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[ Characteristics of geriatric diseases ] [ Atypical presentation of geriatric diseases

1) Atypical presentation - . =
Pneumonia  Cough, SOB, Sputum 22;2;2 :f typical symptoms, Malaise, Anorexia,

2) Multiple patholo

) e & i Severe, Substernal chest pain, SOB,  Mild or no chest pain,
3) Chronic degenerative disease Nausea Confusion, Weakness, Dizziness

) Combine with fi I decl uTl e e me e [ocsere G}
4) - Combine with functional decline ¥ ) 2 : 5 .

Hypothyron? Confusion, Incontinence, Anorexia

5) f Rapid heart rate, Restlessness, Lethargy, Cardiac arrhythmias, Fatigue, Weight loss

\
Related to socio-environmental factors i .
wmation Jhictkess Agitation and Tremor

6) High prevalence of iatrogenesis Acute ampendicits UQ2bdominal pain, Fever, Diffuse abdominal pain, Confusion, Urgency,
pe Tachycardia Absence of fever/tachycardia
v Geriatric conditions such as functional impairment and dementia Infoction Fever, Tachycardia, Temperature normal or low, Absence of tachycardia,
are common and frequently unrecognized or inadequately addressed in elderly. Elevated WBC Normal WBC
.. Early identification by performing screening can help clinicians manage these conditions and prevent or delay their Depression Low mood, Increased sleep time,  Confusion, Apathy, Absence of subjective feeling of

complications. Fluctuation in weight depression

+ Frail elderly are more likely to present atypically than well elderly.
+ Delirium (61%) is the most atypical presentation.
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Hyponatremia 2(29) . A|§§X13} . %% %% 735
Acute nasopharyngitis 1(15) \, /
Dementia 1(15) ~
i Gastrits, gastric ulcer 8(116) ( N Co =y o 0|12 He
Poor oral intake ool ) =CR=L] _|mE'|-.r oE: ‘
(16pt, 23.2%) Preumonia 2029) . Zos e gL | BB 42
Hyponatremia 2(29) . . Ho
Aot bronchis 115 HNA A= 2 Qaﬁ 32 ®2 é.,
Aot oyt 119 . B8] gl )| A © 0R22Y
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Myalgia with febrile sense o e 4 £T0[9] BT Al Xo & )
(10pt, 14.5%) Pheumonia 2(29) ) o \
Vil s 1(15) o YPUEH o TS0
Diziness Iron deficency anemia 4(58) o SR in q 2?_' . g8
Depression 2(29) . g7Ey . olud
(9pt, 13.0%) Tensiontype headache 229) =
Alzheimer disease 1(15) o NHH|, $HA o SEHOE

JL Yoon, JS Park, MY Kim. IAGG world congress 2013
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[ Atypical presentation of geriatric diseases

w4 (Frailty) ]

I T T

% with atypical presentation 25% 59%

Delirium 32% 61%
Falls 37% 9%
Immobility 5% 6%
Functional decline 26% 19%
Other 0% 5%

+ The elderly exhibit less symptoms and signs than younger persons.
+ They present with ‘Geriatric Giants’

Instability | Immobility |Incontinence| Inappetite | Intellectual impairment

et et al. Arch Int Med 1995
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[ CGA (Comprehensive Geriatric Assessment) J

* Multidimensional, interdisciplinary diagnostic process focused on determining the medical,
psychological, and functional capabilities of a frail elderly person to develop a coordinated
and integrated plan for treatment and long-term follow-up ~ (Rubenstein Lzt  Am Geriarsoc 1991)

- early identification of individuals at greatest risk for complications
and unfavorable outcomes would enable a more adequate

treatment plan and a better allocation of the resources available
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to the multidisciplinary team
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Benefits of CGA ]

The benefits of CGA, in comparison to less structured multidisciplinary assessment where each discipline

approaches the patient's assessment and plan of care in isolation, include:
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Substantial evidence shows that in hospital, those who receive inpatient CGA on specialist geriatric
wards are more likely to return home, are less likely to have cognitive or functional decline and have

lower mortality rates than those who are admitted to general wards (£/ls et al, 2011).

Cochrane Database Syst Rev. 2011:6(7):CDO0G21
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“What should be evaluated?” J
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“Who should be tested for CGA?" ]

“Who should be tested for CGA?"
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Walking speed > 5 secs to walk 4m
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<1.0m/s2 [, 4m gait speed=0.01+(2.5 m gait speed)(1.052)
>1.0m/s2 O, 4m gait speed=0.481+(2.5 m gait speed)(0.581)
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| “Who should be tested for CGA?" ~ Prefrail
Frail
<DEEP IN> <Sl's> I 50z s
D- Dementia, Depression, latrogenesis
Drugs, Delirium
E- Fyes Mental Incompetence <3M.>'
E - Ears Incontinence Mobifty
P - Physical Performance, " Mentation
i Immobility
Phalls(falls), Psychosocial, Victurition
Ph(fJunction, Pain Impaired homeostasis
|- Incontinence *Timed ’ "
N- Nutition imed up and go test > 10 secs

* Walking speed > 5 secs to walk 4m
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Characteristics of geriatric diseases

For the collateral effects of the last

. D drug | gave you, take this other one,
| Atypical presentation and thenif there are any side effets |

. will prescribe you a third to help with
) Multiple pathology thern..
) Chronic degenerative disease £gojQ g

. . . . “D0j0 HYMH)
) Combine with functional decline — 'R
) Related to socio-environmental factors
) High prevalence of iatrogenesis
-
+ Adverse drug reactions * Risk Factors

+ Delirium

+ Fallsand Injuries

* Incontinence

Immobility

Inadequate geriatric training

Provider attitudes/preference

s

Normal age-related changes

High prevalence of comorbidity

“The Prescribing Cascade”

“ hi n
The Prescribing Cascade
Initial treatment Adverse effect bseqt adverse effect
NSAIDs Rise in blood pressure Antl?z:::::: e Orthostatic hypotension
—14, e —b
Hyperuricemia Allopurinol Hyper:::;]ltglst:erse)amon
Thiazide //7
Diuretics \R
—1
Gout \ NSAIDs ey ise in blood pressure
NSAIDS L Eema L T.h\aufie Hyperuricemia
diuretics Gout

Source: Adapted from Rochon and Gurwitz, 1997

< Medication — Newsymptoms —>  Newmedication
/ @'\’ Ibuprofen 8P Antibypertensive
\*y EE T I ——  Detometropn
y: Metoclopramide — —> Levodopa/cabidopa
/ Amlodipine e —
Gabapentin — —_— e
Ciprofloxacin Risperidone
Lithium Temor Propranclol
Bupropion Insomnia Mirtazapine
Donepezi — Urinaryincontinence  —————> Oxybutynin
Amiodarone Tremor Lithium
Venlafarine Tremor
Meperidine Deliium
B-blocker Depression
Amitriptyline Decreased cognition
Narcotics — Constipation — Sennosides
Sennosides [— Diarthea [— Loperamide
Lorazepam Morning drowsiness
Furosemide N Hypokalemia
NSAIDs _ Heartbum
Omeprazole LowB, B, supplement
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Signs or Symptoms

Fall »

ament

Constipation

Deliium
Diarthea

eeding N

*Geriatric Syndromes
In general, consider a drug as the cause when elderly patients present with

a new SYmpme. Aging Successfully, Spring 2011:21:21-22

Py

Article

Social Frailty Leads to the Development of Physical
Frailty among Physically Non-Frail Adults:
A Four-Year Follow-Up Longitudinal Cohort Study

Hyuma Makizako "%, Hiroyuki Shimada ?, Takehiko Doi ?, Kota Tsutsumimoto ?, Ryo Hotta ?,
Sho Nakakubo ?, Keitaro Makino * and Sangyoon Lee *

X Social Non-Frailty  Social Pre-Frailty  Social Frailty
boscoind (n=932) (n=250) w=dy P
BMI, mean = SD (kg/m?) B3£30 8330 099
Physical performance
Grip strength, mean + SD (kg) 20474 B1574 0567
Walking speed, mean + SD (m /s) 132017 1255016 0009
* 0dds ratios for the of physical frailty after four years
Dependent Value: Incidence of Physical Frailty
Baseline Status of Social Frailty _Crude Model 1 Model 2
OR  95%Cl Ok 95%C1 OR  95%Cl
Not socially frail 1 [Reference] 1 [Reference] 1 [Reference]
Socially pre-frail 150 39 149 0573% 12 045325
Socially frail 4470 1251606 398  109-459  393°  La-I515

Note: OR, odds ratio; C1, confidence interval; the bold typeface indicates statistical significance; * p < 0.05; Model
1: adjusted for age and gender; Model 2 adjusted for age, gender, BMI, number of prescribed medications,
hypertension, heart discase, diabetes melltus, osteoporosis, grip strength (baseline) and walking speed (baseline).

¥ Among independent community-dwelling older adults who are not physically frail, those who are
socially frail may be at greater risk of developing physical frailty in the near future.

v Social frailty may precede (and lead to the development of) physical frailty.
Int.J Enion. Res. Publc Health 2018, 15,490

Preventing Falls in Community-Dwelling Frail Older People
Using a Home Intervention Team (HIT): Results From the
Randomized Falls-HIT Trial

Thorsten Nikolaus, MD, * and Matthias Bach, MD?

Subgroup Analysis of Fall Rates and Proportion of Frequent Fallers
According to Pior Fals

Compliance with Recommendations of Home
Intervention Team after 12 Months of Follow-Up

Intervention  Control Compliance
Falls Group Group N Rate
f dati n (%)
Subjects with no or one fallin past o " 23(826)
ear,  (n = 252 128 124 ower sea Y
Fa)|/I5, n l : 100 115 E’";’%Z"CV cal I 278'6;
. . ’ r rs 27(778)
Fa[',';"m‘;’": (2/2) fallsin folow-p Dy 250z NoMottinbedoonbah 20(700)
: p " : " Anti-slipping mat in bath-tub 12 (66.6)
Subjects with two or more falls in Elevation of bed 19(632)
past year, n (n = 108) 8 % Rolator 37 (568)
Falls,n ) 6 8 Elevation of toilet seat 43(543)
Fallers with =2 falls in follow-up Removal of rugs/carpets 12(41.7)
period, n (%) 21(308)  36(655) Removal of obstructions in walkways 15(33.3)

*Incidence rate ratio = 0.91, 95% confidence interval = 0.72-1.22.
*Incidence rate ratio = 0.63,95% confidence interval = 0.43-0.94, P = 028.

v The intervention group had 31% fewer falls than the control group (incidence rate ratio (IRR) 0.69, 95% CI 0.51-0.97).
JAGS 51:300-305, 2003

Interventions for preventing falls in older people living in the
community (Review)

Gillespie LD, Robertson MC, Gillespie WJ, Sherrington C, Gates S, Clemson LM, Lamb SE THE COGHRANE.
COLLABORATION®
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+ 159 randomized controlled irials with 79,193 participants

+ Interventions to improve home safety appear to be effective, especially in people at higher risk of falling and
when carried out by occupational therapists.
The Cochrane Collaboration, 2015

Hendry et al. BMC Geriatrics (2015) 15:17 w “Qoé A;"qxilu—u'!‘QE %Eqrﬂ"" |

DOI 10.1186/512877-015-0016-1

A try is better than a blank. .

RESEARCH ARTICLE

BMC
Geriatrics

Open Access

Informant single screening questions for delirium
and dementia in acute care - a cross-sectional
test accuracy pilot study
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| Clinical practice in 3 stages |

Mild Moderate Severe
Normal ma Dementia Dementia Dementia
(AD) (AD) (AD)

Mild AD
(MMSE 20~24)

1) ChEI monotherapy
2) Memantine monotherapy
- Combination therapy

1) Memantine monotherapy

2) Donepezil monotherapy
- Combination thera

ChEl and memantine may be discontinued in patients who advance to “profound” disease
and who have lost all cognitive and functional abilities.

t/0 Delirium ]
SQUID * Single Question in Delirium (5QUID)
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Confusion Assessment Method(CAM)
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t/0 Depression |
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ﬁ 4 Screening for depression in primary care with two

42 44 340 44 2y verbally asked questions: cross sectional study
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<DEEP IN>
D- Dementia, Depression,

Drugs, Delirium
A8 2 H0| AP
E- Eyes a7 5
E- Ears

P - Physical Performance,
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