 3 thighs, legs, and plantar

éd. 4 only surfaces of the toes.

e. All are correct 2. Decreased circulation to

the lover extremities.
3. Denervation and ruscle
atrophy 1n the extremities.
4. Thickening of the stratum
corneum of the skin.

3. The symptoms of chronic fatigue can 1nvolve an
extensive work-up. All of the following are possible
reasons related to normal aging changes EXCEPT:

a. Chronic, mild respiratory acidosis with normal
activity

b. Tissue changes in the central nervous system,
spinal cord, and peripheral nerves

c. Simple "old age"

d. Subclinical, therefore undiagnosed, 1nfections
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4. Your history of Mr. T. should include:

1 ard 3 1. History of zrasenting
i 2 ard 4 complairnts
c. 1, 2, ard 3 2. Ppertinent ROS, particularly
d. 4 only neurclogical
e. All are ccrrect 3. Previous hospital:izat:ons

and outcomes
4. Medication history,
includ:ng allers:es

S. For an adeguate med.cal evaluation of Mr. T. (abcve;,
necessary taselire measurements weuld incluce:

a. land 3 1. EXG and CXR {PA ard lef:
. 2 aé 4 lateral)

c. 1, 2, arc 3 2. Hgp, Hct

d. 4 oniy 3. Fasting gluccse,

e. All are cerrect electrolytes, liver

function tests
4. Clean-catch urinalysis,
serum creatinine

€. when the life history, physical exam, and basel:ne
lab data prove to e negative for Mr. T. (apove), you
then pursue which of the following options for ais
hoiistic health care:

a. Reassure him that his symptoms are part of growing
older and that he'll just have to accept them.

b. Explain to him that although his symptoms are
commen to the normal aging process, ycu'd like to
hear more about hls concerns about growing old.

c. Educate him cn the extensive changes that occur
with aging and ask him to core 1n again 1f he has
any unusual symptoms.

d. Provide him with a list of vitamins ard mirerals
to slow down the aging process.

B. Mr. B 1s a 66-year-old white male who comes to the clin:c
with his wife. Sle called to request an evaluation of
hls progressive memory 1o5s and increasing confusion.

1. with the above information as the chief complaint,
which cf the followng questions would be necessary to

ask:

a. 1and 3 1. List all current proscrip~
k. 2 and 4 tions and over-tie-counter
c. 1, 2, and 3 medications

4i. 4 only . Descr “e your sleep habits

2
e. All are correct 3. Wwhat :s today's day arnd da“~
4. Do you have trouble get-
ting to the bathroom on time
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In gathering Mr. B's history, which of the followirg
needs to be considered:

a. 1 and 3 1. Hig reliakility as a

b. 2 ard 4 historian

c. 1, 2, and 3 2. His use of words, simple
d. 4 only ard complex sentences

e. All are correct 3. His facial gestures, bcdy

movement, and posture 1in
relat:on to his speech
4. His educational background

(Kene, Chapter 4)

Acequate eva.uaticn cf a dementia (Alzheimer's)
patient incluces which of the follow:ing:

a. 1l ard 3 1. IADLs and ADLs

b, 2 ard 4 2. Patient's financial status
c. 1, 2, and 3 3. Quaiity of life for

d. 4 only caregiver

2, All are correct 4. The children's f:nancial

status
(Kane, et. al., Chapter 4)

During the interview, ycu learn that Mr. B. 1S aware
of his memory loss, becomes frustrated ard upset at
times because of 1t, has been writing himself notes
for 1-2 years but this doesn't always help anymore,
and 1s frightened about the possibility of having
Alzheimer's disease. If you were to adcress his
concern following a certain ethical stance, you
would:

a. Include Mr. B in the explanatior. of his diagnosis
and treatment plan

b. Exclude Mr. B from knowledge of his diagnosis and
establish a treatment plan for him to follow

c. Both "a" ard "b" can be justified by a particuiar
ethical position

d. Neither "a" nor "b" is justified by an ethical
stance
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with a diagnosis of Alzheimer's disease, Mrs. B.
chooses to care for her husband at home as long as

possible. To assist her, you would do which of the

€A1 ey mmra
£0L. CwWING L

-+

a. 1 and 3 Advise her to charge her

b. 2 ad 4 mind and consider a SNF as
c. 1,2, and ? soom as Mr. B begins to

d. 4 only require constant supervision
e. All are correc+ 2. Give her the name of thre

locai Alzheimer's Disease
and Related Disorcers
Assoclation chapter

3. Begin instructing her on
incontinent care, arc
crepare her for Mr. B's
death

4. Provicde her with 1deas to
help Mr. B stay
oriented and manage for
hi.aself as much as pos-
sible; keep 1in touch by
phone to monitor Mr. B's
progression

uring the ccurse of Mr. B's disease, Mrs. B will
need: .

a. lard 3 1. Instructior. 1n simple

b. 2 ad 4 nursing care such as skin

c. 1, 2, ard 3 care, suctioning for

d. 4 cnly choking episcdes, etc.

e. All are ccrrect 2. Referrals to respite, and,
if necessary, home health
agencies

3. Someone to listen sympa-
thetically to her
difficulties and to assist
her in making objective
decisions

4. To institutionalize her
nuskand
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7.

With the awareness that hlzheimer's is a progressive
degereration of the cerebrum, preparation for the
patlent's death w1l inclucde:

a.
b.
c.
d.
e.

1 and 3

2 ard 4

1, 2, ard 3

4 only

All are correc:

1.

e
.

Examination of the health
care provider's own
feelings about ceath
Insistence that the family
allow an autopsy
Discussion of the probable
causes of death ard the
family's wishes for use of
extraord:nary life-saving/
life-preserving measures
Assistance with fureral
arrangements




C. Mrs. Andrews, an 87-year-old woman, is brought to your
office by a worried cdaughter. She has been a patient at
the clinic for many vears, but you have not seen her
before. The presenting complaint 1s: "I don't feel
well, I'm tired and don't want to eat.” Her vital signs
are: BP 164/88, P 96, R 24, T 38.6°.

1. wWithout any further information, what data will you
want from her record:

a. land 3 i. Baseline temps

E. 2 ard 4 2. Hvpertensicn history
c. 1, 2, ard 3 3. Previous weignt

d. 4 only 4. Pravicus height

2. Irportant information to gain from her PMH would be:

a. lard 3 1. Medications

b. 2 and 4 2. Family history

c. 1, 2, and 3 3. Hosp:italizations
d. 4 only 4. Childhood diseases
e. All are correct

3. Lab work you would do FIRST tnat would help with th.s
diegnosis would be:

a. land 3 1. Sed rate
b. 2 ard 4 2. CBC

c. 1, 2, and 3 3. LFTs

d. 4 only 4. CUrinalysis

4. Your focused physical exam for this weman (above)
would exclude whicn system at thls Visit:

a. Lungs
b. Heart
C. Abdomen
d. Skin
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Part III

Feelings About Aying

Strongly Strengly
Agree Agree Disagree Disagree
1 2 3 4

For each of the follow:ng phrases place thz nurber from the scale above
that best describes your feelings about growing older sourself.
1. joyful
2. confused
3. worriea
4. unconcerned
5. curious
6. excited
7. interested
8. frightened
9. resigned
10. looking forward to 1t
11. depressed
12. dreading 1t
13. don't want to think about 1t

For the following phrases place the number from the scale above wh>ch bes*
describes your conception of what i1t will feel like when you are old
yourself.

14. powerful

15. tared

16. having many options 1n life
17. unloved

18. sick
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20. wise

21. nselecs

23. content

24. disappoint

25. healthy

26. having few ontions in life
27. afraid of death

28. 1n/olved

29. alone

30. attract:ve

31. dependent

Mark the place on the scale that best describes vour expectation of how
your own aging will compare to the experiences of most people.

1 2 3 4 5
My experi- Somewhat About the Somewhat Much More
ence will more same as more negative
be much positive most regative than most
mcre posi- than most than most
tive than
that of
most older
people

To what age would you like to live?

il6

los

- =




al an o

~
=

PART 1V

Based on the following scales, pleas. indicate the number that best
describes vour careet preferences (what you would like to do) and career
2xpectati~s (vhat you expect that your will do, given the job market,
your t~° training, etc.) for the situacions described below.

Prefere..es3

1 2 3 4 5
I definitely I'm undecided I definitely
do not want or dor't care. do want to
to do this. do this.
Expectations
1 2 3 4 5
I definitely I'm unsure I definitely
do not expect expect to do
to do this. AS.
Career Career
Preference Expectations

Work with Older Patients

Work on an
Interdisciplinary Team
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Rating Form For Evaluation Of Geriatric
Clinical Encounter

Student's namne:

Rater's name/role:

Date of encounter/rating:

On a scale of 1 = excellent to 7 = poor, please rate the following aspects of the
‘satient encour.ter as it was performed by the clerkship student. If there was no
opportunity to observe, please indicate by circling NA. Include any comments below
the appropriate categories.

A. Communications

Excel- No
lent Poor Observa*ion

1. Maintained respectful tone and langiage 1 2 3 4 5 NA
towarl elder.

Lo
£
wn

Communicated i1n an understanding and 1 2
clear manner in view of ~lders’

high probability of hearing and/ -

vision losses. Used compensatory

techniques effectively wher: communicating

with elders with know sensory deficits.

NA

,..
[N ]
w
&~
wn
=

3. Recognized and responded to cultura.ly
diverse needs and communication styles
among elders from various ethnic
backgrounds. Exhibited sensitivity to
cultural variations in health beliefs
and health behaviors among minority
elders.

4. Demonstrated the need for patience in 1 2 3 45 NA
interacting with older aduits in
recognition of slower response times.

5. Exhibited re~neniticn of diversity among 1 2 3 45 NA
elders and se: s.tivity to darzer of ageist
stereotype.

i 2

= 6. Avoided attributing to old age potentially 1 2 3 4 5 NA
treatable disabilities.

to improve physically and/or psycho-
logically.

8. Demonstrated concern for the self-esteem 1 2 3 4 5 NA

’ ' 7. Exhibited belief in the capacity of elders 1 2 3 4 5 NA
' of older adults.

going losses in social roles, and/or

. 9. Exhibited empathy for older adults under- 1 2 3 4 5 NA
sensory and functional abilities.
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Excel- No
lent Poor Observation
10. Demonstrated awareness of and compensation 1 2 3 &4 5 Na
for potential underreporting of symptoms.
11. Listened empathetically to elder's family 1 2 3 4 5 NA
members' concerns.
Comments:
B. Evaluation/Management of Health Status
Excel- No
lent Poor  QObservation
1. Elicited information from elder (.r 1 2 3 45 NA
other informant) on the history ot
common concerns affecting funt tional
status (e.g. incontinence, falls,
depression).
2. Health problem(s) was(were) assessed and
plan was developed reflecting the following:
a. Knowledge of common geriatric pcoblems 1 2 3 45 NA
b. Recognition of interaction of multinle 1 2 3 7% 5 NA
pathologies
c. Possible atypical or nonspecific 1 2 3 4 5 NA
presentation of disease
d. Danger of ialrogenic consequences 1 2 3 45 NA
of treatment
e. Appreciation ot role of family and 1 2 3 4 5 NA
community resources in support of older
adults
f. Appreciation of role of family and 1 2 3 45 NA
community resources in support of
older adults
g. Attention to need for cost containment 1 2 3 4 5 NA

strategies in suggesting management
alternagives
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Included functionally oriented evaluation
of the following: .

a. Hearing and vision

b. Walking/ambulation/mobility

¢. Raige of motion

d. Mental Status

e. Activities of daily living

f. Instrumental activities of daily living
g. Family sociel support

h. Mood or affect

Problem list reflected an understanding of
the importance of the elder's functional
level as opposed to focusing only on
medical diagnoses.

The plan reflected utilization of seri.ces
by other provilers where appropriaste to
maximize the elaer's fimction.

Overall, how would you rate the qualiiy of

th- evaluation of health prasented by the
trainee.

Overall, how would you rate the student's
evaluation in geriatric problem sclving
skills as seen in this encounter

Comments:

Excei-

lent

o

N

Poor Observation

No

PO Y Y Y Y S A

"

NA

g g g

g & & ¥
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Student:

MODEL GERIATRIC CLERKSHIP FPOR PHYSICIAN ASSISTANT STUDENTS

Sample Checklist and Rating Sheet for learning Experiences

Coordinator or Preceptor:

1. Communication

A. Readings

1.

2.

3.

Pfeiffer E: Some Basic
Principles of Workaing With
Older Patiente.

Butler R: The Doctor and
the Aged Patient.

Libow L & Sherman F (eds.):
The Core of Geriatric Medicine

a) Chapter 3, Interviewing and
history taking, pages 38-45

b} (napter 9, Bearing disorders
c) Chapter 10, Visual disorders
Kir S: Ethnic Elders and

American Health Care—
A Physician's Perspective.
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B. Seminar Activities

1. View videotape: "Age-Related Sensory
Loss: An Empathic Approach®.

2. Participate in discussion session on
communications, including cultural
variations and ageism.

3. Act out a similated communication with
an elder who has hearing loss.

1I. Evaluation of Health Status
A. Reading assignments

1. Review: Kane RL, Ouslander J and
Abrass I: Essentials of Clinical
Geriatrics. Chapter 3 and forms in
appendix

2. Libow L, Sherman F: The Core of
Geriatric Medicine. pp 45-54

B. Seminar Session

1. View videotape on functional
assessment.

2. Reviaw forms amd process used in
functionally-oriented evaluation.

C. Perform a complete functionally-oriented
evaluation on ambulatory commmity-
dwelling older patient.

1. Perform histories and physical
examinations and additional
evaluations using functioral
evaluation forms.

2. Order needed laboratury tests
and record results.

3. Develop problem lists based on
the results of lab tests, physical
exam, etc.

4. Present cases to Clinical

instructor and make recommenda-
tions for management plan.
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Compivied Evaluatiun
D. Atterd Multidisciplinary Geriatric
Assesyment (or Evaluation) Unat Team

Meeting, if resource is available.

E. Perform home visit for purpose of
evaluating home environment.

111. Management of Common Health Problems
A. Reading assignments

1. Review: Kane RL, Ouslander J,

Abrass 1: Essentials of Clinice.

Ger:atrics. Chaptess 5-7, 912,

13-14 —— —_—

2. Walshe, T (ec.): Manual of
Clinical Problems in Geriatric
Medicine. Boston, Little Browr,
1985. Chapters 7, 25, 26, 30, 23,
36, 38, 41-43, 67, 68, 71

B. Outpatient Care

Interview elders with spec:fic com
plaints, take focused history, and
perform problem orientec physicai
exams. Use consultation or referral,
as needed, and recommend management
plar to supervisor. Recoré SOAP
notes for each.

2. Order lab tests and/or arrange {or
additional evaluaticns as needec for
suspected common diagnoses.

3, Attend or conduct follow-up patient
encounters for chroruc conditions:

a) Ostecarthritis

b) Rypertension

c) Type 11 diabetes mellitus .HIDDM)

d) Chronic obstructive pulmonary
disease

e} Angina pectoris

f) other (speCify)

1
11

[
.
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C.

Multidisciplinary and Zommuuty SUpports

1. Attend (and participate in as a
mamber, if possible) meeting of
miltidisciplinary team involved in
health care of elders.

2. Develop list of commuuty resources
for health care support for elders.

3. Visit comunuty agency serving
elders.

Make rounds on older hosp:talizeu
patient. Interview patient in hospital
and vasit patient after discharge.

IV. Health Promotion/Disease Prevention

A.

Reading assignments

i. Review: Kane RL, Ouslander ’,
Abrass I: Essentials of Cl:nica:
Gersatrics. pp 293-301

Read quidelines for immunization for

elders and give immunization to an eider,

if appropriate.

Perform routine health screen:nc for an
elder in the followirg areas:

1. Blood pressure, 1n two positions
2. Colorectal cancer

3. Visual acuity and giaucoma

4. Hearing acuity

5. Mental status

6. Cervical/uterine cancer

7. Infections

8. Diabetes

Health Education

1. Llocate written health educatiorn
materiais especially for elders.

Prepare and give a health education
talk to a group of seniors.
{Topic: }

LN
.

Campleted

Evaiuation




3. Give individual health educat:on Completed Eva.ua+ticn
consultation or counseiing to elders.
(Topic: )

Cbserve and :nterview participants
in:

a) exerc.se class for sen:ors
b) meal site program

E. Perform health mainterance for elders
. Removal of cerumen

2. Foot care
3. Other: (specify)

V. Famly and Elder Counseiing
2. Readlng Assignments

1. Review: Kane RL, Ouslander J,
Abrass I: Essentials of Clinica:
Geriatrics. Chapter 4

Silverstone B & Hyman K: You and
Your Aging Parents. Chapters 2, 3,
5, 6, & 7

Mace N & Rabins P: The 36-hour Day:
A Family Guide to Caring for Person:
with Alzheimer's Disease, Related
Dementing Illnesses, and Memory Loss
in later Life. Chapters 2-6, 8, 12,
& 13

winograd C. & Jarvik L: Physicians'
Management of the Demented Patient

Katzman R: Early De*tection of Seni'e
Dementia.

Kosberg, JI: Understanding Elder
Abuse: An Overview for Primary Care
Physicians.

B. Semunar Session
1. View videctape on dementia

2. Discuss family issues 1n care of
elders wath social worker from home
health agency or cother settings where
he/she works with families of elders
(if available)




c.

Completed

Evaluation

Atterd Or conduct session with elder
ard/or family member concerned about
elder's memory problem

Develop specific referral rescurces for:

1. Comprehensive evaluations of
confused patient.

2. Day care for respite for family care-
giver of dementia patient. Wisit
Day Care Cr.nter; interview staff
memper, and family member.

Family support group for fam:ly
with dementia patients. Attend
SUpPPOrt group meetinc.

(@)
.

Elder abuse.

Llong Term Care

Review:

q
-

Kane FL, Ouslander o, Abrass I:
Essentials of Clinical Geriatriacs.
Chapters 8 & 16

From Cassel 7K & Walshe JR (eds.):
Ger:atric Medicine. Voi I11:
FPundamentals of Geriatric Care.

a. Chapter 22: Lynn DJ: Dec:ding about
life-sustaining therapy

b. Chapter 23: Lynn DJ: Care near the
ornd of life

¢. Chapt«r 28: Kayser-Jones JS:
Physicians and the care of nursing
home residents

Go on home visit with a staff memper
in a home health agency.

For potential residential care home
resident, assist with a functionally-
oriented preadmission history and
physical assessment



D.

E.

Observe a physical therapy session with
a patient in prehab)litation unit, day
healtl, care osnter, or nursing home;
assist patient with prescribed activities
at a later time,

In a skilled or immediate-level nursing
unit, complete the following activities:

1. Make rourds with primary care
practitioner or nurse to cbserve
signs of the following conditions.
Discuss and cbserve methods of
prevention.

a) Contracture

b} Pressure sores

¢) Constapation

d) Dehydration

e) Pneumonia

£) Foley Cathetrer complications
g) Owver medication

Z. Assis* with the feeding of a res:“ent
who needs special attention due tc
impairment 1n chewing and/or swallowirnx

3. Observe and assist with at least one
of the following:

a) Debridement of pressure sore
b) Insertion of urinary catheter
¢) Insertion of nasogastric tube

4., Attend at least three of the
following activities:

a) Residents' council meeting

b) Class on current events, Or
reality orientation (or activity
with verbal 1interaction)

c) Exercise program

d) Bowel and bladder tra:ning
session

e) Bathing procedure

f) In-service program for nursing
aides

S. Receive training in transfer
techniques fran nursing staff or
physical therapist and assist with
transfer of patient from bed to
chair and vice-versa.

Completed

Pvaluat zn
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5.

Make rourds on patients and cheerve
routines at least once on each of the
three dajly shifts.

Interview skilled nursing patient
about her life, prior living arrange-
ment, family, length of time in
nursing home, and adjustment to 1t.
Go wath her to her favorite activity
listad on the fac:lity's activaty
schedule.

Perform comprehens:ve functionally-
orientec hustory and physical exam on
nursing home pat:ent. Develop
updated prablem list and recommended
management plan. Prepare appropriate
chart records of findings.

Comieted Evaluation '

Comments on completion or evaluation of any of the learrinc exper:ences.
Please indicate 1tem number Or name, then your cCommen: Or exp.anat.on. Use adi:tora.
pages .:f necessary.




Developing the Schedule of Learning Expe..ences.

elow are listed some of the major recommendations for
rranging the schedule for a student's clerkship activities.

n
o
a

1)

Ideally, one setting should be consid~red the primary
training site or "home base" for each student in
Clerkship. with one preceptor in that setting having
responsibility as the major clerkship supervisor.
However, if that is not possible, having one primary
setting for outpatient and one for long-t2rm experiences
is very highly recummended. 1In any case, either a
faculty member Irom the PA program or a clinician from
the clinical setting should be assigned the
responsibility of coordinating the student's schedule,
including seminars if they are used.

b. The largest blocks of time need to be »ent in outpatient
care and long-term care settings, since those are the
major sources of geriatric health care. No less than
one-third of the student's time should be used in
geriatric outpatient experiences.

c. Exposure of students to relatively healthy, independent
elders in community-based settings should precede the
eéxposure to severely impaired elders in nursing homes,
for the following reasons:

(1) A positive attitude toward elders is an extremely
importznt part of good geriatric care. First
exposing a student training in geriatrics to nursing
home residents has been found to reinfc.ce the
student's negative ageist attitudes toward elders.

(2) dcst older adults are independent and relatively
healthy. Only about 5% reside in nursing homes or
other institutional settings. The "norm" for healthy
aging should be established clearly before exposure
to the small proportion of the frailest and most
dependent elders.

d. Record-Keeping time should be allowed for students during
or after the clinical blocks in relation to written
requirements (e.g., SOAP notes) used for evaluation.

e. Since seminar time is not ¢ traditional part of clinical
training, some programs may choose not to use the semirar
experiences. Scheduling faculty for seminars has been
found to be problematic in some cases. They are included
in the Model especially for programs that have minimal
pre-clinical training in geriatrics. If the seminars are
used, they should be scheduled at rel .tively regular
times (e.g., wezkly) throughout the clerkship.
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SAMPLE SCHEDULE

The sample schedule it presented osn the fcllowing pages for a
four-week Model Geriatric Clerkship, with the knowledge that it
would be very rare if any program could implement it in its
entirety without modification. It is based on the assumption of
a 3%5-hour week. The approximate number of hours for each
activity are geared to the Curriculum Units. A chart of the
setting for four weeks is followed by a more cemplete descripticn

including Learning Experiences from the Cuarriculum Units.

If programs have 5- or 6- week clerkships, the additional number

of hours are proposed as indicated in the optional 5th and 6th
week supplement.

The specific days on which activitics are scheduled will
obviously need to be geared to the schedules of all those
involved from the PA program or from the chosen setting. Wwhen
the clerkship schedule calls for participation in regularly
scheduled everts (e.g. Geriatric Assessment (or Evaluation) Unit
Case Conference, or fitness classes in the senior center) thoce
events need to be scheduled .irst, with the remainder of the
schedule built around them.

This sample schedule is based on the major training site being
the outpatient clinic, with the nursing home being a major focus
for the last two weeks. Neither of the two settings, however,
are ever used for an entire day; this is to reduce burn-out for
the student and to reduce the burden of supervision for the
clinical faculty. This arrangement, however, would obviously be
difficult if the settings were widely separated geograph.cally.
In that case, the schedule would need to be arranged in block

formats to allow entire days at one settinyg, thereby red:cing
transportation time.
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Sample Schedule of Geriatric Clerkship Settings
Day 1 Day 2 Day 3 Day 4 Day 5
AM: Orientation M:  Senjor center AM: Inpatient Rounds | AM: Seminar on AM: Attend
Week Pretest functionally- multidiscipli-
1 Communication oriented health nary geriatric
seminar/readings assessment assessment
mmem e r et e ] . ___team meeting
PM:  Outpatient clinic PM:  Outpatient clinic | PM: Outpatient clinic | PM: Outpatient clinic | PM: Outpatient clinic
Orientation/ o
observation
AM:  Community resources: AM: Senior center AM: Home visit-post AM: Seminar on AM: Attend Alzheimer's
list and visits presentation hospitalized dementiatvideo- family support
Week f e S R patient . { .. tapes, readings | group____ ...
2 PM: Outpatient clinic PM: Outpatient clinic PM: Outpatient clinic | PM: Outpatient clinic | PM: Outpatient clinic
(]
(V%)
(%)
AM:  Visit senfor day AM:  Residential care AM:  SNF rounds AM: Seminar on long- | AM: Rehabilitacion
health care center center/FOHPE term care issues unit observation
Y S (e e e E
3 PM: SNF - orientation/ PM: SNF ruunds/ PM: Home health PM: SN- activities PM: Qutpatient
observation activities agency/:iome clinic/SNF night
visits shift rounds
AM:  Heme health agency AM: Rehabilitation AM: Hospice staff AM: Outpatient clinic | AM- Qutpatient clinic
case conference unit observation meeting SNF
We .ok Outpatient clinic
4 e RN H P
PM: <NF rounds/ PM:  SNF rounds/ PM: SNF PM: Outpatient PM: Final exam
activities activities clinic {post test)




MODEL GERIATRIC CLERKSHIP FOR PHYSICIAN AJLISTANT STUDENTS

PROPOSED SAMPLE SCHEDULE POR FUUR-WZEK CLERKSHIP

" Week 1 Unit Setting* Hours
Day 1
Seminar Session 1 Sem 2.5

Orientation to Clerkship
Pretest (if given)
Communication Skills
video, readings, role-
play, discussion
Discussion of reading
assignments on
communication and
functional assessments

Outpatient Clinic 111 Clar 3.5
Orientation to Practice
Types of patients,
procedures, record-
keeping,
Observation of provider/
patient encounter,
ordering of lab test,
and writing up charts.

Day 2

Visit Senior Center v Sr.Ctr. 3.5
Observe exercise class,
arrange for health
education presentation,
attend meal site,
interview participants.
Record reaction.

Outpatient Clinic 111,1V Clin. 3.5
Observe and/or participate
in problem-oriented
patient encounters
(POPE), observe health
education, and/or observe
family counseliny sessions.

* See Table 1 on page for key for Settings
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Unit

o

ay 3

|

In-patient Services III
Aft.tend rounds on o.der
patients Lospitalized
for surgery trauma, or
acute episodes in chronic
conditions. Interview
hospitalized patients and
family. Visit geriatric wards
and geriatric consult
services.

Out-patient Clinic III
Participate in patient
encounters. Begin
develcping list of
community resources for
health care suppecrt of
elders.

Day 4

Seminar Sessions: Function- 11

ally-oriented Health

Assessment

View video and/or watch

demonstration by clinician
of history-taking and
physical examination of an
elder using a functional
approach. Become familiar
with types of lorms and
screening devices used.
Play out different role
parts, if possible. Discuss
readings on multi-
disciplinary functional
assessment. Discuss reading
assignments on dementia.

Outpatient Clinic II
Observe functionally-
oriented history and
physical exam (FOHPE)
on an older patient
undergoing an initial
evaluation.

136
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Hosp.

Clin.

Sem.

Clin

Hours

3.

5

-




Week 1 Unit Setting Hours
Day S

Attend a Multidisciplinary 2
Geriatric Assessment (or
Evaluation) Unit Teanm
Meeting or Case conference,

if possible.

Outpatient Clinic II,I11, in. 5
See older patients for v
POPEs or FOHPEs for
chronic conditions.
Participate in health
education sessions.
Read immunization guide-
lines for elders.
Recommend and administer
immunization as suggested
in guidelines for disease
prevention.
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Uni<t Setting Hcuors

av
=22

fon

Community Resources

Finalize list of community I1I Sr. Ctr.
resources. Visit two
community agencies serving
elders. In“erview staff and
clients.

W

n

Out-patient Clinic* I1I Clin. 3.

wm

*Note:
During weeks 2, 3 and 4, time in the outpatient geria*ric
clinic will be spent doing the following:

Performing or participating in at least two POrIs, using
consultants or referral as needed, developing manag.nent
plans and writing SOAP notes for each; ordering additional
lab tests or other evaluations as needed.

Conducting or participating in at least two follow-up patien:
encounters for patients with chronic conditions; recordirng
changes in medical or functional parameters; evaluating
medication regimen; and recommending changes in management,
if needed.

Performing at leas: one comprehensive FOHPE for initial
evaluation; orderiny lab tests, developing problem lists;
presenting case to supervisor and nursing staff with
recommendation for management plan.

Giving health education to at least two elders. Giving
immuanizations as needed.

Performing hezlth screening ar.i health maintenance
activities.

Counseling with elders and/or their families on management cf

chronic diseases, referral to community resources, decisicns
about housing or institutionalization.
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Give presentation to Senior

Center group on health
education topic. Record
reaction to experience.

Outpatient Clinac

Day 8
Post hospital home visit

Visit patient seen last
week in hospital at home
(or post acute setting).
Observe problems,
1nterview pati~ent and
caregiver on huspital
and post-hospital
experience. Record
findings and any in-hore
(or rehabilitation)
support needed or being
received.

Outpatient Clinic

Day 3

Seminar Session: Dementia
View videotapes

Discuss reading assignments

and videotapes

Assign :eadings on long-term

care
Outpatient Clinic

Day 10

Family Support Group
Attend meeting of
Alzheimer's Disease and
Related Disorders
AssociAation (ADRDA) or
other family support group
for caregivers of dementia
patients. Reconrd on 1ssues
family discussions and
emotions, as well as
own emotional reactaion.
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UOnit Setting Hour
iv Sr.Ctr. 3.5
1,11, Clin. 3.5
111,1Vv,V
1,111,V 3.5
1,11, Clan. 3.5
111,1Vv,V
\Y% Sem. 3.5
1,171,111, Clan. 3.5



Outpatient Clinac Unit Setting Hcur-

1,1
111,1V,V Clin. 5

Day 11

Day Care/Day Health Care 1,v,vi LTCA 3.5
Center

Vis.t either Senior Day

Care or Day Health Care
Center. Observe services for
family respite, health
education, and chronic care
management, 1f available.
Attend team case conference,
1f possible. Interview a
patient with dementia, and

a family member. Discuss
with one of the staff members
his/her role in :he center.
Record firdings,
observations, and own
emotional reactions.

Nursing Home Vi LTCB 3.5

Attend orientation to services.
Observe the roles of various staff
members, types of patients, and
record keeping procedures.

Observe the nursing care
and 12eding procedures.
Attenc a nursing staff meeting.

Day 12

Residential Care/Cutpatient VI LTCB 3.5
Climic

Visit residential-care (may be
calied community-care, hoard-
and-care or domiciliary) facility.
Observe and record functional
level of residents. 1f possaible,
perform a FOHPE evaluation _for
residential care placement
througn health care provider in
residential care home or
outpatient clinac.

140
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Nursing Home Vi LICB 3.3
Assist with bringing patients
to class or other activity.
Attend and cbserve activity.
Assist with feeding patients
who need assistance.

Day 13

Nursing Home VI LTCR 3.
Make rounds with primary
care provider or Director
of Nursing to observe
major health probl~ms,
their prevention and treat-
ment.

t

Observe bathing procedures.

l Home Health I,vIi L7C 3.5
Accompany staff member from
home health agency on home
l visits. Record health
history, needs of patients
and caregivers and treatment/
l management strategies.

Day 14

Seminar Session: Long-Term Care Vi Semn. 3.5
Discussion Session
Long-Term Care Policy and
Financing
Ethical Decisions in LTZ
Administrative Issues in
Nursing Home
Medicare/Medicaid

Nursing Home VI LTCB 3.5
Observe bowel and/or bladder
training session for elder
residents with incontinence
problem.

Receive training in transfer
techniques from nursing staff
or physical therapist. Assist
with patient transfer.
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Week
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Interview nursing home patient 1.v1 1TCR
about her praor lifestvle,
family, adjustment to nursing
home. Attend activity with hLer.
Record findings and emotional
reaction.

Day 15

Rehakilitation Unit or Program VI LTCA
Attend physical therapy session
with older patient. Cbserve and
record instructions for patient's
therapy.

Outpatient Clinic 1,11, Clain
111,1Vv,V

Nursing Home \"A LTCB
Make rounds with night shift nurse.
Observe "sundowning" cases, and
record nurse's approach to sun-
downing behavior.

Select two patients in need of
updated FOHPE, begin getting
acquainted with their charts.
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l Week

|

Day 16

Home Health Vi LTCA
Attend case conference or team
meeting of home health agency
team. Record reaction to
multidisciplinary team functicn.

Cas
-
“n

Nursing Home 1,v,v1 LTCB 2.5

Note: During week 4, time 1n Nursing Home wili be
spent doing the following activitaies:

Updating FOHPEs, problem lists and management plans for
two residents.

Assisting with prevention and treatment procedures fcr:
complications of immobility (e.g. pressure sores,
contractures), constipation, catheter complications,
dehydration, pneumonia.

Observing and/or assisting with debridement of pressure
sores, insertion of urinary catheter and nasogastric
tubes, i1f possible.

Making rounds with primary care provaider.

Attending Resident's Council Meeting.

Attending or assisting with planning for staff
development program counseling with family members.

Attending staff meetings.




Week 4 Unat Setting Hours
Day 17
Rehabiiitation Unit or Program I,vI LTCA 1

Assist or observe patient from
day 12 session with her therapy
exercises from Physical Therapy
session. Note progress,

Outpetient Clainic 1,11, Clin, 3
I111,1V,V
Nursing Home Vi LTCB 3
Day 18
Attend Hospice Unit staff meeting 1I,V,VI LTCA 3.5

with physician or primary care
provider. Make home visits to
terminally-ill patients with
staff member or volunteer, 1f
possible. Record emotional
reactions.

Nursing Homec 1,v,v1 LTCB 3.5
Day 19

Frepare Final Clerkship reports Sem. 3.5
Nursing Home 1,V,VI LTCB 3.5
Day 20

Outpatient Clinac 1,11 Clin. 5

111,1v,V
Take Final Exam Sem. 2
144
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Activ:tz

A.

RECOMMENDATIONS FOR SUPPLEMENT FOR
FIVE AND S1X WEEK CLERKSHIP

Additional

Hours

5 week

Outpatient Clinac

1. Do additional FOHPEs, lab tests, 7
problem lists, and recommended
management plans.

2. Evaluate home environment and 3
present to primary superviscr.

3. Do additional POPE and follow-up 3
encounters for chronic conditions.

4. Do additional patient education. 2
3. Do health screening. 2
Geriratric Evaluation Unit/Team 3
Attend second team or case conference

(or other multidisciplinary team

case conference).

In-patient setting 3
Make additional rounds on elders
hospitalized for injury, surgery, or

acute episodes of chronic conditions.

Home Health 3

Make additional home visits with
agency staff.

Nursing Home 7
Attend additicnal activaties.
Interview other nursing home
resident{s) in-depth
Attend rounds with primary
care providers.
Bospice 2

Make additional visits to
terminally-111 elders.

TOTAL 35

6 week

14
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10,

11.

Recruiting and scheduling individual students into clerkship.

Although a few PA programs have been able to arrange required
gariatric clerkships for their students, the more common
pattern is to affer the clinical rotation in geriatrics as an
elective. As an elective, one of the major challenges in the
process of implementation is interesting students in
enrolling given the general bias in medical education agains®
chronic illness in favor of the more immediate rewards of
acute care. Some programs have found that enrollment for
elective clerkships rise dramatically when an enthusiastic
faculty member presents geriatric material in preclinical
clasces, emphasizing the interesting challenges and the
important role PA's can play in the care of older adults.
Another strategy that has worked well is to identify students
potentially interested in geriatrics early in their first
year, reinforce them for their interest with special
attention, and encourage them to save room in their clinical
year for the geriatric clerkship. 1In many cases, some type
of special "marketing" is required to interest students
initially, but once a positive experience is completed by ore
or two students the infoimal student rumor network increases
the potential subscribers significantly.

It is strongly recommended that students be scheduled feor the
geriatric clerkship after they have .ompleted some of the
more basic clinical experiences, such as family practice or
internal medicine rotations. Of course, this is difficult to
accomplish for all students when the geriatric clerkship is
very popular or required, since some students will need to be
in the geriatric rotation early in the clinical year. For
those students, some special assistance with pasic clinical
skills before the complexities of geriatric care might be
helpfu..

Fellowing clerkship students and evaluating their progress.

While students are involved in the clerkship, it is helpful
for the coord.nator to stay in close contact so that any
potential problem can be addressed before it becomes a major
impedi-ent to a successful experience. For example,
sometimes schedules need to be adjusted during the rotation
for changes in staff or patient availability in one of the
sites.

Arrangements should be made for administration of tests or
other types ¢f evaluation planned by coordinator.

Evaluating clerkship, revising as needed.
After formal and informal evaluation by students and
preceptors, revisions should be made as indicated to adapt
the Model in a more effective manner for the goals of the
program and the geriatric clerkship.
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APPENDICES

PAs in Geriatric Medicine: An Annota‘ed Ribliography

Abstract of Medicare Legislation Allowing Reimbursemert
for PA Services

List of Geriatric Education Centers (GECs)

Graduates of Geriatric Education for PA Faculty (GEPAF)
Prograrm

Bibliographies of Geriatric Textbocoks, Journals. and
Articles

Order Blank for Ger:iatrrc Curriculum Resource Package

List of Geriatric Research Educational and Clinical
Centers (GRECCs) in VA Medical Centers

List of Area Bealth Education Centers (AHECs)

List of Hospital Based Home Care (HBHC) Programs in VA
Medical Centers
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PAs IN GERIATRIC MEDICINE
AN ANNOTATED BIBLICY:RAPHY
Edited by Donna Tully, PA

Becker, R., The physician assistant in geriatric long-term care, The
Gerontologist, 16:318, 1976.

The Physician Assistant (PA) is a new health-care professional who is
trained to function as a "physician extender." The need for improving
the medical care rendered in geriatric facilities has been documented,
andPAsappeartobeanaturalmsourcetohelpfillthisgap.
Experience with 71 PA students and graduate PAs at the Jewish
Institute for Geriatric Care supports this possibility. The challenge
is for gerontologists and geriatricians to take the initiative and
introduce the PA to their respective institutions where they can stucy
further their role and their effect on patient care as well as on
improved physician involvement in long-term institutions.

Cawley, J.F. and Gclden, A.S.: Nenphysicians in the U.5.: manpower
rolicy in primary care, Joarnal Public Health Policy, 4: 69, 1983.

This jnquiry reviews severa! of the more praminent examples of the
*ilization of nonphyszicians in other countries, touchi g specifically
on their roles ard organizational ra'ationships. Nex:, the policy of
using nerphysicians in the provision »f primary care is considered,
noting the comtias’. between developing and industrialized countries.
Lastly, the adoption of PAs and NPs in the United States is discussed,
focusing on *he current and future roies for taese providers in
primary -ave.

Tawley. J., Ott, J., Deitley, C., The future for physician assistants,
Annals of Internal Medlicine, 28: 993, 1983.

fhysi ian Assistants were intended to be assistants to primary care
physi. ians. Fhysician in private practice have only moderately
responded to tne availability of these professionals. Cutbacks in
numbers of foreign medical graduates entering American schools for
Jradu: .e medical education, concern for overcrowding in some
speci ities, and the economic and clinical capabilities of physician
assistants have lead to new uses of these persons. Physician
assistants are employed in surgery and surgical sub-specialties; in
practice settings in instutions such as medical, pediatric, and
surgic=l house staff; and in geriatric facilities, occupational
sedic e clinics, emergency rooms, and prison health systems.

Fox, J.G. Storms, D.M., New health professionals and older persons,
Journal of Cammunity Hea'h, 5: 254, Summer 1980.
Journal abstract: Because the number of aged persons in the

porulation is increasing and localized maldistributions of health care
manpower perzist, it has been suggested that new health professionals
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of care by new health professions. They found that older persons know
less about and accept less NHP care than do ounger persens, although
they are still mostly accepting of such care. In addition, older
persons are more satisfied with their current care providers. Taken
together, these findings indicate that older persors do not currently

provide a source of expressed demand for NHP services.

Gambert, S.R., Rosenkranz, W.E., Basu, S.N., Jewell, K.E., Winga,
E.R., Role of the physician extender in the long term setting,
Wisconsin Medical Journal, 82:30, September 1983.

Prepared by a Subcommittee of the State Medical Society of Wisconsin's
Camittee on Aging and Extended Care Facilities to answer questions
about quality of care, supervision and reimbursement for PAs in a
long-term care settinc.

Isiadinso, 0., Physician's assistant in geriatric medicine, New York
State Jowrnal cf Medicine, 79: 1069, June 1979.

Journal summary: A PA can be very effective in patient management and
care in a geriatric facility, contributing to quality care by allowing
the physician to see more patients under optimal conditinns and by
relieving the physician of distracting unnecessary minutiae...
Relieved of less pressing problems, the physician can spend more
teaching time with the PA and can also attend local cor.tinmuing medical
ecucation courses, thus upgrading and updating the physician's own

Kane, R., Solomon, D. Beck, J., Keeler, E., Kane, R., The future need

for geriatric manpower in the United States, The Naw England
Journal of Medicine, 202:1327, June 12, 19.>0.

Journal abstract: This paper provides estimates of the needs for
medical geriatric manpower under four different models: contimuation
of the status quo; academic geriatricians only; rrovision of care by
academic and consulta.t geriatricians; and provision of care by
academic, consultant, and primary care geriatric practitioners. Each
option is further analyzed in terms of three levels of delegation to
nonphysician clinicians. The recommendation states "We think that
geriatricians should provide improved cere, including beoth consultant
and primary care, to people aged 75 years and older, and that they
should delegate a moderate a.iount of responsibility to nurse
practitioners, physician assistants, and social workers. On the basis
of these assumptions, and allowing for :n academic role as well, we
estimzte that the United States will require between 7,000 and 10,300
geriatricians by the year 1990; the best intermediate figure is about

Kane, R.L., et al, Geriatrics in the United States: Manpower
Projections and Training Considerations, Rand Corp., 1980.
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This study was designed to provide quantitative estimates of the
geriatric manpower that might be required over the next 50 years in
the United states. This report is intended to be used by
policymakers, educatorsarﬂorthexsinterestedinmetraininga:ﬁ
deployment of geriatric persannel.

Kraak, W., Institutional elderly--more than a success in geriatrics,
Physician Assistant & Health Practitioner, 3:70, Octcber 197¢.

The quality of commmications and relationships established with
geriatric patients is of utmost importance. The PA's ability to spend
more time with a patient and a preventive viewpoint of medicine
potentially makes for a very satisfying Pa/patient interaction.
Psychological, sexual and social needs of the geriatric patient are
briefly discussed.

Lowenthal, G., and Breitenbucher, R., The geriatric nurse
practitioner's value in a nursing home, Geriatrics, 30:87, 1975.

Nursing home patients are underserved by physicians and thus may
penefit from services provided by ancillary medical persomnel. This
study has shown that by identifying medical problems, a geriatric
nurse practitioner can increase the effectiveness of physician caring
for nursing hame patients.

Margolis, E., Changing disease patterns, changing values--problems of
geriatric car® in the U.S.A.: an outsider's view, Medical Care,
17:1119, November 1979.

Journal summary: Changing disease patterns coupled with recent shift
in societal values bring into focus ... the Foblems of geriatric
care, w.th their medical and social aspects. Medicare and Medicaid
were mea—t to respond to the needs of geriatric care. However, there
is almost a general consensus that in spite of being valuable ...
Medicare and Medicaid have failed to generate considerable changes in
the overall care for the elderly. The basic characteristics of the
American Health care system are not conducive to an approach which
ernvisages geriatric care as a camprehensive primary ca.e level, within
a system of health zare, cambining medical with social activities in a
team led by a competent physiciar... An attitude on the part of the
medical profession which concentrates on the medical aspects only ad
neglects the entire complex of problems, substantial and
organizational, assctiated with geriatric care, may lack utility...
However, certain specific difficulties seem to result from the fact
that same camponents of the health care system insist on solvina
problems generated by changing disease patterns and changing societa.
values, with no change in their own st>ucture and their own value
system.

Moore, J., Bobula, J., A conceptual framework fo: teaching geriatrics
in a family medicine residency, Journal of Medical Education,
55:339, April, 1980.

There is an increasing recognition of the need for educational

programs in geriatric medicine, a previocusly neglected area of medical
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educztion. Such trairing is particularly important in family medicine
residencies because primary care physicians have provided the bulk of
health care to the elderly and probably will continue to do so. ‘There
are many advantages to using a campetency-based curriculum model in
develoring such an educational program in geriatric medicine. The
competency-based model clearly states educational objectives and
identifies pertinent irstructional resources ard evaluation methods.
A competency-based curriculum model is described which divides
campetencies under four major goals: understanding principles of
geriatric medicine, obtaining and interpreting data, managing
geriatric patients, and working as a member of a health care team.
Sample abjectives for each goal are described, and experience using
this model in a family medicine residency is reviewed.

Nechasek, J., Carboni, D., The impact of a gerontology curriculum in a
college of health sciences, Jourmal of Allied Health, 9:95, May
1980.

Journal abstract: This article describes the development of a
Terontology curriculum in a college of health sciences and the
interac:ion of gerontological concepts with tr=» health professions
curricula of the college ... The article also provides a series of
examples of how health science disciplines have expanded their
instructional resources by focusing on the application of their
discipline to the aged. This unique setting for a gerontoloqy
curriculum lras allowed a greater diffusion of concepts of aging and
services to the college's health professions curricula.

Olson, J.H., Geriatric medicine: a new horizon for the physician's
assistant, Journal of the American Geriatric Society, 31:23s,
April 1983.

The increase in the geriatric population and the growing medical needs
of this population point to the need for specially trained health care
practitioners to provide care. One PA's experience in a geriatric
setting is described. The PA's duties included clinical evaluations,
therzpeutic and diagnostic procedures and counseling.

Romeis, J., Schey, H.M., Marion, G.S., and Keith, J.F., Jr., Extending
the extenders: compromise for the geriatric specialization -
manpower debate, Journal of the American Geria*rics Society,
33:559, August, 1985.

Journal abstract: This pilot study reports on issues germane to the
geriatric specialization-manpower debate. The study f- -3 chat a
large amount of the functional responsibility rxquired by uvider adults
in an urban clinic setting could be delegated to physician exten?wrs.
Other findings included shorter hospitalizations, increased fee.ings
of well being, and high patient satisfaction with physician extended
care. The implications are that rather than develop a new physician
specialty, more geriatric manpower needs could be met by delegat.ng
responsibility to appropriately trained and supervised physician
extenders.
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Schafft, G., Fasser, C.E. and Cyr, A.B. The Assessment and Improvement
of Knowledge and Skills in Geriatrics for Physician Assistants:
Final Report. Grant #OHDS 90-AT-0094. from AcA, USIHHS. American
Academy of Physician Assistants, 1985.

A survey of the PA educators revealed a five-fold increase in the
mumber of required and elective experiences in geriatrics within PA
programs ketween 1980 and 1985, which appeared related tc federal
funding initiatives for PA training. A survey of PA practitioners
demonstrated a significant level of interaction with a broad spectrum
of problems common to the elderly, and a pattern of perceived needs
for specific topic and skill areas in geriatric training that mirrored
Closely that expressed by PA educators. A review of DHHS supported
geriatric curriculum developrent projects form the basis of behavioral
objectives for new curriculum modules in geriatrics., Health
pramotion, biological aging, psychological aging, sociological aging,
disease processes in the aged health status appraisal, and
pharmacology were content areas icluded in the physiciar assistant
curricula.

Schafft, Gretchen and Rolling, Barbara. Physician Assistants:
Providing Ceriatric cCare. USCHHS, PHS, Health Resources and
Services Administration, HRP - 0907021, January, 1987.

In this case study of the roles PAs fill in geriatric care, 46 Pis and
their supervisors in nine diverse geriatric sites were interviewed.
The most cammon duties and responsibilities reported were performirg
histories and physicals, performing technical/lab procedures,
establishing tentative diagnosis and recommending a treatment plan,
prescribing medications, and providing follow-up. Sixty-one percent
of the PAs said they had no special training in geriatrics and made
recammendations for geriatric topics in corntimuing medical education.

Sorem, K.R., Portnoi, V.A., Decreased rates of polyrharmacy,
hospitali- zation and mortality through geriatric medical team
involvesent in a nursig home, Association of Physician Assistant
Programs. Proceedings of the Paper Presentation Session.
Eleventh Annual Physirian Assistart Conference, St. Louis,
Missouri, pp. 65, May zy-June 2, 1983.

The pilot study was designed to evaluate the incidence of and
influence of polypharmacy on the outcome ¢ mursing hame care and to
study the possibility of modifying the effect of traditional r dical
practice in the mursing home which results in polypharmacy uy the
utilization of a geriatric medical team (geriatrician and geriatric
physician's assistant) in nursing home care.

Tideiksaar, R., Geriatric medicine--tne place for PAs?, Physician
\ssistant & Health Practitioner, 6:67, June 1982.

With the elderly accountirg for an increasing proportion of the
population, and so many of those in need of medical care, geriatric
training for PAs has became a necessity. The question is how-- ard
where-- to fit it into the PA curriculum.
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Tideiksaar, R., The physician's assistant, Annuals of Internail
Medicine, 99:416, September 1983.

The letter responds to an article by Cawley and associates on the
utilization of PAs in geriatrics. The authar makes several points:
1) that the use of PAs may lower medical costs by reducing the
frequency of hospital care, 2) that PA training must include geriatric
curricula and 3) that farther stulies must develop assessment measures
to evaluate the impact of PA services on patient function in geriatric
care settings.

Tideiksaar, R., The role of the phycicien's assistant in gerodontics,
Special Care in Dentistry, 3:110, May-June 1983.

A unique program in geriatric dentistry for physician assistant
students is described. The overall goal is to emable the student to
gain didactic and clinical exposure to oral symptomatology and its
biopsychiosocial consequences to the elderly. This will make it
Possible for the PAs to identify oral needs of the aged and suggest
possible intervention by dental practitioners.

Tideiksaar, k., The role of the physician extenders in the care of the
elderly patients, Geriatric Medicine Annual 1986, edited by
Richard Ham, MD, 1986.

Journal abstract: Dr. Tideiksaar defines the increasing need for
physician extenders (physician assistante and murse practitioners),
their present and potential roles, and the impediments to the’r
wides;read use. He gives practical guidance on sett ng up and
financing physician extende s for the individual practitior.er.

Tideiksaar, R., The PA's role in the nursing home, Physician Assistant
& Health Practitioner, 8:28, November 1984.

Jowrnal abstract: The growing clderly population and the impact of the
DRG based system of payment under Medicare has focused attention on
the future of patient care in nursing homes. The author encourages
further examination of PA itilization which would result in econamic
benefits under the DRG system. Cost savings would stem from early
recognition of a problem. prompt treatment, appropriate referals,
fewer transfers for acute care, closer monitoring of therapeutic
regimens and improved communication.

Tiger, S., PAs in ge '-~tric medicine, Health Practitioner & Health
Assistant, 2:46, September 1978.

The medical challenge of geriatric medicine to health practitioners is
noted. A rotation of PA students through geriatric facilities is
described.

Yturri-Byrd, K., ard Glazer-Waldman, H., The physician assistant and

care of the geriatric patient, Gerontology and Geriatrics
Education, 5(1), 33, Fall 1984.
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Journal abstract: This project was undertaken to investigate the
extent of the interaction between physician assistants (PAs) and the
geriatric population. The cbjectives of the study were to propose
ways to provide better care for older patients, to broaden our
un..2rstanding of “he role of the PA and to delineate possible
geriatric training needs for PAs. A survey instrument including
questions about demographic information, educationa® background,
medical experience, and patient population characteristics was mailed
to a 5% random sample of physician assistants practicing in the United
States. A sixty percent return rate was achieved. Most PAs surveyed
worked in primary car~ settings which care for a large proportion of
geriatric patients. These PAs have had 1little formal classroom
education in geriatrics but most were exposed to the management of
geriatric patients during their clinical training. The primary
implications for the utilization of these results include geriatric
curriculum development in physician assistant training programs and
postgraduate training programs.
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ABSTRACT OF MEDICARE LEGISLATION

ALIOWING REIMBURSEMENT FOR PA SERVICES
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New Medi-Care Legislation for Physician Assistante Reimbursemer<

HR5300, Section 4523

Omnitus Budget Reconciliation Act of 1986 was rassed by Congress Octoter .7,

19€6 and signed by President Reagan, October 21, 1986

The committee bill has authorized coverage of the services of physician
assistants furnished under the supervision of & physician in a hospital,
skilled nursing facility (SNF), intermediate care facility (ICF), or as an
assistant at surgery. Payment would be made on a reasonable charge basis
under Part B of Medicare. Phvsician agsistant services would be reimbursed
stbject to a prevailing charge screen equal to 85% of the prevailing charge
for comparable physician services pertormed by nonspecialists when suckh
servicen are performed in a skilled nursing facility or intermediate care
facility. The prevailing charge screen would be equal to 75% of the
nonspecific physicians prevailing charge level when such services are
performed in a hospital, and 65% of the reasonable charge for a physiciar
when acting as an assistant at surgery. Physician assistants would be
required to accept assignment on all claims. This provision is

effective with services furnished on or after January 1, 1987.
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APPENDIX C

LIST OF GERIATRIC EDUCATION CENTIRS (GECs)
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Fiscal Year 1987

GERIATRIC EDUCATION CENTER GRANTS
Divigion of Associated and Dental llealth ¢Professions
BHPr, HRSA, PHS, DIHS

Budget Period: 10/01/87 - 09/30/88

Program Director/
Center Name Grantee Address/Phone

PHS Reglon 1

University of Connecticut Unfversity of Connecticut Richard W. 3lesdine, M.D.

Gertatric Education Center Farmington, Connecticut Travelers Centar on Aging
University of Connecticut
263 Farmington Avenue
Farmington, CT (060132
(203) 6754 -3959

Harvard Geriatric Educatfion Harvard Medical School Benjamin Liptzin, M.D.
Center Boston, Massachusetts Division on Aging
643 Huntington Avenue
Boston, MA 02115
(617) 7132-1463

PHS Region 11

Western New York State University of Evan Calkins, M.D.
Gerfatri~ "duvcation Center New York at Buffalo State Univ. of NY at Buffalo
Buffalo, New York Beck Hall

3435 Main Street
Buffalo, NY 14214
(716) 831-3176
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Geriatric Education Center
of Universit, -f Puerto Plco

Huntec/Mt. Sinal Gerlatric
Education Center

Gerfatric Jducation Center
of T :nngylvania

Delaware Valley Gerlatric
Education fenter

Gerfstric FEducation Center
at Vizginia Commonwealth
Universi.y

University of Puerto Rico
san Juan, Puerto Rico

Hunte - Coll>ge Jointly with
Resen.:* ¢ .udation of CUNY
New York City, New York

Temple University
Phitadelphia, Pennsylvania

Univerairy of Pennsylvania
Philadcliphia, Pennsyivania

Virginia Commonwealth Un'versity
Richmond, Virginia

Elizabeth Sanchez, Ph.u.

University of Puerto Ric.

Sciences and Graduate School of
Public Health

G.P.0. Box 5067

San Juan, PR 00936

(809) 751-2478, or 6634

Rore "obrof, D.S.W.
Brookdale Ceni_¢ on Aging
of Hunter College, CUNY
425 East *5th Street

New York, NY 10010

(212) 481-5142

Bernice A, Parlak, M.S.W.

Temple University Inatitute
on Aging

University Services Building
Room 206

1601 North Broad Street

Philadelphia, PA 19122

{215) 787-6831

Laurence H. Beck, M.D.
Unive.afty of Pennsylvania
Cenier for the Study of Aging
3906 Spruce ‘eet /HI
Philade_,nic A 19104

(215) 898-3163

Iris A. Parham, Ph.D.
Virginta Commorwealth Univ.
Medical follege of Virgitla
Geronto gy Department

P.0. Box 568 - MC" Station
Richmond, VA 23298-0001
(8r4) 786-1565
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PuS Reglon 1V

Geriatric Education Center
at University of Alabama
at Birmingham

University of North Carolina
Geriatric Fducation Center

Misstiasippl Geriatric
Educacion Center

Ohio Valley/Appalachia Regtonal
Geriatric Fducation Center

University of Florida
Geriatric Fducation Center

Untveratity of Alabama at
Bliimingham
Blirmingham, Alabama

Unfvergity of North Carolina
Chapel Hi)1, North Carolina

Univers.ty of Mississippl
Medical Center
Jackson, Mlississippi

Univergsity of Kentucky
Research Foundation
Lexington, Kentucky

University of Flor'da
Galnesville, Florida

Glenn H. Hughes, Ph.D.
U.A.P., Center for Aging
Medical Towers Building, 731
1717 11th Avenue, S
Birmingham, AL 135205

(205) 934-5619

William G. Weissert, Ph.D.
School of Public Health
144 Kron Building - 514A
UNC-CH

Chapel Hill, NC 27514
(919) 966-5601

Norman C. Nelson, M.D.
Vice Chancellor for Health
Affairs & Dean of School
of Medicine
University of Mississippi
Medical Center
Alumni House, 3rd Floor, Rm. 1321
Jackson, MS 39216-4505
(601) 987-4795

James K. Cooper, M.D.

University of Kentucky

Chandler Medical Center -
Annex ]

Lexington, KY 40536

(606) 233-5156

George Caranosos, M.D.
Department of Medicine
JHMC Box J-277
Unfversity of Florida
Gaines' 11le, FL 32610
(904) 3Y2-3197
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University of South Florida
Gertatric FEducation Center

PHS Reglon V

Western Reserve
Geriatric Education Center

Midwest Geriatric Fducation
Center

Great iakes Cerflatric
Education Center

Michigan Geriatric Fducation
Center

PHS Region VI

Texas Consortium of
Ceriatric Fducation Centers

ERIC

Aruitoxt provided by Eic:

lintversity of South Florida
Tampa, Florida

Cage Western Reserve linlversity
Cleveland, Ohio

Marquette University
M{ lwaukee, Wisconsin

Chicago College of
Osteopathic Medicine
Chicago, 1llinols

Michigan State University
Fast Lansing, Michigan

Baylor College ol Medicine
Houston, Texas
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Fric Pfeiffer, M.D.
Suncoast Gerontology Center
niversity cf South Florida
Medical Center Box 50
112901 N, 30th Street
Tampa, FL 33612

(813) 974-4355

Jerome Kowal, M.D.
Department of Medicline
CWRU School of Medicine
Cleveland, OH 44106
(216) 368-5433

Jesley Ruff, D.D,S.
Marquette University
Scltiool of Dentistry
604 North l6th Street
M{lwaukee, WI 53233
(414) 224-3712

Jerry Rodos, D.O.
Chicago College of

Osteopathic Hedicine
5200 South Ellis Avenue
C' {cago, IL 60615
(312) 947-4393

James 0'Brien, M.D.
Frily Practice

B100 Clinical Center
Michigan State University
East Lansing, MI 48824
(517) 3,3-0770

Robert E. Roush, Ed.D., M.P.H,
Baylor College of Medic!ine

One Baylor Plaza, loom 134-A
Hougton, TX 77030

(713) 199-6470
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South Texas University of Texas Heaith Michele Saunders, D.M.D.
Gerfatric Fducation Center Science Center UTHSC at San Antonio
San Antonio, Texas Department of Dental
Dlagnostic Sclence
71703 Floyd Curl Prive
San Antonio, TX 78284-7919
(512) 691-6961

New Mexico Cerlatric University of New riaxico Mark Stratton, FP..arm.D.

Educat{on Center Albuquerque, New Mexico College of Pharmacy
University of New Mexico
Albuquerque, NM 87131
(5t 277-2461

PHS Reglon VII

Missouri Gerfatric Educationr Curators of the University Richardson K. Nuoack, M.D.
Center of Missouri UMKC School of Medicine
Columbia, Missourl 2411 Holmes, Rm. M5-30)

Kansas City, MO 64108
(8l16) 474-4100

lowa Gerfatric Educa {ion University of lowa fan M. Smith, M.D.

Center Towa City, lowa Department of Internal Med.
University of lowa P -pitals
lowa City, IA 5224.
(319) 356-2727

Crefighton Reglonal Geriatric Creighton University Eugene Parone, M.D.
Education Center School of Medicine Department of Family Practice
Omaha, Nebraska Creighton University School

of Medicine
€01 North 30th Street
Omaha, NE 68131
(402) 250-4175

PHS Regloq_!LlL

Intermountain Cerlatric linfversity of Utah Margaret (nmond, R.N., Ph.D.
Educat{ion Center Salt Lake City, ‘Jtah University of Utah
1:—) i College of Nursing
* 25 South Medical Drive

Salt lLake City, UT 84112
(B01) S81-8198
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Dakota Plaing Geriatric University of North Dakota Clayton E. Jensen, M.D.
Education Center Grank Forks, North Dakota UND School of Medicine
bBepartment of Family Medicine
221 South Fourth Street
Grand Forks, ND 58201
(701) 780-3200

PHS Region IX

Pacific Geriatric University of Southern California R. Bruce Sloane, M.D.

Education Center Los Angeles, California LAC/USC Medical Center
University of Southern Calif.
KAM 300-C

1975 Zonal Avenue
Los Angeles, CA 90033
(213) 224-7994

Stx#nford toriatric Stanford University William Fowkes, h.D.
Eaucation Center Stanford, California Division of Family Medicine
Stanford University School of
Medicine

HRP Bldg., Ste 107
Stanford, CA 94305-5092
(415) 723-7284

Pacific Islands GCerlatric University of Hawali Madeleine Goodman, Ph.D.
Education _enter at Manoa Assistant Vice-President for
Honolulu, Hawall Academic Affelirs

University of Hawall
Bachman Hall 105
Honolu'u, HI 96822
(BOB) 948-B445S

California Gerlatric [ducatinn Regents of the University Johr deck, M.D.
Center of Callifornt» Un{versity of California
L.os Angeles, cCalifornia Department of Medicine

Pivision of Geriatrics
32-144 CHS

1,831 Le Conte Avenue
Los Angeles, CA 90024
(211) B25-B7.55
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PHS Reglor °
Unfversity of Washington Itamar B. Abrass, M.D.

Northwest Gerfatric Fducation
Center Seattle, Washington Institute on Aging

1953 tinfv. Way, N.E., JM
Unfversity of Washington
Seattle, WA 98195
(206) 545-7478
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APPENDIX D

GRADUA.ZS OF GERIATRIC EDUCATIUN FOR

PA FACULTY (GEPAF) PROGRANM




GERIATRIC EDUCATION FOR PHYSTUIAN ASSISTANT FACULT:

GRADUATE ADDRESS LI1ST

PILOT SESSION GRADUATES

GRADUATE

Vick: Scott

5420 Centennial Drive

Durham, North Carclina 27712
{919) 477-9368

Carmel1i1ta Smith

1910 Marvin Avenue

Los Angeles, California 90016
{213 931-9343

Donna Tully
5847 Van Fleet Avernue

Richmond, Califorrn.a 94804
{41%5) ©°7-5720

SESSION 1 GRADUATES

Marc Dicker

15001 E. Pawnee
Wichita, Kansas 67232
{316) 733-4705

Patricia King
10755 Bargman

WORK ADDRESS

Drke Un:ivers:ty PA Prograr
Box CFM 291.

Durham, North Carolina 27712
{919) 684-6134

University of Southerr Caiif.
2025 Zonal Avenue

Los Angeles, Califorria 90033
{213) 224-7101

Stanford University

Frimary Care AssoCiate Frocraw
Health Research & Policy Bidg.
Suite No. 107

Stanford, Cal:fornia 6423¢C
{41 . 725-4486

w

Wichita State Univers.
Physician Assistant Pr
Box #43

College of Health Profesc:-rs
Wichita, Kansas 672(¢&

(316) 689-3011

0O+

ra

Mercy College
8200 West Oute' Draive

Huntington Woods, mMichigan 48770 Detroit, Michigan 48z.%

(313) 398-897¢

Kathryrn <undert

3515 Sou*h Mcunt Baker Blvd.
Seattle, Washington 9£144
(206) 725-4440

Patricia ‘'‘cKelvey

624 12th . renue
Apartment 6

Coralville, Iowa 52241
{319) 351-8235%5

{313) 927-7096/592-6057

MEDEX Nortawest

301 Clifford Apartments
3731 Uraversity Way, NE
Seattle, Washington GfI0:%
{z06) 543-6483

(Formerly at The University of lowd)

Fr.ysicilan Assistant Prograr
2333 Steindler Build:ing
Iowa City, Iowa 52242
{319) 353-5711/356-224"

[
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(Currentiy at Duxe Un.versity)
5420 Cen_.ennial Drive
Durham, North Carol:na 277.2
(919 477-9368

Dean Minton Physician Ass:start Program
209 Shenandoan lJr.ive Bowmar Grav Scnhool of Med:c:ine
Wwinston-Salem, North Carclina 27103 Wake Forest University
(919) 768-4234 1390 Beacnh Street
W.nston-Salem, North Carcl:na 271C:2

{9.9) 748B--4356

Stacy Terrel. Crn.vers:ty of Oklahoma

G620 Hefner V.llage B.vC. Department of Fam:ly Mecd:T:9ne
Cklanoma City, Cklanoma TIl12l& Phvs.~:an Assista.t Divisich
{405) 7T2.-326¢ P.C. Box 269CL

Ok.ahonz C:tv, Oxlahoma 72150
(4085 271-2047

w..l:am Case Physic.ar Ass.stant Procrar
26Zz. Nortn Wes= “ftn F.ace Uriversity 0f UstecratriT MeZlllne
Anxeny, lowa ESCTll a:.¢ Hee.tl Scierces
(2.8, 28¢-1121 220C Grand RARvenue
Des Mci.nes, Iowa SC2.lC
{825, 27.-.6%0
Marw Hughes Cullege ‘Tormer.y at Cuvanoga cCommunity Ccllecs
3gl. Theote Avenue L1000 P.easant Va.iey Rcacd
Parma, Onic &4134 rarma, Ohio 44130
(216, 66.=3434 1226, B4Z~-S362
{Nc .oncer tnere:
virginla Sos.in Emorvy Univers.ity
1359 vVernon North Dr.ve Phys:cian Assistant Procsram
Atlanta, Georg:a 30:1sg Drawer XX
(404, 296-132C t.anta, Georg.a 3C3zc
1404) 727-762%2

Peter Kuemme. Department of PA Educat:ich
7% woodhull Landing Road Scrnoo. of Alliec Hea.tn Prcfessions
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Geriatrics
An Upcated Bibliography

Mark ]. Rosenthal, MD

This s the author's fourth revision of a genatrics hibliog-
raphy  Approyimately one-thnd of the previous references
hatve been rey .ced by more current or more actaicd arti-
cles Becausc the bterature pertment to geratrics has con-
tinued to grow coer more rapadly, ot has been necessary to
omit many mformatioe articles from the bibaographng
Preterence 1~ grven to recent publications almost all of
the references dote from the past four year~ Sonic articles
were selected to highlight current controversies or clungs
nr vicwpemt An occasional wnretereed article s cited to
amphy ceriatric aspects of common discases

Navst of the references deal specifically with an ewder by
patient population, thowgh fewe use a mudtidisciplinaru
approach  Studies of the cldcriv are confounded b
comrtants< of aeing frequent but not wniversal v our soci-

-

I THEORIES OF AGING
A General
1 Schneider EL. Reed JD. Ir Life

extension N Engl ] Med 312
1159, 1985
Pashko LL, Fairman DK,
Schwartz AC Inhibition ot pro-
teinuna development in aging
Sprague-Dawley  rats  an
C}?‘? 6 mice by long-term
trcatment wih dehvdroepian-
drosterone ] Gerontol 41 433,
1986
3 Waindruch R Aging in rodents

fed restricted diets ] Am Gor-

1atr Soc 33 125, 1985

B Endogenous Molecular

1. Van Keuren ML, M 'rnl CR,
Goldman D Proten. \vanations
7ssociated with in vitro aging of
numan fibroblasts and quant-
tative hmuts or, the error catas-
trophe hvpothesi> ] Gerontol
38.645, 1963

o
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E MC 987+ the American Genatrics Society

JARTERN .

ety nacticitv, obestty, alnudrition, avd paichosoor
trauma The articles cted concenr promariiv medn a0 a0
ments ot the elderhy but legal etincal and <ocelog. tep-
1cs are also covered

The refercnces are divaded pito categories T #rst 7]
et deals with some posabic catses of acmy te scoon !
(D watl: phusiolognc dedlime accompanuing agore o
tiard (11w the atupical and nonspecihe Jharac ot
of dines< anony gerninge patients the towrtr Vw2
the cldoriy and soceh, and the wth L) wenth car. oy -
trons Lin remander of the reteronces are citod B pore -
nent mediadl speoadty Wathon cadls creogor et s
arc diinded by discase process Arfades are i bag
~u1"\'mu/n'd by APects 00 those diseases sudis as et
o theapy ] Am Genatr Soc 33 560-386 1987

1o

Harman D Free radical theon
of aging Consequences of mi-
tochondnal aging Apc b a6 19-3
3  FlemnglE, ttrocki £, Latter
G, eta, Age-. e dent changos
in proteans of Drosophila meja-
nogaster Saence 231 11537, 19~
4 Lumphin CK, Jr, McClung TN
Pereira-Snuth OM, ¢t al Exie-
tence of high-abundance anti-
probteratne mRNA'Cin senes-
cent human diplnd tibroblasts
Science 232 393, 1986
cbbesen P No maie-temale dit-
ference in an vitro litespan of shin
fibroblasts from human< and
mice Exp Gerc ] 16323, 19583

(51

C  Exogenous Programmed
1 Fehaic LS, Nelson 17 Cosden
RG et al Restoration of ovu-
laton cvcles by vouag ovanan
gratts in aging mice £-Pntcntm-
tion by long-term ovanectoms

c.
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decrrases witn age ' roc Nati
Acad Sci USA 80.6076, 1983
Blaha GC, Lamperti AA Estra-
diol target neurons in the hv-
thalamic arcuate nucleus and
ateral ventromedial nucleus of
voung aduh. rep od  uvely se-
nescent. and monosodium glu-
tamate-lesioned female golden
hamsters | Gerontol 38.532. 1963
Sapoishv. RM. Krev LC, Mec-
Ewen BS The neuroendocn-
nology ot stress and aging The
glucocorticnd cascade hvpoth-
esis Endocr Rev 7284 1986
Belisie S, Bellabarba D, Lehoux
J-u. etal Ettect ot aging on the
dissuciation hinetics and estra-
diol receptor nuclear in‘erac-
tions 1n mouse uten Correla-
tion with b:olugncal etfects
Endocrinology 118 730. 1986

I WEAR AND TEAR
A Lire Expectancy

1

()

w

~J

Fries JF Aging, natural death
and the compression of morbia-
ity N Engl [ Med 3035130 1980
Schneider EL. Brodv JA Aging,
natural  death, and the
compression ot morbiditv An-
other view N Engt ] Med 309
854. 1983

Gavnlon LA, Gavnlova NS,
Nosov VN Human hte span
stopped increasing Why? Ger-
ontology 29 176, 1983

Hazzard WR. Preventive ger-
ontology Strategies tor healthy
agmg ostgrad Med 74(2) 279,
1983

Katz S. Branch LG. BransonM™1,
et al: Active life expectancy N
Engl ] Med 309 1218, 1983
Koﬁn RR. Cause ot death i verv
oldgeo le ] Am Med Assoc 247
2793, 1982

Miller GH, Gerstein DR The bife
expectar<v of nonsmok ngrien
and women Public Heaith Rep
98.343. 1983

B Sustem Decline

!J

w

Bowles LT, Portnot V.. Kennev
Rl. Wea;‘and teafr Com"( a bi-
ologc changes of aging <. 1at-
ncsg]36(4)'7?s, 1981 gine

Bortz WM II: Disuse and agin

] Am Med Assoc 248.1203, 1982
Wilhams ME: Chinica! implca-
tions of a mg phvsiology Am
] Med 76.1049. 1984

Fulop T, Jr, Worum 1. Csongor
J. et al: Bodv composition in el-
derly people Gerontology 31
150, 1985

Pearson MB Basseyv EJ, Bendall
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M] Muscle strength ana an-
thropometnc indices 'n elderiv
men and women Age Agcing
14 49, 1985

C  Health Mamtcnance
1.
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(¥ 1)

~

Bentante R, Reed D, Brodv |
Biological and social predictors
ot health 1n an aging cohort ]
Chronic Dis 38 385, 1985
Paimore EB, Nowlin |B. Wang
HS Predictors ot tunction
among the vid-old A ten-vear
follow-up ] Gerontoi 4124,
1985
Heller TA, Larson EB LoGerto
IP- Qualitv or ambulatory care
of the clderly An analvsis ot five
conditions ] Am Genatr Soc 32
782. 1984
Tinetti ME. Schmidt A, Baum |
Use ot the ervthrocvte sedimen-
tation rate 1n chronically ill. el
derlv patients with a dechne in
health status Am ] Med 80 544
1986
Wolf-Klein GP Holt T, Sihver-
ston FA, «tal Etficacy of rou-
tine annual studies in the care
of eldcriv patients | Am Geratr
Soc 33325, 1983
Wvlie CM  Contrasts 1 the
health of elderlv men and
women An analvsis ot recent
data for whites in the United
States ] Am Genatr Soc 32070
1984
Regensteiner 1G. Moore LG
Migration ot the elderly trom
high altitudes in Colurago | Am
Med Assoc 253 3124, 1953
Paffenbarger RS. ir. Hude RT,
Wing AL, et al Pnvsical acti-
itv, all-cause mortalitv. and lon-
evity of college a2lumm N Engl
Med 314:6(~, 1986
Branch LG, Jette AM Personal
health practces and mortahity
amonE the elderiv. Am ] Pubiic
Health 7% 1126, 1984

[} GERIATRIC PATIENT

A Falls

1

()

W

M.lison WJW, Green MF Co-
ve:t musci2 inuny 1n aged pa-
tients admutted to hospital tol-
loming falls Age Ageing 14174,
Sabin 0. B fhau
wn TD. Biologc aspects of falls
and mobility mltams in the
elderly. ] Am Genatr Soc 30 51.
1482
Tineth ME, Williams TF. May-
ewski R. Fall nsk index tor el-
derlv patients based on number
of chroruc disabibties Ain ] Med
80.429, 1986
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Stegman MR Falis among el-
derly hyvpertensives—are thev
1atrogeruc? Gerontology 29,25,
1983

Fiesta J- Nursing labihity -the
patent who falls' Orthop Nurs
4:59, 1985

Sudarsky L, Ronthal M. Gait
disorders among elderlv pa-
hents* A survey study of 50 pa-
hents. Arch Neurol 40.740, 1«3
Nickens H Intnnsic factors in
falling among the elderly Arch
Intern Med 145.1089, 1985

B latrogenics
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Etenne PE, Dastoor D, Goldap-
ple E, et al Adverse effects of
medical ana psvchiatnc workup
in six demenied genatnc pa-
t|e8nts. Am ] Psychiatry 138,520,
1981

Reuben DB Learning diagnos-
tic restraint. N Engl | Med 310
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Steel K. latrogenic disease on a
medical senace } Am Genatr Soc
32 H5, 1984

Jahnigen D, Hannon C, Laxson
L. et a' Jatrogenic diswase in
hospitalized elderlv veterans |
Am Genatr Soc 30.387, 1982
Portno: VA, Pawison LG Abuse
of diuretic therapy in nure g
homes ] Chronic Dis 34.363,
1981

Gosnev M, Taliis R Prescrip-
tion of contraindicated and in-
teracting drugs in elderly pa-
tients admitted to hospital
Lancet 1.504, 1984

Platt R, Polk BF. Murdoch b, et
al Mortalitv  associated with
nosocomial ur:narv-tract intec-
ton N\ Engl] Med 307 637, 1982

C  Nonspeciac Presentation
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Hale WE, Stewart RB. Marks RG
Haematoiogical and laboratory
values in an 2mbuiatory elderl\
population An analvsis of the
effects of age. sex and d-ugs
Qge Ageing 12.275, 1983
cFadden JP, Pnce RC, East-
wood HD, et al Raised resp:-
raory rate in elderl. patients
A valuable phvsical sigr Br Med
] 284:626, 198.
Puxty JA, Fox RA, Horan MA
The frequency ot phvsical sigi.s
usually attributed to’ meningeal
imtation in elderly %anents J
Am Genatr Soc 31:590, 1982
Gordon M Failure to thnve in
the elderlv Resident Staff Phy-
sictan 30(1):5PC, 1984
Kapoor W, Snustad D, Peterson
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" et al Svricope in the elderly
Am | Med 80 419, 1986
Kierkegaard A The significance
of patent's age and sex in the
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s1s Acta Chir Scand 146 333
1982
Esposito AL, Gleckn..n RA Fe-
ver of unknown ongin in the
(]e'lyd7erl\ ] Am Genatr 20 498,
&

Brodv EM, Kieban MH Moles
E What oider people do about
their dav-to-dav menta! and
phvsical health svmptoms | Am
&.enatr Soc 31 489, 1983
Wiliams ME. Hadler NM
Sounding Board The illness as
the tocus of genatnc medicine
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LE. eta! Taste and aging ] Ger-
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Although the word “genatrics”
has been in existence for over 70
vears. the speciaity of genatnc
medicine has only been a reality
since the reorganwization of the

Members of the task force at the
time this work was wntten ;nclude
(C.oordinaior Robert L Dickman. MD
M! Sinas Medical Center Kenneth
Brummel-Smith MD. Rancho Los
Amigos Medicai Center G F Bunuing,
MD. Lncoin Family Practice Pro-
grom. Gersld K. Goodenough MD
University of Utah Medical Center
i.vnda McNuity. PhD Lincoin Coop-
eranive Health Educauon Program
Philip Sloane. MD University of
North Caroiina at Chapel Hill. Gregg
warshaw. MD University ot
Cincinnan

Address correspondence 1o Dr
Dickman. Departmen: ot Family
Medicne Mt Sinair Medical Cenier
University Circie (leveland OH
44106

British National Health Service In
1948. The United States medical
establishment has only recently
shown interest in this fieid. with
significant activity developing
since the early part of this decade
Family medicine educators have
certainly buen invoived in the
development of geriatnc core
curricula for many of thetr train-
ing programs and have been
visible both natnonally and locally
in the development of the disci-
pline. Indeed. the conceptual
framework of genamc medicine.
which crosses speciaity lines.
emphasizes health care teams.
pays attention to family issues.
and is highly cousistent with the
family practice movement. As
genatncs grows, family pracnce
residents. #ducators. and attend-
ing physicians need to pay arten-
non to this new disciphne They
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must feel cornfortable both about
their cogriitive ‘data base in the
area and their own skiiis in deal-
ing with elderly panents in a
vanety of clinical setings.

One way of improving ones
knowiedge is to read one or
more textbooks of genatnc medi-
cine. Between 1980 and 1985 over
1000 textbooks were published
using the words ‘genatnc,’ ‘aged.’
“gerontology.’ and ‘aging”’ in
their atles. Indeed. family physi-
cians are bombarded almaost
weeklv with announcements
heralding new publications in
the field.

The Task Force on Geriatnc
Education of the Society of
Teachers of Famuly Medicine com-
piied this review to aid our col-
leagues 1n selecting a few appro-
pnate texts for use In traning
and practice. Obviously. a decision
to reiew but five texts cannot
claim to be comprehensive but.
on the other hand. can aid physi-
cians who have little (ime to sort
through the voiurunous literature.

We sejected books that are
short enough to be read in their
enarety by famulv physicians inter-
ested in the fieid or by all res-
dents 1n a training program. We
have not selected comprehensive
or exhaustive texts, which may
be considered more as resource
books than for complete reading.
Three of the texts have been
wrnitten by phvsicians 1n family
medicine and. therefore, are most
appropnate for reading bv their
colleagues. Three are paperback
and relativeiv inexpensive. As a
summary we have prepared Table
L which prowvides [or easv com-
panson of all five books to assist
readeis in making informed
choices about which books to
purchase.

Fundarmentals of Geriat+ic Ved-
icine, Cape ADT, Coe AM. Rozsman
I. Editors. 483 pp. ‘paperbeck.,
NewYork Raven Press. 1983, $i7.50.

Reviewed by

Kenneth Brummel-Smith, ¥D
Fundamentals of Genatnc Med-

icine s a valuable component ot

the family physicians genmatnc

library While it doesn t provids &

comprehensive review of ali pmb-

Famuiv \feaicine

GFRIATRIC TEXTBCOKS FOR FAMILY PHYSICIANYS A SUMMARY
Cape Reichel Ham Kare _.0Uw
| Presentation ui the maor clinicai conteng <4

dreas peculiar 10 gematnc medicine fails
inconihinence mobilitv probiems drug use

3 : > -

long-1erm™ care etc

2 Usefuiness an a retarernce text 4 3 - z N

J U~efuinuss as an introducrury hook tor med:- 3 3 3 N -
t 3l students

4 Usetulness as an ntroductory book tor tamilv 4 4 4
prachaee residents

3 Useluiness as an introduciory huok 1or prar i " 3 -
N tamuly phvsicians

b Readability ot text taides and figures 3 i 3 4

T Pruvides practical sntormatiun tur chilicians 4 H 1

8 (umpieteness 3 4 " .

1 Justilies cost 3 4 4 .

Rating Cude 1 ®* puar 22 tar J® 2oud 4 % very guud 3 » mxceileng

lems encountered :n the care of
the older person. it does address
some aspects of gematnc care
rirely seen 1n common textbooks
on genatncs. {t 1s a useful book
for pnmary care physicians inter-
ested in providing quahity gematnc
care.

The first section 1s devoted o
fundamentais of gematncs. The
essence of good genatnc care,
according to the authors. s the
“approach ' of the phyvsician.
which emphasizes the whole
person. Next. the biology nf aging

sddressed. Descnptions that
distin ,uish changes due to aging
fom those due to disease are
frequent. This section * much
betier than simiar secions in
other gematnc texts.

The section on diagiosis 1s
weaker. While the chcopters cov-
erng falls arid spine probiems
i e verv goud. cthers sutfer from
superficiality or biased presenta-
tion. In the next section. man-
agzment issues are ~ddressad.
The e are pasic. short. and 10 the
pornt. While some acacem:zians
will find tir m (oo basic the busv
pracntioner or reside... ‘mli find
tt.am haipi | and practical.
Perhans the most dluminating
and teresiing sect,on s the last
— CunTovessies in Geratmc Med-
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icine. Hypertension estrogen
therapy. nutntion. surger and
ethical dilemmas in the eider:
are discussed A pronlem-soiving
approach that emphasizes vaiues
and the abihitv to cope with
uncertainty are emphas zed
Rareilv does one see such '* .ught-
provoking wniting 1n a te x\thook

Family practice educators wil
find the self-assessment quesions
123 multiple-choice quesuons:
and the panent rnanagement prob-
lems 'six;. particulariv heiptul
Thece tools wall aiso be henencial
to phyvsicians studving tor the
boards

Clinical Aspects oi Aging.
Second Edition. Reiche! '\, Eay
tor: 642 pp. Balumore Williams
and Wilkins, 1983, $49 93

Reviewed b’
Garald Zoodenough, MD

A great deai of information has
heen pecked 1.1.0 this quite por-
table vnlume 1in part because o:
the smail pnnt:.. whose ondtinal
purpose was 1o emphasize the
ger:atnc panent ~nd the >pecia!
reeds ot the elder.v \While the
boor can be used as a guick
reference. it s also verv readable
and. as staied in the pretace
assembiec ior the general
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audience.

The book i3 divided 1nto two
secticns. The larger i3t sechon
deais wath clirucal evaiuation.
drug therapv. and chapters that
are specific for differen: or, 1
svsterns. These chapters are com-
prenenamve, up-to-aate. and pruc-
ncal. The chamter on drug pre-
scnoing for the eiderly by Peter
Lamy deserves soecial mennon
for 11s patient-onented adproach.
Rooermt Lindmans chapter on
fluid and eiectroivte baiance
orings a difficuit tooic 1nt0 s arv
focus and ciar.des the ssues in 2
verv concise way.

The second secnon. ~Other
Consideranons. deals wath bio-
lomcal aspects of amny demo-
Zrapmcs. socal 13sues. and atn-
rudes about sexuality and death.
Conspicuousiv apsent 18 2 chapter
gevotea 10 comprenensve func-
nonai assessment. with a discus-
sion of some of the current assess-
ment toois avaiiabie. The book
must be seen as a vaiuabie adar-
uon to the library of busy pracn-
noners. educators. studsnts. ar.c
even policy-makers.

Essennals of Clinucal Geriaomcs.
XK ne AL OQOusiander JG. Abrass
(B, Editors. 369 pp. 'papervack..
New Yorx., vicGraw Hill. 1984,
$19.95.

Reviewed by
Philip Sioane. ¥D

Thus smadl compact book by
three phyvutian.. members of
the UCLA rmsuit.campus dimsion
of genamic medicne. 15 meant to
be used as an introductory text
for remden:s. fellows. or fourth:
vear medical students. 1t 18 Clearty
wntien and full of charts and
tabies. The book is organuzed in
three Sections. SeNATNC A558ss-
maent. diferental diagnosis and
managemaent of common prob-
lems. and gene=ai menagement
strateges. including an approach
10 drug therapv and the use of
long-term care resources. The
book also contains an appendix
of recommended ganamc medical
forms. Many of ths charts and
tabies are quite heipful aithough
some are too icng and detaled.

There 13 10me uNEVeNnNass in
the quality of chaprers. Some.

such as the chapter on (nconn-
nence. are extremeiv weli wninten
and researched Dr. Ousiander
one of the suthors. 15 2 hanonally
recognized authonty in thus area
The chapters on demograpnv.
iarrogenesis. and deveiopng ciin-
ical panent care plans are aiso
partcuariv jllurrunaung Other
chapiers. however. are more
sketchy and theore -al. often
presennng generiline .nd thus
limunng the book s ussfuiness as
a rererence text for clirucians
Lacx of specific therapeunic rec-
ommenai jons s the mMos: ug-
nificant faw of the book wruch
underiines its :mportance as an
introducnon 10 SENAMCS ratner
than a standard reference. It can
be highiv recommended as a
resource for remidents or fellows
1ang a2 gers TIC roration.

Prima v Care Geriacrics.

Ham A. Editor. 3R op. papertacx.
Bositon. wmgnt (PSG Inc... 1983
$39.50. avaiianie from STFM.

RAeviewod by
G.F. Bunring, MD:
Lynda McNuity. PhD

Primarv Care Gematmcs 1s a
large papervack reacning ‘man-
uval' prepared prmaniv bv Dr
Ham. a nanonallv recognized
famuly pnysician snd genatmaan.
The texr i3 designed t0 prowvde
an overview of gemamc 1ssues for
students and remdents and s
mnost useful for these learner
groups. It . unique In that It
smhanzes a case-based learrung
approach. and deais oniv with
muindisciphinary-tvpe probiems
commoniy seen in eidstty peopie.
These include confusion. acc-
dents. geruro-uninarv probiems,
and immobilizanon. While Dr.
Ham is the pnnaipai author of
most chapters. he has eliated
other contributors who are
natuonally recognized authornnes
in some of these aress. The demgn
and organization of chapters and
content matanal are exceilen:
and the case problems are weil
prepared and appropnate for
medical educatnon. The :nstruc-
nonal design 13 sound: esch sec-
non includes obwctve pretests
and postiasts.
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A grest amcunt of matemai s
ifi sall oMnt. maxang the pook
dificuit to read for iong penoas
of nmne. Some case presentanons
are a bt iengthy ana lose thew
IMpact as teacrung toois. One
arvA. UMPOrtant in Tea0NE e1Certy
that 13 not covered s cos! facors
ana the olde: panent s abiirv 10
pav for seraces.

Core of Geriarmc Medicine.

Libow LS, Sherman FT. EZaitors.
341 po.. St Lous. vioso- :980.
S26.95.

Reviewed by
Grogg Warshaw. MD

This Doox was editec c:osern
bv Drs. Libow and Sherman and
inciudes contmbunons drhmaruy
from otner facuity rewatec 0 :ne
Jjewtsh Instrute for (rersatme Care
in New Hvae Parx. Nvew Yorx. The
book has a consusten: ormat .
whnich each chapter oefins watn
ambtucinal. cogrunve. anc swll
obiecnves. and a pretes: At tne
end of each chapter. aner the
references, the authors inciude a
posrtest wath answers In this
way. the book aoes serve as an
excellen: basis for devejoing a
curncuium n gETAMC MmeAicine

The boox s content 1s at a ieve:
most appreciated by meaica:
students. but it couig aiso serve
as an introduction for famiiv
pracuce remdents. Some areas
lack enough depth for remaaents
or pracncing physicians. The
subiects covered are somewna:
spotty: thus. the book 18 not a
comprehensive review Of tenamc
mecicane. 50MMe s8cTONs. however
are excellent. ncluding the chap-
ters on stroke. fractured hup.
amputanon. pressure sores. anc
inconanence. There are also solic
chapters on speech and language
disorders. heanng disorders. w-
sual disorders. and disoraers of
the foot. The book contuns few
photographs or aiagrams. but
there are some parnculany nice
psctures in ths foot and renabil-
ahon chapiers.

in summary. ths 13 3 userul
book for medical studenis on
one-month rotations. SOMme chap-
ters wall be O interest to tamiiv
medicine remdents and tacuity
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Section |

EDUCATIONA'. RESOURCE DIRECTORY
GERIATRIC RESEARCH, EDUCATION AND CLINICAL CENTERS (GRECCs)
OFFICE OF GERIATRICS AND EXTENDED CARE

federal Telepnhone Comaerclal
Address/Oftire Symbol System (£15) Telephone Numbes

AFKANSAS

Geriatric Research, Educatisn

and Clinical Center (182/1&)

John L. McClellan Memorial VA Medical
Center

4300 W. 7th Street

Little Ruck, Ak 72205 735-28113 {501) 661-1202

Ext. 2813

CALIFORNIA

Geriatric Research, bducation
and Clinical Center (182B)
Palu Alto VA Medical Center
3001 Mirarda Avenue

Palo Alto, CA 44304 443-5846 (4'5) 493-5000
3 Ex.. 5846

_ Gerlatric Research, bducat 1on
and Clinical Center (11E)
Sepulveda VA Medical Center
16111 Pluwmer Street

. Sepulveda, CA 91343 96U-9484 (818) 894-2722

Geriatric Research, Fducat 1cn

and Clinical Center (wllG)

West Lcs Angeles (Wadswaxth)
VA Medical Center

wilghire ¢ Sawtelle Blvis. ] q.’

wWest los Angeles, CA 90073 27 194-6105 (213) B24-4301




Section |

EDUCATIONAL RESOURCE DIRECTORY
GERIATRIC RESEARCH, EDUCATION AND CLINICAL CENTERS {GRECCs)
OFFICE OF GERIATRICS AND EXTENDED CARE

y— RO,

t eder ol Telephone Commercial
System (H1%) I stephione Number

Address/Offi<e Symbol

FLURIUA

Geriatric Research, kEducation,
agd Clinical Ceniter {182)

VA Medical Center
Gainesvllltdll 32602 Y47-6011 (904) 3/4-607"

MSSACHUSEITS

Geriatric kesearch, Blucation
and Clinical Center (142B)
Bedford VA Medical Center
Bediord Divisian
. 200 Springs Roao
Beatord, MA 01730 B4u-06 31 {(617) 275-7500
Ext. 631

eriatric Re search, tducati-a

and Clinical Center (11A)

VA Medical Center

1400 Veterans of Foreign Wars par kway
West lbxbug MA 02132 837-5990 {(611) 323-7700
Ext. 5990

MINNESUTA

Gerlatric Reseirch, Eaucation

and Clinical Center (11G) 21 H)

Minneapolis VA Medical Center

S54th St. & 48th Ave., South

Muwicapolis, MN 5541 B4 6113 (6t2) 725-6767
) txt. 6313




Section |

EDUCATIONAL RESOURCE DIRCCTORY
GERIATRIC RESEARCH, EDUCA1TIC N AND CLINICAL CENTERS (GRECCs)
OFFiCE OF GERIATRICS AND EXTENDED CARE

Feder.' Teleph C
Address/Office Symbol esr;gh n e‘:z)sr;m lele;nmmerc'ﬁln‘.ib.f

MISSOUR]

Gerlatric Reseacch, Educat 1on

and Clinical Center (}11GIB)

St. Louis VA Medical Cencer

Jetferson Barracks

St. louis, MO 63125 2716-7205 (314) 894-4659
NOKTH CAROLINA

Geriatric Researcu, Education,

ani Clinical Center (14A)

Durham VA Medical Center

508 Fultun Street

Durham, NC 27705 629-6492 (319) 286-0411

—_—t— Ext. 6492
WASHINGTUN

Gerlatric Research, tducat 1on

and Clinical Center (182B)

Amer ican Lake Division

Mmerican Lake VA Medical Center

Tacoma, WA 98493 396-69 3G (206) S82-8440

Ext. 6930

Geriatric Research, Educat ion

and Clinical Center (18.8) 2[" !

Seattle Divisi'n

Seattle VA Medical Center

4435 Beacon Avenue, South

Seattle, WA 98108 396 - 2308 {206) 762-1010

Ext. 2308
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APPENDIX H:

AREA HEALTH EDUCATION CENTERS {AHECS)

PROJECT DIRECTORS

ARIZONA
®  Angrew W Nachois. MD_ M ™M
Dwector
Angong Ares Mesith Egucawon
Ceren Program
Aural Mesn Ottice
Ursvaresty of Anzons
3131 East Secono Stroet
Tucsun AZ 85718
(0021 626-7948
ARKANSAS
* ChenesCrantorg DO S
AHEC Program Siot 599
Unmerny of ATRansas 107 MeGiCs!
Scences
4307 Wwest Marsham Sireet
Lune Rocx AR 72205
1501} GA?-5200
CAUFORNIA (Slatewide)
Mascomn SM Wetts M D
Provect Owector
Cakeiorme AMEC System
Oftice of e Deen
Scnooi of Meoewne Rour, 224-S
Unmersiy of Castorne
San Francisco CA 94143
14151 476 8332

Clara Jones
Associsie Prowct Dvrector
Cautorme AHEC Sysiem
Sistewce Ofhcs
$110 Enst Chinton Way Soute 118
Fresno CA $3727.20%8
CALIFORNIA
{ Colkgt of Osteopathik Wedicine)
OJ Baves.CO
AMEC Program Drrector
Conege of Oswopsine MeoCing
of e Pacric
Coleae P1azs
Pomona CA 9!785-1889
1714y 18116

COLOMDO
ReniAnn Saaor Pn D
ODwecior SEARCH AMEC Projrem
4200 Eant Nenth Awerwse Box ADDS
Unwermty of Colorsoo
Heaim Scronces Conter
Oerwer CD 80282
(XX3) J94-5885

FLORIDA (SCOM)

SiovenB Zucner. DM OD_MEg
AHEC Program Dwector
Soutrwasem Colege of

O oettac Memche
1750 Normesst W8h Sreet
Norh Maerw Besch P 2162
{3051 949-4000. Ext. 327

FLORIDA (Univeraity of M.ami)
Sermara ) Fogel M D
AMEC Prowc! Dwecor
Urvaresty of M
PO S020100M
Mann FL D101
1J05) 5478547
SEORGIAALABAMA
¢  DermelS Blumenna! M D
AMEC Program Drector
Chasrmans Associate Prolessor
Commurmty Meaione § Famuy Pracics
Morehouss SCMoot Of Medicine
720 wesivew Drve S W
Atlama 54 XD10-1495
1604) 752-1624

KANSAS
AJ Ysrmat PnD
Oirector
Center 1or Smoen! Aftars
4 Egucanonal Deveoprment
Urwverany of Kansas Mecca! Conter
I anc Rambow Boveverd
xansas Cay <S 88103
(91J) 588-4698
KENTUCKY
Acnaro M Swegent Ph D
AMEC Prowc! Director
Assocaie Dasn 107 Acacemic Aflurs
Schoo: of Mecicine
Unsvereny Of Lowsvitle
Lowswile KY 40292
(502, tAt

Mechae! Byrme
Deputy Drrecior
{38/Me BOCIESS SNC 1ENDNONE 83 SDOVE)

MAINE (Tufts)
Monon A Magol! MO
AHEC Prowet Dector
Schoot of Mec Tcme
Tuits Urevarsity
Depsriment of Commuruly Mealth
136 Mernson Awer ¢
BOsION MA N211,
(617} 958-6560
MAINE
(Couogo of Osteopathic Medicine)
Shegy A Wosver Pn D
AMEC Prowe! Derector
Assocsis Cesn of Clncs!  ‘sirs
Cosege of Osmopsive M, <ing
Unwersty of New Enganc
11 réelis Sesch Roac
Bwoetors ME 04008
(207 283-0171, Eat X)?

MARYLAND
Jomes | Mugson M D
AHEC Provect Dwector
Unwverssty of Meryiand AMEC
School of Mediine Room 14021
frarm C Brosper Agsesrch Busiting
653 West Baemore Street
Batwmore MD 21201
(J01) 520-5485

MASSACHUSETTS

Machad £ Huppert M F M

Owocior

Siswwwnoe AMEC Program

Uneverasty of Mg SSCTusets Meacal
Camer

53 Lane Awernse North

Worzeswr MA 01005

(617) 856-2235

Aipn Chuman M P
Agsocisie Owectior
(58 9OCress 81 1EIEONONE 83 SDOVE )
MICHIGAN
*  Mygolinang MD
Prowect Dwecior
Norihesst-North Contrai Micrugan AREL
Coliege of Muman MeoiCine
Micregan Sia1e Unwersty
Saomaw CooDerein: HMOIDUBW. INC.
1000 Moughton Street
Mi 68802
1N 78878
MINNESOTA
Jonn W LaBree MD
AMEC Prowct Dwector
Unversay of Minnesow
A 208 Mevo Busiting
* 0O Box 50"
Menngapows MN $5453
16121 I73-7615
MISSOURI
®  Thomas NchOwas M O
AMEC Prowct Drecior
Western Mrasoun AHEC
Truman Meoca! Cemer/East
Littie Bive #nd Lew 3 Summil Rosc
Karsas City MO 64139
(8161373 4415 Ext &
(8181 373-8210

NEVADA

* CarouneFord MPH
Acting AMEC Promct Dvrecior
Unreranv of Nevaos-Reno
Othce of Rurst Mestth - MS 20
Ree NV 89357
(702) 744841

NEW JERSEY
J8Y A Dvwrwr
Actng AMEC Program Dwecior
Arsanc City Meocal Comer
1923 Pacahc Awerne
Atlgrnc Tity NJ 08401
16091 44 1-509¢

NEW MEXICO
Leonerc M Nepotmno Ph C
Desn Scnoui of Medc e
AMEC Progect Dwector
Unerssty of New Meni0
y1SSeriorg Drme N L
AUt STOUe NM §711
1308) 277- 321

YARm M Wigse. M D

AMEC Deputy Promct Drector

Uneversty 0f New MesCo

Scroot of Moo

Deporvmem of Fomety Commrsty and
Emergency Metcre

2400 Tucher Avernse N €

Asuouerous NM §7131

308) 277-3293
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PROJECT DIRECTORS

NORATH CAROLINA

Eugene S Maver M D
Assocaw Deen

AMEC Program Dwrector
Sox 3. Wing C
Schoot of Meacme 21M
Ureversty of North Ca~oime
Cheoet Fit NC 27514
(919) 986-246!

John Pgvre

Osouty Dwrector
{507 @ 50GrESS 3N (9IEDNONS 88 BDOVE)

NORTH DAKOTA

Tor.A N Johnson M D
Desn

AMEC. Project Director
Schooi of Meacine
Unwersrty of North Denots
Geana Forus. ND 58202
(7G1) TT7-2414

OH'O

Xenneth Rowe Jr M D

AKEC Program Onrector

Actung Dean Coliege 0! Metine
Unwersity of Cincnvnat

221 Bethesaa Avenus

Cincnnau OH 45287-0555

{$13) 872-73N

OKLAKOMA

Prcharg Wansiey Ph O

AHEC Prosect Director

Oxshoms Coimge of Osteopathue
Meoane ang Surgery

1111 west 17th Sireet

Tuisa. OK 74107

(910! 582-2724

PENNSYLVANIA (PRisburgh)

George M, Bermrer, Jr,, M.D.
Dean

Schooi of Medicine #
University of Prttsburgh

M-240 Scaife Hall

pittsburan, PA 15261

(412) 648-8975

SOUTH CAROLINA

Menry W Koptng. Jr . MBA.
Agrmenaswgior

Sourh Caroung AHEC

Methca! Urwvermty of South Carokna
171 Ashigy Averue

Chenes.on, SC 29425

(333) 7924431

SOUTH DAKOTA
L ]

Asustant 7 ..n for Support Sarvices
AMEC Program Director

Ares Heanh Eoucanon Center Program
Schooi of Medeine

Tirve Unwersty of South Dancts
Vermuihon SO 57069

(605) 677 @

"ENNESSEE

Eowne EH Hemoy, MA
Carecror

Ar,:C Program of Tennessee

c°0 visharry Mecicai Cotege
5¢r: ot of Megr.ine

1005 0 8 Tood Jr Soutevard. Box 7 1A
Nasrwile TN 37208

(613) 3276804

TEXAS (South)

A Yvonne Russeit MD Pn D
ASmsiant Vice Presoent tor
Commumty Attairs ang
Pro/essor of Pecnstines
The Unre uity Of Toxas Medical Branch
Sunte 528 Aamxrwstration Buiding
Gawveston TX 77550
(409) 7,1 4780

TEXAS (West)

iasns Eiena A Fiood

AMEC Program Director

Schooi of Meacine

Texar ~ech Unmversity
Hesith Sciences Center

€l Paso Regrona! ACacemc Heaith
Center

4800 Alperta Avenue

El Paso TX 7990%

(915} 833-200 7Txt 400

WRGINIA
Coward G Messed Jr_ MO
AMEC Prosect Dwecior
Sastern Virgin ) Medcai SChool
PO 8ox 1980
Nortol. VA 22501
(808) 448-38T2

\VASHINGTON (WA, AK, MT, 1D)
Theooors J Phidig. M D
acsng Desn SCNooI of Medatane
Uthce of the Deen SC-84
Unwermty of Washingion
A~300 Heaith Scrences Buscng
Ses"lie WA §8195
(208) 543-1518

*  Weyne W Mvers. M D
Direcror WAMI
Associsis Deen for Regrana) Altgirs
Schoot of Meging. SC-64
Unwermty of
Seaftie WA 98195
{208) 545-2481

®  Daw Johnson MO
Al £C Director
AMEC Program Offtice
Schoot of Meocme
Unrversity of Washngton

Hesith Scrences Buiding, E-X07 5764

Seaftie WA 98195
{208) 543-8020

WEST VIRGINIA
Wikam O McMllan Jr_ M D
AMEC Provect Dwector and
ASS0CIA I8 Vice Preucoent (O¢

esith SCrences

Medical Conter-Chaneston Dinsson
3110 MacCornie Averwss. S E
C sriesion WV 25384
(304) 347-1206

-l I =l
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Hospital Based Home Care Program Coordinators

Ms. Carol Owens (11C1)
Hospital Based Home Care
VA Medical Center
Albany, NY 12208

(8) 563~-9311 X208

Ms. Juanita Gibpbner (118F)
Hospital Based Home Care
VA Mecdical Center
Albuguercgue, NM B7.08

{B) 572-9541 X2339

Ms. Joyce Lawrence (118)
Hosp.ta. Based Home Care
VA Medical Center

Allen Park, MI {7710

(8) 378-8387

Dr. Joseph Rowe (170C)
Hosp.tal Based Home Ceare
VA Medicai Center
Atlanta, GA 30023

(8) 243-1537
Ms. Mar.lyrn Wagster (l1CH!
Hospital Based Home Care

VA Medical Center
Baltimere, MD 21218
(8) ©@22-3815

Ms. Cynthia Vitter:s (l111lH)
Hospital Based Home Care
VA Medical Center

Bay Pines, FL 33504

Dr. Veronica Scott (111B)
Hospital Based Home Care
VA [fedical Center
Birmingham, AL 35233

(8) 534-6B842

Ms. Paula Naylor (11C)
Hospital Based Eome Care
VA Medical Center
Boston, MA 02130

(8) B839-0980 X3980, 23979

9.

[ QY]
.

[

16.

Mr. John A. Sperandc (1Z2E)
Hospital Based Home Care
VA Med:cal Center
Brooklyn, NY 112C¢

(B) 265-6459/60

Mr. Daniel Kovacnh ({(I11B)
Hospital Basel Hcme Care
VA Medical Center

Buffalo, NY 142.%

(8, 432-2608

Ms. Carolyn Lowery (I1H)
Hospital Based Home Care
VA Mecical Center wWes:ts:.de
Chicago, 11 60612

(8) 388-3592

Mg, Carolyn Hostetler (Ll8W:
Hosr.ta. Based Home Care

VA Mecical Center
Cleveland, OB 44Cl¢t

(8) 294-7402

Mr. Roger Langlancd (181)
Hosp:tal Based Home Care
VA Mec:ical Center
Columcia, MO 65200

(8) 276=-6780

Dr. Josepn W. McKeever (111Nl
Hospital Based Home Care

VA Medical Center

Dallas, TX 75216

Ms. Karen Sims (11B)
Hospita. Based Home Care
V7’ Med:.cal Center

henver CO 8022¢C

15) 322=-2981

Mr. Robert Hunt (122A)
Hospital Based Home Care
VA Mecdical Center
Durham, NC 27705

(8) 629-6628




17.

18.

19.

20.

22.

23.

24.

Ms. Maddalena Fonteain
Hospital Based Home Care
VA Medical Center

East Orange, NJ 07018

{8) 342-1575

Ms. June Mrazek (118G)
Hospital Based Home Care
VA Medical Center
Gainesville, FL 36202
(8) 947-6005%

Ms. Jill Adelman (118H)
Hospital Based Home Care
VA Medical Center
Hines, IL 60141

(E) 387-3242, 3240, 3241
Ms. Gloria Quintanilla
Hospital Becsed Home Care
VA Medical Center
Houston, 17X 77211

{8) 527-5162

Ms. Carcl Alfs (118)
Hospital Based Lome Care
VA Medical Center
Indiranapolis, IN 46202
(8) 332-2131

Ms. Marcia Emmons (111G)
Hospital Based Home Care
VA Medical Center

Iowa City, IA 52240

(8) B8633-6409

Ms. Jane Gockel (11C1l)
Hospital Based Home Care
VA Medical Center

Kansas City, MO 64128

Ms. Phyllis Combs (11G)
Hospital Based Home Care
VA Medical Center
Lexington, KY 40511

(6) 352-3644
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26.

27.

28,

Ms. Judith Karklins
Hospital Based Home Care
VA Medical Center

Little Rock, AR 72205
(8) 742-2500

Mr. Homer Thayer (J).22)
Hospital Based Home Care
VA Medical Center

Loma Linda, CA 922357

{8) 785-2281

Ms. Phyll:is Woodruis
Hospital Based Home Care
VA Med.cal Center

Long Beacn, CA 308z:

{8) 966-5470

Ms. Theresa Drinka
Hospital Based Home Care
VA Medical Center
Madison, WI 53705

{8) 364-1446

[~ ~a
PO e

Mr. Charles Turner
Hospital Based Home Care
VA Medical Center
Memphis, TN 38104
{8) 222=5110 X7342

Ms. Marlene Barkley (1lR)
Hospital Basecd Home Care
VA Medical Center

Miami, FL 32125

(8) 350=-3111 X3032

Ms. Ruthann Swansor (11F)
Hospital Based Ho™< (Care
VA Mecical Center
Minneapolils, MN 55417

Mr. Paul Rogers (181)
Hospital Based Home Care
VA Medical Center

New Orleans, LA 70146
{8) 682-5287

f11C1)

(118)

{111GE)

'l SN T N A Gn W I N B WS R A PE Em ..




32

34.

35.

3¢€.

39.

40.

Me . Ann Feder

Hespit
V* Medical Cen‘er
New York, NY 10010
{(8) 660-96€2/9396

{1141}
V- aeey

Ms. Carolyn Wunder ({

al Based Home Care

111)

Hospital Base? Home Care

VA Medical Center
Northport, NY 11768
(8) 663-2220

Ms. Meryi Rappaport
Hospital Based Home
VA Medicai CTenter
Palo Alto, CA 94304
{B) 449-2986

Ms. Lyd:a Shipley ‘1
Hospital Based Home
VA Medical Center
Phrladelphia, PA 191
{E) 481~635¢€

Ms. F.:zabeth florek
Hcsr:ta. Basecd Home
V& Med.cail Center
Pittsburgh, PA 18240
(8, 726~338B8

vacant {(11Cl1-P)
Hosp:tal Based Home
v Mecdical Center
Pertlanc, OR 87.°07
(8) 424=~2127

Mr. william Marlowe
Hospitael Based Home
VA Medical Center
Richmoncé, VA 23249
(B) 982-1381,1828%

Ms. Rebecca Burrage
Hospital Based Home
VA Medical Center
Salt Lake City, UT 8
(B) 588~-156 X181t

17E)
Care

C4

11Cy
Care

Care

(1B1A}
‘are

) -
b

{1217}
Care
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44,

45.

47.

48.

Ms | Mary Fagan (118D-37C)
Hosp:t Based Home Care
va Med:ca’ Center

St. Louis, MO 63100

{8) 276-4100 X525

Mr., Manual de la Garza (1E1E)
Hospital Based Home Care

va Mecd.czl Center

San Antcalo, TX 78234

(8) 738-3152

Ms. Nancy Hillyard (118}
Hospital Based Home Care
VA Medical Center

Sar Diego, CA 92161

(B) B8$7-3551/3948

Ms. Sharon Koski (11C1l(;
Hospital Based Home Care
VA Medical] Center

Sar Francisco, CA 89412:
(B) 470-2765

Ms. Sarah Etchinson (l.§&,
Hospital Based Home Care
VA Medical Center
Seattle, WA 98108

(8) 396-"173

G

Ms. Ofelia Granacililec (11
Hospital Based Home Care
Vi Mecdiczal Center

Tampa, FL 33612

(8) B2E-6602

Ms. Judy Arnoléd (111H:
Hospital Based Home Care
VA Medical Center
Tucz»on, AZ 85723

(B} 74.-B426

Ms. Maureen Lobb (l&A:
Hospital Based Home Care
VA Mecical Center
Washington, DC 20422

(B} 745-8426

Dr. John wasson (11B)

Hospital Based Medica.: Care

VA Medical Center

White River Junction, VT 050(C°C
(8) B34-1544
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ANSWERS TO POST-ASSESSMENT TEST
FOR MODEL GERIATRIC CLERKSHIP FOR PA STUDENTS
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Part I.

A. Code Questiouns
1. E 10.
2. D 11.
3. B 12.
4. E 13.
5. E 14.
6. (o 15.
7. B 16.
8. (o 17.
9. A 18.

B. Best Answer
l19. B 22.
20. D 23.
21. A

C. Matching
24. B 26.
25. A 27.

D. Matching
28. A 31.
29. D 32.
30. B

Part II

A. Case Histories
1. B 4.
2. (o 5.
3 (o 6

B.
1. E 5.
2. E 6.
3. A 7.
4. (o

C.
1. (o 3.
2. E 4.

Answers to Post-Assessment Tests
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GLOSSARY

Activities of Daily Living (ADL's): basic self-care tasks which
include feeding, continence, transferring, dressing, bathing and
toileting.

Adult day health care: an nrganized day program of therapeutic,
social and health activities and services, provided to elderly
perscus ovr others with physical or mental impairments for the
purpose of restoring or maintaining optimal capacity for self-
care.

Adult social day care: programs which provide social inter-
action and support services to elderly persons and functionally-
impaired adults who can benefit from day care but do not require
the full range of services available in adult day health care.

Ageism: prejudice toward and discrimination against people
because of age.

Case management: a coordination of administrative services
linking the client and the providers of long-term care. Often
case management programs provide client assessment, service plan
development and follow-up monitoring.

Continuing care retirement communities (CCRCs): senior
rasidences that provide multiple levels of care ranging from
independent living to skilled nursing care. CCKCs may also be
called "life care communities" or "continuum-of-care facilities".

Home health care: health services provided in the home of the
elderly, disabled, sick or convalescent. The types of services
previded include nursing care, social services, home health aide
and homemaker services and various rehabilitation therapies.

Hospice: a concept that refers to enhancing the dying person's
quality of life. Hospice care can be given in the home, in a
special hospice facility or a combination of both.

Instrurental activities of daily living {IADL's): tasks of daily
living that are more complex than ADL's and require a combiration
of physical and cognitive abilities, such as reading, writing,
shopping ard managing money.

Intermediate care facility (ICF): provides health-related care
and services to individuals wh» dc not require the degree of care
or treatment normally given by a hospital or SNF but who do
require health-related institutional care above the level of room
and board.
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Rehabilitation therapy: therapy aimed at restoring or maintair._.ag
the greatest possible function and independence for patients.
Rehabilitation therapy is especially useful to persons who have

suffered from a stroke, injury or disease .hat has rendered them
disabled, temporarily or permanently.

Residential care facility: a residential setting for people in
need of personal assistance, such as bathing, grooming, dressing,
feeding, etc. and protective supervision. Nursing care is not
offered on a regular basis.

Skilled nursing facility (SNF): provides the greatest degree of
medical care in the longterm care continuum. Every patient is
under the supervision of a physician, and the facility has a
transfer agreement with a nearby hospital. Twenty-four hour
nursing is provided in a physician on-call to furnish medical
care in case of emergency. May k< covered under MediCare (for
only the first 100 days of admission) and Medicaid.
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INDEX

activities of daily living (ACL's,, 249
acute care settings, 88, 89, 93, 131
adult day health care, 249

adult social day care, 249

affiliation agreements, 95

ageism, 11, 24, 131, 249

AHEC's, 87, 235-237

attributes of PA's in geriatrics, 17, 18
caregivers, 16

case management, 249

clerkship schedule, sample, 135-145
clinical evaluation form, 97, 119-130
competencies for PA's in geriatrics, 11
curriculum resource package form, 223
dementia assessment, 50-51

evaluatior tools, 97

faculty development in geriatrics, 84, 179-182
family counseling, 15

functional assessments, 96

func:ionally-oriented comprehcnsive health assessment form,
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GEC's (geriatric education centers), 167-176
geriatric textbooks, 217-220

health education topics, 14, 15, 64

health L-omotion settings 87, 88, 89, 93
history-taking skills, 11

home health care, 73, 237-241, 249
253
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hospice, 73, 249

instrumental activities of daily living (IADL's), 249
intermediate care facility, 73, 249

longterm care settings, 88, 90, 93, 131, 143
mini-mental state exam form, 49

outpatient settings, 88, 93, 431, 226-231

PA roles in geriatrics, 81, 84

physical examination skills, 12

physician preceptors, 96

post-~-test, 97, 101-117, 245

prerequisites for geriatric rotation, 147

reading assignments, clerkship, 25, 33, 57, 63, €9, 74
rehabilitation therapy, 249

residential care facility, 75, 250

resident's council meetings, 76, 91

short portable mental status questionaire (SPMSQ), 48
skilled nursing facility, 75, 250

student interest in geriatrics, Bl, 147

VA hospitals, 87, 225-231

videotapes, 25, 33, 69, 96, 97
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